II. EDUCATIONAL PROGRAM LEADING TO THE M.D. DEGREE

A. Educational Objectives

1. Describe the level of understanding of the school-wide objectives for the educational program among administrators, faculty members, students, and others in the medical education community. Do these objectives serve as effective guides for educational program planning, and for student and program evaluation?

The unique nature of the Uniformed Services University School of Medicine (USU-SOM) and the ultimate mission to supply well trained residents to the military GME system requires that the level of understanding of the school-wide objectives and our mission be very high among everyone involved.  The fact that our graduates are going to be part of the military health care system for at least 7 years after completion of their graduate medical education ensures that those designing the curriculum, teaching the curriculum and learning the curriculum are invested in the school’s overall objectives.  The evolution of the current school-wide objectives serves as an example of how vested the participants are in understanding the objectives and striving to meet them.

In 2004, the SOM dean created a working group to update the school-wide objectives that had been in place since 1998.  The 1998 objectives were modeled on the AAMC Medical School Objectives Project Guidelines and served the SOM well in linking to quantifiable outcomes.  The working group consisted of basic science and clinical faculty and students and was chaired by a former department chair.  Several members of the clinical faculty had experience as program directors of ACGME residencies and, therefore, also had experience with the knowledge and skills necessary for graduates of the SOM to succeed in their further training in addition to knowledge of GME issues.  

The SOM objectives were revised to compliement the ACGME Core Competencies that our graduates will be expected to master.  The revisions were sent to the associate deans and department chairs for input and review.  They were then sent to the faculty senate and faculty for review and suggestions.  They were then given recommended for final approval by the Executive Curriculum Committee and endorsed approved by the dean in 2005.  They were disseminated to the students and faculty by e-mail and posted on the SOM website at    MACROBUTTON HtmlResAnchor http://www.usuhs.mil/medschool/fehsom.html
  Students are briefed on the objectives during orientation.
In early 2006, the Office of Educational Affairs tasked each course director and clerkship director to address each of the objectives giving the educational format used to reach the objective and the evaluative tools used to measure successful attainment of the objectives (see appendix). It was clearly understood that no single course was expected to address each objective, but the exercise did provide the SOM with documentation of how each objective was being covered and evaluated.  It also re-enforced the use of the objectives in guiding the curriculum and objectives of the individual courses.  

Further examples of the objectives guiding curricular development and reform include the ongoing evolution of the biochemistry course. Also, evaluation tools have been developed using standardized patient (SP) experiences at the end of the second and third year, giving students an educational prescription to sharpen their competencies, and giving program feedback to the Introduction to Clinical Medicine courses, the Introduction to Clinical Reasoning course (ICR), and the clerkships. A pilot program to test upper level manager, educator and communication skills in the 4th year is being developed through the collaborative efforts of the Department of Family Medicine, Department of Internal Medicine, and the Simulation Center to evaluate the entire educational program’s success and the student’s completion of higher objectives.

The SOM objectives are also used as the basis of evaluation of both courses and the overall curriculum.  At the end of each course, the Office of Educational Affairs (OEA) conducts student surveys with questions based on the objectives and input from the course directors.  The students also provide input through “after action reports” from their academic representatives in each course.  These surveys are compiled by the OEA and evaluated by the ECC year-group subcommittees and by the ECC to ensure the SOM objectives are being fulfilled.  

2. Comment on the extent to which school-wide educational objectives are linked to physician competencies expected by the medical profession and the public. Summarize results from any associated outcome measures that demonstrate how well students are being prepared for the next stage of their training.

Our administration, faculty, and students see medical education as a continuum.  In our system, the link between undergraduate and graduate education is even stronger since our graduates must train within the military GME system.  Therefore the SOM objectives are based on the ACGME core competencies which address the major goals of the school and our entire GME system. The 6 core competencies of patient care, medical knowledge, practice-based learning and improvement, interpersonal and communication skills, professionalism and system-based practice are a logical foundation for medical education. The priorities of undergraduate medical education naturally stress the competencies of “medical knowledge” and “patient care.”  Professionalism is a vital part of medicine and a crucial aspect of being a military officer.  With most of the clinical faculty of the SOM having experience joint responsibilities in GME, it seems only natural to have our objectives linked to the core competencies.  

Objective outcome measures demonstrate that our graduates are well-prepared for their residencies.  AAMC graduate survey data show that over 90% of our graduates feel well-prepared and at rates consistently over the national average in satisfaction with their education.  Graduates of our SOM are required to pass the USMLE exams, Steps I1, II2 ck CK and  II-cs2 CS, and we consistently have high first-time pass rates for our graduates on Step III.3. The students are tested with multiple standardized patient (SP) exercises that check students’ clinical skills and their communication and interpersonal skills, with formative feedback given if there are deficiencies.  The SOM has compiled years of outcome data from our graduates during their internships from a program director survey which rates PGY-1 performance of our graduates with both numeric and free text questions. All of our clerkship sites have associated residencies in which our graduates train and we are in direct communication with these residency directors.  The surgeon general of each service provides us with access to performance data on our graduates and the entire medical corps.  By all objective criteria, our graduates perform well in their training and in their military medical careers. Please see question 17 for additional outcomes being tracked at USU.
3.  Comment on the effectiveness of the mechanisms in place for assuring that all students encounter the specified types of patients/clinical conditions needed for the clinical objectives to be met.

Individual clerkships have established curriculums (via their departmental education committees) and their own definitions of the number and types of conditions and settings (inpatient or outpatient) that should be covered in the clerkship experience.  Each clerkship director monitors each site for available faculty and suitable patient population to meet clerkship objectives.

CWebLog is used for clerkships to varying degrees.  CWebLog is an internet-based database that students access to report relevant patient encounters and experiences.  CWebLog can be used by clerkship directors and site coordinators to monitor overall clinical exposure by site and by student. The accuracy of CWebLog entries has been studied on the Internal Medicine clerkship (Appendix II.3.1). Clinical Passports (checklists of clerkship objectives and required patient types) are used in Psychiatry, Family Medicine, Emergency Medicine and Pediatrics.  This checklist is monitored by the site coordinator to ensure that specified conditions are encountered by individual clerks.  Clerkship directors and site coordinators monitor Passports, CWebLog or patient  logs maintained by the students, and conduct this review on a by-site basis to ensure goals and objectives are being met.  For example, psychiatry clerks meet weekly with senior clinical preceptors to discuss individual cases in the student’s logbook.   

Problem-based learning is used to varying degrees by all departments.  For example, all students in the OB/GYN clerkship participate in a discussion of 25 sample obstetrical and gynecologic cases that cover core educational topics and objectives.  Another example is that the required neurology rotation in the M4 year uses a core list of 12 patient conditions.  Students must log all 12 clinical encounters on CWebLog to successfully complete the rotation.  Site coordinators monitor student progress on a regular basis.

Standardized patients (SPs) and online cases also play a useful role in ensuring adequate breadth of patients.  For instance, surgical clerks are exposed to SP patients during a 2-day orientation designed to provide students a uniform introduction to surgical practices and problems. Clerkship directors maintain ongoing 2-way communication with site coordinators regarding the clerkship curriculum and course expectations for clinical encounters and experiences. Site coordinators are then responsible for communicating and monitoring these expectations to the faculty and house-staff at each facility.  Medicine site coordinators are sent reminders at the beginning of the second 6 weeks of the clerkship to review the students’ CWebLog entries from the first 6 weeks, identify any missing items, and develop a plan to address any missing encounters.  The medicine clerkship director provides feedback to the site coordinators about the problems encountered by students at each clerkship site during the 12 week clerkship. The surgical clerkship director meets weekly with NCA (National Capital Area) site coordinators, and communicates via phone with more distant site coordinators on a weekly basis.

Midpoint student evaluation is stressed by all clerkship directors and site coordinators. This is communicated in a variety of ways to include the written curriculum, email, telephone calls, and student empowerment to approach faculty for feedback.  Midpoint feedback by the site coordinator ensures that students are meeting clerkship objectives and that plans are made to complete the objectives. 

Clerkship directors receive feedback directly from students on the depth and breadth and quality of experiences encountered during the rotation, usually in the form of written evaluations or verbal feedback to the site coordinator or clerkship director.  Students serve on the Executive Curriculum Committee (ECC) and provide credible and up-to-date information about student concerns.

The AAMC post-graduation survey provides a student perspective on their experiences during their clinical rotations.  The ECC, departments and clerkship directors monitor this report, and feedback from graduating students is considered in making modifications to individual clerkships.

The ECC and individual departments/clerkship directors monitor clerkship outcomes and student performance on standardized assessments such as subject exams, performance on USMLE Step 2 CS/CK, and the AAMC Graduation Questionnaire. The individual department’s educational committees also monitor student feedback for best practices or problem areas.  The M3/M4 curriculum subcommittee meets monthly and is tasked with more direct monitoring of the clerkships, to include monitoring rotation compliance to their stipulated clinical requirements. The Office of Student Affairs (OSA) also meets monthly with all the core clerkship directors to discuss and make recommendations on program issues, best practices, and common concerns.
B.  Structure of the Educational Program

4. Delineate the mechanisms ensuring that the educational program provides a general professional education that prepares students for all career options in medicine. Cite relevant outcomes indicating success in that preparation.

 The SOM undergraduate medical education program is designed to graduate competent, compassionate, dedicated physicians to serve beneficiaries of the uniformed services.  Graduates of the SOM matriculate to GME programs throughout the Department of Defense (DoD). These GME programs include the traditional disciplines offered in the civilian sector as well as military unique specialties that help DoD accomplish its mission. The dominant curricular emphasis in the SOM is to provide a strong foundation in primary care and preventive services. However, our students are prepared to pursue any form of traditional GME training as well as career options unique to military medicine, such as Aerospace Medicine or Dive Medicine.  Some of our graduates serve in roles such as Flight Surgeon, Undersea Medical Officer, forward deployed Operational Medical Officers, Preventive Medical Officer, or Medical Legal Consultant.  Recent survey data (appendix II.4.1) on 10 years of graduates demonstrates specialty selection choices that are consistent with choices from many medical schools; for this database (1993-2002 graduates) USU received completed Program Director Evaluation forms (completed on PGY-1 graduates) for the following specialties (percentages of totals returned): family medicine (21%), transitional internship (21%), surgery (19%), Internal Medicine (19%), pediatrics (9%), obstetrics and gynecology (5%), psychiatry (3%) and emergency medicine (2%).

To accomplish this mission, the SOM curriculum utilizes a variety of educational experiences and learning formats, including lectures, laboratory experiences, clinical correlations, small group discussions, computer and web-based experiences, OSCEs, and standardized patients.  Some computer and web-based experiences include streaming audio and video. Many of the online learning resources provide detailed feedback for each response to help further direct student learning. The vision for our undergraduate curriculum is that science of today is taught in an environment that will foster increased long term self-directed learning tomorrow.  Toward this end, the ECC has completed an exhaustive study of the undergraduate curriculum and revisions are continually underway to minimize the traditional curricular “stovepipes” through course integration and increased use of clinical material.  Students, through their end of course After Action Reports, have identified increased integration of course material and testing schedules as a positive development.  Furthermore, the ECC has launched subcommittees by MS year to review curriculum components to help ensure the meeting of objectives for the school both within academic years as well as across academic years. These subcommittee taskings include ensuring appropriate emphasis of content to include reinforcing key principles and eliminating unneeded redundancy. 

In both the M1 and M2 years, there is a great emphasis on small group learning.  In the M1 year, this takes the form of laboratories in Structure and Function of Organ Systems, clinical case discussions in Biochemistry, and discussion groups in Human Context in Health Care. Additionally, the Introduction to Clinical Medicine courses start in the M1 year and begin to develop history-taking skills.  In the M2 year, laboratories continue in Pathology and Microbiology.  There is also increased use of a small group problem-based learning educational format in the M2 year.  In both Pathology and Introduction to Clinical Reasoning (ICR), groups of 8 - 14 students team with a faculty member to review clinical scenarios.  The format of these encounters is designed to flow seamlessly into the M2 portion of the Introduction to Clinical Medicine courses (ICM II and III) and to prepare students for the M3 clerkships the following year. We also offer joint teaching sessions in Pathology and ICR (laboratory medicine clinical correlation) which capitalize on reinforcing core material which is synchronized in each course. All of these courses contribute to the overall objective of creating a skill set in students to be successful in any field.

In addition to the “traditional curriculum,” the SOM places additional emphasis in areas critical to the uniformed physician, emphasizing disease prevention, public health and a global view of diseases.  There is also training for the consequences of military actions.  One emphasized aspect is trauma and emergency medicine - beginning with Military Studies in the M1 and M2 years, and continuing with Military Contingency Medicine (MCM) and Military Emergency Medicine (MEM) in the M4 year.  In these courses, the principles of field medicine, trauma, and triage are presented and reinforced.  In addition to the didactic components, SOM students participate in several unique operational field exercises.  In Operation Kerkesner, which occurs at the conclusion of the M1 year, students are observed and evaluated for their ability to apply field skills training, small unit leadership, and basic medical skills.  In the M4 year, Operation Bushmaster is conducted as a part of the course in Military Contingency Medicine, which includes skills demonstration in Advanced Cardiac Life Support (ACLS), Advanced Trauma Life Support (ATLS), bandaging, splinting, casting, and other operational and emergency medicine skills.  In both exercises, students are under the close supervision of staff physicians from multiple clinical departments.  In MEM, students spend a month working in a military or civilian emergency room.  

Another area of emphasis is infectious disease and parasitology.  Our graduates are required to be able to practice medicine anywhere in the world, and a thorough knowledge of infectious disease and tropical medicine is critical.  In addition to courses in the first 2 years, students have the opportunity to take M4 electives at numerous third world locations where disease frequency is high and conditions are poor.  
Humanities and behavioral sciences are also emphasized in the SOM curriculum.  Courses such as Human Context, Medical History, Medical Psychology, Human Behavior, and the Ethical, Legal, and Social Aspects of Medical Care all combine to give the student a thorough grounding in the humanities and behavioral sciences.  
Finally, the SOM environment is structured to produce physicians who understand principles of leadership and teamwork and who develop critical thinking skills.  From the day students matriculate to the SOM they are made aware that they are important partners in their own education.  There are many student functions, including an active student government, student representation on all major SOM committees (including curriculum and student promotion), a student academic representative for each course, and a Student Peer Development and Counseling Committee.  Students also serve as Class Action Officers for each preclinical course, regularly meeting with the respective course director to provide “real time” student feedback and suggestions for improvement, as well as facilitating communication from course directors to students. These, and many other opportunities, provide immediate benefit to the SOM community and nurture important leadership skills for tomorrow’s physicians.  We also have started third and fourth year intersessions which target interdisciplinary topics, such as end of life care, communication skills, cultural awareness/proficiency, joint decision-making, clinical pharmacology, and health systems management. 

M3 clerkship directors have adopted common student performance evaluation tools, which assess common areas of performance.  Evaluation tools consider cognitive abilities, self-directed learning, oral presentation skills, technical competence, and professional conduct and demeanor.  In addition, assessment in most clerkships includes a standardized subject exam, and some use clerkship-specific evaluative tools.  The Department of Medicine has documented the validity of its M3 clerkship evaluation in predicting students’ later performance as interns (Appendix II.4.2).  This study concluded: “the medicine clerkship evaluation process detected whether a student was likely to have problems during internship, and the internship ratings supported the predictive validity of the evaluation system.”  Equally important, this study demonstrated that “the majority of students who were successfully remediated had no identifiable problems during internship.”  Indeed, many medical schools are adapting the RIME scheme introduced by the Department of Medicine at USU (Please see Question 6, paragraph 6).  This helped to establish inter-site consistency in evaluation for the 3rd year Internal Medicine clerkship over a 10-year period (Appendix II.4.3) despite wide geographic separation of teaching sites. 

The SOM also administers formal clinical skills testing prior to graduation at our state-of-the-art Simulation Center (SIM Center). An experienced medical educator has been named medical director of the SIM Center and oversees clinical skill evaluations of M2 and M4 students. We also have students work with standardized patients during ICM III, and in each clerkship there are skill-testing events at the SIM Center. We conduct an end of second year OSCE as well as an end of third year OSCE for each student that generates an “educational prescription” to provide formative feedback on clinical and communication skills. These initiatives provide important assessments of the clinical skills qualifications of students and chances to identify and correct deficiencies. 

Career choice of SOM graduates represents a commitment to primary care specialties, as suggested by data regarding internship selection (appendix II.4.1).  Internship selection for a specific PGY 1 specialty does not necessarily reflect the ultimate career choice for SOM graduates.  Many SOM graduates complete the PGY 1 year and then leave the training environment for an operational tour as a general medical officer (GMO), flight surgeon, squadron surgeon, or other capacity.  Typically, after a 2 to 4 year operational tour, these physicians return to complete their desired specialty training.  Although they may resume training in a specialty different from that in which they interned, anecdotal evidence indicates that there is still a strong interest in primary care specialties.  

Evidence of the high quality of training SOM students receive comes from many sources. We have recently conducted a survey of all USU graduates since its inception 25 years ago and have documented a number of achievements for our graduates (appendix II.4.4). We are in process of using this data to inform key committees at the institution regarding process improvement to include the admissions committee, student promotions committee and executive curriculum committee. Our pass rates on our USMLE exams are within or exceed the national averages. SOM graduates are highly recruited by military program directors and all are successfully placed in ACGME-approved internships. Traditionally more than 80% of our graduates receive their first choice of specialty and location for PGY 1 training. For the most recent class (2007) 85% of students matched in their first internship specialty choice; 100% of this class matched in an internship.    Further, data from over 10 years of PGY-1 surveys, whereby program directors in each respective specialty rate the quality of our interns demonstrates the success of our undergraduate medical education program. A recent peer-reviewed publication on the feasibility, reliability and validity of this survey, which rates graduates in 18 areas with an over 70% response rate demonstrated an average score of over 4 (on a 1-5 scale). (Appendix II.4.1)  According to past DoD studies, SOM graduates have significantly fewer adverse clinical privileging actions reported than physicians trained in civilian medical schools and accessioned through the Health Professions Scholarship Program (1.48 actions per 1,000 physicians compared to 3.06 per 1,000 physicians; see GAO/HEHS 95 244).  USU-SOM graduates have also been selected at a higher rate for military promotion than their contemporaries - an indicator of outstanding performance as military physicians.  Finally, SOM graduates hold many leadership positions throughout the uniformed services, including training program director, department chief, hospital commander, consultant to the surgeons general, White House physician, and many more (Appendix II.4.4).  
5.  Discuss the types and sufficiency of educational activities to promote self-directed learning and development of the skills and habits of lifelong learning.

The USU-SOM continues to promote and facilitate self-directed learning, one of its stated and written objectives.  There are unlimited opportunities for the curious student to study an issue in depth, and to be exposed to the latest up-to-date information on a huge wide variety of subjects.  Our Learning Resource Center (LRC) is one of severala centers of excellence for self-directed learning at the SOM.  There, one finds ready access to computers, which allows the student to log onto a long list of databases, found within the university, as well as many fine resources on the Internet.  The LRC also has a robust traditional library, with bound journals and books, which complement the electronic resources.   Students really enjoymake great use of the LRC, and describe it in very positive terms.   
Most Many students attend classes with their own laptop computers out and running, often logged onto the internet via WiFi capability, found throughout our campus.  Students are issued personal data assistants (PDA’s) during their second year of studies at our school, another way to store and access large amounts of data quickly.  The LRC also has a robust traditional library, with bound journals and books, which complement the electronic resources.  Also,our school has ma the SOM is posting many of its lectures on Blackboard® in streaming video format, an online source which is easily accessed and allows students to review material previously given in class.  Our students use these electronic tools daily, and become very skilled in accessing information.  The We believe that this capability is key to becoming a successful physician, one who will be able to stay abreast of the flood of information which challenges a         typical lecture to students is drawn from material on the Internet, and is enhanced by giving the students Internet websites, to peruse the topic of the hour in a more leisurely and in-depth manner.  While And sstudents are taking full advantage of these resources.,   We we also rely on traditional textbooks.  Nationally-recognized, standard texts are given distributed to our students without charge, and students are expected to become very familiar with their content.  The wise student reads and keeps these books into the indefinite future.  Many student assignments are specifically designed to foster good self-learning habits, including assigned literature searches, and small group PowerPoint presentations by students in a variety of classes (e.g., Military and Emergency Medicine, Biochemistry, and Neuroanatomy).  

Our students are highly encouraged, from the first days of matriculation until graduation, to become true scholars, and to make the commitment to lifelong study.  We emphasize the necessity of such a commitment by teaching the students about the half-life of medical knowledge., which is becoming distressingly shorter each year  Students are also taught in the first weeks of medical school about the different styles and methods of learning, and they are encouraged to discover and use the methods that work best for them. Lectures are still commonly used at the SOM as a traditional way of teaching, but some students get very little out of lectures, and may opt out of attending lectures in favor of self-study,  or small group study, or whatever.  The emphasis is on learningmastering the material, rather than on attendance.  An audience response system is available to lecturers, which offers a method of making lectures interactive.  Over 75% of students find the use of this system helpful.

We require our students to go through a variety of learning exercises, given with many different courses, all directed toward the underlying goal of teaching the student good learning skills. As the student uses these techniques, good habits are formed.  These habits hopefully will translate into a lifelong quest for knowledge after graduation.  Each clinical clerkship experience places the student into an environment which requires constant learning and updating, and surrounds the student with residents and staff who  usually demonstrate lifelong learning habits on a daily basis.  The obvious prime motivator is to better understand and help the sick patient.  Some of theThe clerkships require research papers or presentations, with current references, which are scrutinized and graded. ; sSuch exercises teach our students how to find current, relevant information.  More and more of our preclinical courses now include small group sessions, where students are required to have prepared to present a topic, and then present it to their peers, with faculty interaction as well.  These exercises always require research and preparation, again teaching the student how and where to access pertinent, peer-reviewed, current, and correct information.  Our current pathology and biochemistry courses are using these small group sessions to great advantage in this regard.This type of exercise starts in Biochemistry and continues through Pathology, ensuring the students are challenged to learn the tools of lifelong learning throughout their preclinical years.
6. Evaluate the adequacy of the system for ensuring consistency of educational quality and of student evaluation when students learn at alternate sites within a course or clerkship.

Faculty:  All required clerkships occur at ACGME accredited institutions, with faculty at these institutions being selected for their interest and ability as teachers.  Site coordinators are collaboratively chosen by the site and clerkship director for their expertise and commitment to teaching.  Site coordinators undergo department-specific faculty development to orient them to the clerkship curriculum and their responsibilities. Consistency in student experiences between sites is emphasized by continuous review of goals, objectives, and evaluation criteria.  An academic chain exists in each department, and responsibility for clerkship quality ultimately resides with the department chair.  A billeted SOM faculty member serves as the overall clerkship director.  These site coordinators provide faculty development for teachers (and housestaff) through conducting teacher orientations and formal evaluation sessions, whereby teachers sit down with the site coordinator to discuss student performance. This allows the site coordinator to provide “case based” faculty development regarding clerkship goals and objectives, evaluation, and grading. 

Departments recognize the challenge of maintaining quality across clerkship sites and have developed unique methods to address this concern.  The Departments of Medicine, Pediatrics, OB/GYN and Family Medicine coordinate ongoing faculty development seminars, utilize student evaluation sessions for faculty development, and bring site coordinators to the SOM to participate in educational activities that also serve as faculty development sessions for the site coordinators.  As an example, at their last yearly meeting (fall of 2006) the Department of Pediatrics, instituted a grading exercise, which used 3 students’ folders (names removed) whose grades were “on the fence” between 2 grades, and established inter-grader reliability. This provided an opportunity to talk concretely about what an “A” student looks like in the clinic; whether the “average” student is a “B” and similar issues.  An inter-rater reliability exercise using the students’ formal written histories and physicals will be completed by the Department of Pediatrics this year (2007).  

Curriculum and Administration:  During the first 2 years, all students attend classes on the USU campus.  During these preclinical years, consistency in small group formats is ensured through basing small group teaching on course educational goals and objectives that are established by core faculty and by the appropriate department chair.  Uniform instruction in clinical skills in the first 2 years is delivered by SOM faculty on campus (ICM II) and at National Capital Area (NCA) hospitals (ICM I and ICM III) with centralized coordination, goals and objectives.  Departments derive educational goals and objectives, often with interdisciplinary communication and collaboration, as exemplified by clinical faculty support for Clinical Pathology, Biochemistry, ICM I-III, ICR, etc. 
One of the major challenges for the SOM is to assure the consistency of educational quality and the evaluation of students across different sites of clinical instruction.  Clerkship training sites utilized by the SOM span the continental United States (Washington, D.C.; Pensacola, FL; Dayton, OH; San Antonio, TX; Seattle, WA; San Diego, CA) and beyond (Tripler Army Medical Center, HI).   Students complete their third year clinical clerkships at 23 different military and civilian sites, representing the entire spectrum of the military and civilian healthcare systems.  Clinical department chairs, clerkship directors, and site coordinators have the primary responsibility for coordinating training across multiple sites and for insuring that the methods for student evaluation provide reliable and valid assessments across the different sites. Each clerkship has written objectives and grading policies that are given to the student at the beginning of a rotation.  Clerkship directors also provide an orientation for students, discussing clerkship goals and expectations, during the first week of the clerkship.

Meetings of all clerkship directors and the assistant dean for clinical sciences (Office of Student Affairs) occur monthly throughout the academic year.  These meetings are important in facilitating discussion of evaluation methods and performance across training programs.  A cross‑pollination of ideas occurs, with the best often introduced into other programs.  An example of this is the development of a common student “developmental paradigm” based on work originated in the Department of Medicine.   The developmental stages of the RIME paradigm consist of: Reporter - able to work with patients in a professional manner and to report clinical data accurately and consistently; Interpreter - consistently interpret and analyze clinical data; Manager - suggest management plans for their patients’ medical problems; and Educator - demonstrate skills as an educator for the ward team and is recognized as the primary or preferred provider by the patient (Appendix II.6.1)  These terms are understood by both students and faculty and provide an effective evaluation framework across clerkships.

Departmental level educational committees meet to determine clerkship policy and procedure, discuss clerkship site concerns, determine best practices, review, discuss, and determine grades for marginally performing students.  Students and site coordinators are provided a clerkship syllabus.  Consistency within a clerkship is also enhanced by employing a standardized lecture series such as Family Medicine and General Surgery, or clerkship orientation such as General Surgery.  The ECC and individual departments monitor clerkship exams, USMLE performance, and AAMC graduating student surveys.  Two-way communication between sponsoring USU departments and clinical sites is maintained via a variety of methods, to include site visits, annual meetings at USU, telephonic contact, email, video-teleconference, or meetings at national conferences (such as the annual meeting of the Uniformed Services Academy of Family Physicians and the Uniformed Services Pediatric Seminar of the American Academy of Pediatrics.) 

Evaluation:  During the first 2 years, evaluation methods include departmental (in-house) multiple-choice examinations (MCQs), NBME subject examinations, written papers, OSCEs, and descriptive evaluations by small group preceptors. Some variability in evaluation does occur among small group preceptors.  However, this has not posed a major problem and students consistently express satisfaction with small group evaluation formats; indeed, small group instruction is often the highest rated component of some of our preclinical courses.

Prior to beginning the M3 year, all students complete an Educational Prescription OSCE to identify individual student strengths and weaknesses.  Another OSCE is completed at the end of the M3 year as an assessment of their progress and preparation for the USMLE Step 2 CS.

A uniform student evaluation paradigm (RIME) has been adopted by all clinical departments at USU.  Required clerkships will use NBME subject examinations, or faculty developed examinations to assess student knowledge.  End of clerkship OSCEs at the NCA SIM Center are used by some clerkships, such as Family Medicine and OB/GYN.

Descriptive evaluations from teachers are the primary determinant of a student’s assessment during clinical training.  Components of this evaluation include review of patient write‑ups, oral presentations of patients seen, and direct observation by faculty and/or residents.  This constitutes the major portion of the student’s final grade.
Individual clerkship directors perform ongoing data collection and monitoring of student performance on OSCE, subject exam and overall grade on a site-by-site basis.  For example,  the medicine clerkship collects data on remediator status (repeating clerkship); gender; branch of service; clerkship block; recommendations made by teachers (both raw grade recommended and point conversion used in the grade calculation) from site 1; total points from clerkship site 1; recommendations of faculty from site 2, total points from site 2; total clinical points; total exam points; total points; final grade; whether presented to Department of Medicine Education Committee; and individual comments about the student.  End-of-year grade analysis is also performed.  The Department of OB/GYN holds a video-teleconference at the end of each rotation to discuss each student’s performance.  Final grades are assigned after all students have been discussed, allowing for consistency in grade administration and distribution among sites.  The surgery education committee meets quarterly to coordinate and standardize student performance evaluations, and simultaneously conducts faculty development on improvement of teaching methods and ongoing assessment of curriculum goals and objectives. 

Operation Bushmaster (beginning of the M4 year), and FTX (Field Training Exercise) Kerkesner (at the end of the M1 year) are field-based practical medical exercises with student performance objectives in both clinical, operational, and leadership roles.  All students are required to complete these exercises prior to graduation.

7.  Comment on how well all content areas required for accreditation are addressed in the curriculum.

All content areas required for LCME accreditation are fully addressed in the medical education curriculum.  In addition to teaching the usual biomedical sciences that prepare students for careers in preventive and curative healthcare, the medical school also trains students for work in adverse physiological and psychological environments. In this way, the SOM’s educational program is unique.  Because of the need for broadly trained uniformed services physicians, the SOM offers a comprehensive curriculum. Designed to ensure clinical and academic rigor within the school, its teaching hospitals, and various military operational environments, the program includes core instruction in human biology. Although initial emphasis is on the basic sciences, clinical sciences are progressively integrated, beginning with patient care activities in the first year. This integration allows students to see not only the physical and biological factors affecting the human body but also the complex social factors affecting individuals.

Two concepts underscore the SOM curriculum: that medicine exists to serve society and that physicians must be humanists.  The SOM curriculum aims to transform students into competent and compassionate uniformed physicians, create and foster an environment of learning and investigative curiosity; and provide a setting that supports the development of uniformed service medical professionalism.  The SOM offers more than just a sound, comprehensive medical education. The school’s primary objective is to produce dedicated medical officers.  Consequently leadership, military training, and military medical programs are integral parts of the curriculum. Students are expected to master these aspects of their education.   

8.  Assess the balance between inpatient and ambulatory teaching and the appropriateness of the teaching sites used for required clinical experiences.

Patient care has shifted from the inpatient setting to the outpatient setting over the past decade for nearly all specialties.  Programs at USU have adjusted to this change by shifting a portion of the clinical experiences to the ambulatory setting.

Individual departments develop educational objectives, teaching and assessment strategies based upon ongoing assessment of the art and scope of the clinical practice, patient population demographics on a facility-to-facility basis, health care trends and utilization, and clinical resources within individual Military Treatment Facilities (MTFs)/clerkship sites.

Psychiatry is a mixture of experiences of inpatient, partial hospital, consult-liaison, outpatient, and emergency care in both civilian and military medical centers.  An emphasis is placed on disorders commonly seen in primary care.  The Pediatric clerkship largely reflects the ambulatory nature of pediatric medicine.  The clerkship requires 1 week of normal newborn nursery, 2 weeks of inpatient ward, and 3 weeks of outpatient clinic.  The OB/GYN clerkship requires a minimum of 2 weeks of the 6 week rotation to be conducted in the ambulatory setting.  Ambulatory visits include obstetrical and gynecologic care, to include exposure to outpatient procedures and pre-/post-hospitalization care.  Students have experience with gynecologic surgery, labor and delivery, ante- and post-partum care.

The Neurology rotation uses a variety of sites which offer a combination of inpatient and outpatient experiences.  Students at all teaching sites are given a set of 22 lessons on DVD.  These are PowerPoint slides with voice-over.  These cover the entire spectrum of cases and material for the clerkship.  In addition to a list of expected competencies and objectives, students receive additional written materials on interpretation of the neurological examination and a textbook.  Twelve ‘core’ patient experiences are required and monitored as in other clerkships.  Those students who elect child neurology or a neurosurgery experience are included in vignette morning seminars at WRAMC that cover most of the core material.  Sites outside of the national capital area are visited annually in order to instruct residents and faculty on clerkship expectations, goals and objectives.

The Surgery clerkship involves diverse experiences in surgical care, including outpatient care of pre-operative and post-operative patients, ambulatory procedures, emergency, inpatient and operating room care.

The Family Medicine clerkship emphasizes outpatient care, while also integrating the student into the inpatient medicine activities that the full-service family physicians provide within the facility.  These services and experiences include outpatient clinics, labor and delivery care, newborn nursery, inpatient care, outpatient procedures, home visits and nursing home care.   Emergency Medicine clerkships are conducted at ACGME approved institutions, conducting GME in emergency medicine, which largely ensures a broad experience in emergency medical care of children and adults.  The Internal Medicine clerkship is a required 12 week 3rd year rotation, with 6 weeks of ambulatory medicine in IM and subspecialty clinics and 6 weeks on an inpatient ward team.

Appropriateness of the instruction at individual teaching sites is assessed by a variety of methods: having clerkships at facilities with ACGME-approved residencies; SOM departmental (clerkship director) site visits; faculty development conducted by SOM faculty at the school or other venues (i.e., national academy meetings); monitoring of student CWebLog and Passport data; monitoring of student feedback of rotation sites; and ongoing liaison between SOM departments and teaching sites via telephone, email, and conferences.  Finally, outcomes such as performance on specialty specific subject exams, USMLE and the M3 end-of-year OSCE serve as measures of the effectiveness of the teaching sites. 

All clerkship sites are ACGME approved facilities sponsoring residency programs.  ACGME-approved residency training programs provide reasonable assurance that faculty are capable instructors, with ongoing educational programs and patient base to support medical education of students as well as residents.  SOM department chairs closely monitor the accreditation status of affiliated clerkship sites.

All departments conduct site visits to primary clerkship sites to perform formal and/or informal assessments of the teaching environment of individual sites. These site visits also serve as an opportunity to conduct faculty development or perform direct observation of student day-to-day activities.  OB/GYN’s use of video-teleconferencing with Tripler Army Medical Center (Hawaii) is also augmented by planned site visits.

Workshops between site coordinators and clerkship directors are held annually for the following clerkships:  Pediatrics, Family Medicine, Internal Medicine (offers quarterly site coordinator meetings), Neurology, and OB/GYN.  These workshops are an opportunity for the clerkship director and site coordinators to engage in 2-way communication regarding clerkship goals, objectives, administration and best practices.  Some departments host meetings between the clerkship coordinator and site coordinators (or their representatives) at national specialty assemblies as previously mentioned. 

The clerkship director and individual site coordinators monitor student completion of checklists (Passports) or of CWebLog data of clinical experiences.  Students lacking experiences are provided opportunities for clinical exposure to the needed areas.  Passports and CWebLog data are audited by the clerkship director and site coordinator on an ongoing basis.

The clerkship director and site coordinators also monitor effectiveness of site orientation, evaluation/ instructional practices, overall administration, and student-faculty feedback sessions, via post-clerkship evaluations, email, or personal communications from students.  Qualitative and quantitative analysis of student comments and data for each clerkship site are also conducted at the end of each academic year.  This analysis allows the clerkship director to identify and promote best practices and identify areas of improvement for all clerkship sites.

C. Teaching and Evaluation

9. Comment on the adequacy of the supervision of medical students during required clinical experiences. Discuss the effectiveness of efforts to ensure that all individuals who participate in teaching, including resident physicians, graduate students, and volunteer faculty members, are prepared for their teaching responsibilities.

The faculty of the SOM have implemented several strategies to ensure adequacy of supervision during required clinical experiences. These strategies incorporate expectations of and for “academic managers” (those who oversee the clinical rotations) to individual teachers. 

The SOM has a clerkship director (CD) for each clinical rotation who is responsible for oversight of all  students’ clinical experiences.  As we have clerkship experiences spread throughout the continental US, many clerkships also have site coordinators for a clerkship. Site directors oversee all aspects of the clerkship at their geographic location and are responsible for reporting to their respective CD. 

CDs who have site coordinators at the SOM hold regular discussions with these directors regarding clerkship goals and expectations, evaluation, teaching. These discussions occur on a regular basis and do incorporate items such as the adequacy of supervision of students at their respective geographic site. For several clerkships, the CD also holds meetings at the SOM with site coordinators on a periodic basis, where issues such as teaching as well as adequacy of medical student supervision are reinforced. For example, for the third year Internal Medicine clerkship, the site coordinators meet with the CD and other departmental leadership to discuss students, clerkship policy such as student supervision, teaching, evaluation, and grading on a quarterly basis. For the Family Medicine clerkship, site coordinators meet both in person as well as via teleconference with the CD and these discussions include topics such as student evaluation and grading as well as issues such as teaching and student supervision. Regarding the OB/GYN clerkship, an annual meeting is held at USU whereby CDs, site coordinators, and other academic leaders review the curriculum and make necessary revisions. At these annual meetings in OB/GYN, site coordinators provide input regarding unique capabilities of their geographic site to include teaching, evaluation, grading, and student supervision. For the neurology clerkship, the CD annually briefs site coordinators on course requirements, grading policy and procedure, student evaluations of their site and related issues such as medical student supervision. 

For multiple clerkships CDs also visit teaching sites for their clerkship on an annual basis. CD visits allow for personal contact with the teaching faculty and residents at our SOM sites as well as opportunities to provide instruction on a number of items such as supervision of students and faculty development sessions on teaching. The neurology CD visits each teaching site on a yearly basis to instruct staff and residents on student issues such as supervision and teaching.  On both OB/GYN as well as Internal Medicine, the CD also visits the individual geographic clerkship sites on a periodic basis.  We acknowledge that our wide geographic separation of clerkships as well as recent deployments of faculty offer unique challenges regarding supervision of students and ensuring adequacy of teacher preparedness for teaching.  However, since our students will someday be their residents, our sites continue to make student teaching a high priority and we have no evidence that the educational programs have been affected.
Teacher orientations are regularly conducted by either the CD or the site coordinator during the first week of the clerkship.  These discussions include reviewing clerkship goals and objectives, level of supervision necessary for student education, grading, and student teaching goals.  Teachers are encouraged to ask questions during these meetings as well as anytime questions arise during the rotation.  On the medicine clerkship, the CD or the site coordinator also sits down with teachers to discuss individual student performance at the midpoint and end of the rotation at each clerkship site.  In these sessions, known as “formal evaluation sessions” (Appendix II.9.1), the CD or site coordinator can review clerkship goals and expectations, provide student-specific or “case based” faculty development to teachers (i.e. the roles of teaching to include adequate supervision of students), and generate feedback for students. 

Student orientation is conducted either by the CD or the site coordinator during the first week of the clerkship. During this time, students review goals, objectives, evaluation, and grading and students are encouraged to seek regular feedback with teachers and the CD. These discussions include both student supervision and expectations regarding student teaching.  On several clerkships, students are also provided with a handbook which outlines a number of items, such as supervision and teaching expectations.  The neurology clerkship provides teachers with all student materials including the competencies and objectives of the clerkship on a DVD.
On the internal medicine clerkship, the CD or site coordinator also meets with the student to provide feedback, answer questions, and review clerkship goals and expectations, at both the midpoint and final week of the rotation at a site. Likewise, the third year surgery clerkship also conducts one-on-one meetings with students to discuss performance at the midpoint and end of the rotation.

On the ambulatory portions of the clerkships, students work one-on-one with faculty members who have gone to the above orientation sessions.  On most experiences, students have the opportunity to write notes which are revised and then signed by the attending physician; notes cannot be put in the record by students without attending signature. 

On inpatient (ward) experiences, medical students are integrated into teams which typically consist of 1 or more interns, a resident, and a staff physician.  Students work as a member of the team and their written work is reviewed, corrected, and electronically signed each day. Attending physicians on ward teams regularly discuss medical student teaching, patient care, and student supervision with the resident(s) and intern(s).  On both outpatient and inpatient rotations, direct observation of student interactions with patients is an expected part of the clerkship. Like our ambulatory rotations, students cannot write notes without faculty or housestaff co-signature. 

Students fill out end of rotation critique forms regarding each overall clerkship experience as well as their individual teachers.  On several clerkships, students comment on the number of times that they were directly observed by teachers.  These critique forms are reviewed by the site coordinator (as applicable) and the CD as well as the SOM Executive Curriculum Committee.  The critique forms seek specific comments and ratings about the adequacy of teaching as well as student supervision. 

Direct observation tools have been developed for documenting student and patient experiences on several clerkships. Some clerkships use mini-CEX (mini-Clinical Evaluation Exercises, which have been shown to be reliable and valid in graduate medical education); Pediatrics captures direct observation with students through Structured Clinical Observations (SCOs); psychiatry and family medicine use a “Passport” to document direct observation of students. For several clerkships, such as Internal Medicine, students also have an additional teaching attending experience independent of the ward or ambulatory rotation (known as preceptor rounds). This preceptor is also responsible for directly observing students.

Several additional measures are in place to help ensure the adequacy of supervision and teaching on clinical rotations.  Clerkships such as internal medicine, neurology, and surgery use clinical CWebLog.  CWebLog is an electronic patient monitoring system. Students enter the number and types of patient diagnosis seen into this system as well as their level of supervision for the case. On the medicine clerkship, individual student CWebLog entries are reviewed during the mid-rotation feedback session and if there are missing experiences, the site coordinator works with the student(s) to identify appropriate experiences and monitors to ensure that it happens. 

Clinical conferences are also used as a means to discuss teaching and supervision. On OB/GYN, weekly preoperative conferences, grand rounds and lectures are attended by SOM faculty. These conferences offer the opportunity to discuss appropriate medical student supervision and discuss as well as critique teaching skills of our faculty. Similar experiences occur for the Department of Surgery.

CDs also have avenues to discuss issues regarding supervision and preparedness of their teachers for teaching responsibilities through their respective departmental chair as well as the clerkship advisory committee.  The clerkship advisory committee meets monthly with the dean for clinical sciences. The purpose of this meeting is to discuss educational innovation, student performance, and any concerns regarding their educational program (such as supervision or teaching) for their clerkship site(s). 

A number of measures are used to help ensure that all individuals who participate in teaching our students are prepared for their teaching responsibilities.  This section will first address clinical teaching faculty followed by preclinical faculty. We will discuss these efforts for ascending roles in becoming an attending physician followed by graduate and volunteer faculty. For housestaff and faculty, several examples have already been provided in the above response. 

Students receive an introductory lecture during their final 2 weeks of medical school about their roles and responsibilities as teachers. Key teaching topics are discussed as well as how to provide evaluation and feedback.  There are numerous examples of efforts to ensure that clinical faculty (housestaff and attendings) who participate in teaching receive preparation for their responsibilities. On the Internal Medicine clerkship, monthly orientations are conducted at inpatient clerkship sites for ward teams in order to orient housestaff and faculty to their roles and responsibilities with students.  Specific teaching behaviors, including the topics of evaluation and feedback, are typically addressed. Opportunity is also provided for housestaff and faculty to ask questions; pocket cards that discuss clerkship goals and objectives are provided.  The Psychiatry clerkship also provides a pocket card of goals and objectives to their houestaff and faculty teachers. In the pediatric clerkship, a morning lecture is given to all pediatric housestaff and faculty in the National Capital Area, which reviews clerkship goals and expectations, teaching, and grading. A PowerPoint presentation of the material is also available on line for the faculty at distant/non capital sites. Formal evaluation sessions on the internal medicine clerkship also provide a mechanism for monitoring housestaff’s and attending’s teaching strategies as well as to answer any questions they may have regarding an individual student.  Additionally, site visits by the CD often include a series of talks about evaluation, feedback, and other teaching methods.  Talks aimed at teaching on both ambulatory and inpatient arenas as well as talks geared to housestaff are provided. Noon conferences are used at many clerkship sites and offer topics on teaching medical students. Furthermore, formal faculty development sessions using the Stanford Faculty Development Program (SFDP) for Clinical Teachers are conducted at several of the teaching sites for the internal medicine clerkship, including capital area sites and distant clerkship sites.  Finally, student critiques of teachers are used on multiple rotations. These critiques are reviewed by CDs and other core faculty as well as local graduate medical education (GME) leadership for comment prior to returning to the individual faculty member. 

The CD and/or site coordinator has an open door policy not only for students, but also for faculty.  They are responsible for addressing teachers who are not meeting teaching or other expectations, through feedback as well as by offering participation in a number of site faculty development programs such as lectures or workshops on teaching microskills, evaluation, and feedback. 

USU also seeks to improve the teaching skills of academic leadership in graduate medical education, with the hope that such teaching will result in “trickling down” of skills to site educators and medical student teaching. For the past 7 years, USU has offered a faculty development course for new program directors and other core faculty in graduate medical education (over 80 individuals have attended this course).  This week long course has multiple sessions on teaching skills, evaluation of individual trainees and the entire program, as well as how to deal with problem students and teachers.  Also, for SOM faculty and residents in the capital area, we offer 2 teaching seminar series:  1) “brown bag” noon lecture series; 2) a faculty development workshop series.  These sessions review a number of academic topics including core teaching issues for medical students.  Additionally, individual departments conduct reviews of all faculty members with teaching appointments at USU. This feedback from the chair and other core educators within the department provides another avenue for further guidance on goals and expectations of teaching for attendings, housestaff, basic scientists and graduate students.

A number of measures are used by our course directors to ensure teacher preparedness. In many of our preclinical courses, teachers (attendings, residents, basic scientists, rarely graduate students) attend inter-departmental preparatory meetings to discuss materials to be taught to students in laboratories and small groups. These meetings are used for Biochemistry, Neuroscience, ICR, and Pathology.  The course director in Neuroscience also requests that new lecturers give their presentation to her for critique prior to presentation to the student body. This allows for additional feedback on teaching skill. Preclinical course directors attend lectures in their course, and at times, other courses. This allows for real time feedback to the speaker regarding teaching skill. In several preclinical courses, such as Pathology, small group teaching materials include a “teacher’s guide” of key information to cover in the sessions.  Furthermore, course directors provide periodic orientations to teaching faculty (to include graduate students, as applicable) and have an “open door” policy regarding discussion of topics such as teaching skill and any other course issues. Course directors likewise review critiques that students complete regarding the course and individual teachers are encouraged to provide feedback to the course director.

Starting in the preclinical years, residents are utilized in instructing our students during their second year pathology small group and laboratory exercises.  To insure an optimal experience for both students and the residents, the department provides residents, selected from several specialties, with detailed material for teaching small groups.  This material consists of the departmental objectives and answers for the cases discussed.  Student feedback is collected and shared with the residents by the course director.  In the Pathology course, residents historically receive some of the highest grades for their enthusiasm and the ability to translate difficult concepts to the second year student level.  For pathology labs, pathology residents are provided with the cases, the images and departmental answers to questions prior to the session.  The course directors are available to answer questions. 

Furthermore, for many preclinical courses, a senior faculty member will often attend the lab or small group session if this is the resident’s, fellow’s or even a faculty member’s first time teaching, and feedback is provided.    

USU also recognizes teaching scholarship in a public manner. To recognize our faculty, housestaff, and graduate students with excellence in teaching, we distribute a number of teaching awards, both during the first 2 years of medical school as well as during the clerkship years.  We believe that such acknowledgement of excellence provides an additional incentive for our faculty and graduate students to excel in this skill as well as to seek additional improvement in their teaching skill.

10.
Evaluate the adequacy of methods used to evaluate student attainment of the objectives of the educational program.  How appropriate is the mix of testing and evaluation?  Do students receive sufficient formative assessment in addition to summative evaluations?  Discuss the timeliness of performance feedback to students in preclinical and clinical years.

The following outlines the multiple mechanisms by which the SOM provides formative and summative evaluations of our students.  The outline is followed by a discussion of the adequacy and timeliness of our feedback.

Internal Measures of Assessment for attaining educational objectives
● Course and clerkship grades

● Graded small group clinical case studies in preclinical courses

●●   use of factual knowledge, clinical history, laboratory data

●●   integration of factual and  clinical data for problem-solving, clinical reasoning and communication skills in class presentations                 

●  Objective structured clinical examinations (OSCE)
● Simulation Center Evaluations

●●  multiple patient disease profiles tailored to clinical specialties

●●   assess progress in clinical judgment, reasoning, decision-making and communication skills
 

●●   individual reports and interviews with students on their progress and plan for correcting deficiencies 

●  Patient Simulator

●  Operational Field Experiences (Bushmaster, Kerkesner, Antietam)

●  Graded Clinical History and Physical Exams-Preclinical years

●  Preceptor Small Group Evaluations (clinical and preclinical)

●  Student Assessment of Instruction


●●  all preclinical and clinical courses on a yearly basis


●● conducted by Office of Medical Education

●● written reports and statistical measurements provided to course directors, faculty, dept chairs and dean of SOM

●  M1 and M2  Academic Council “after action” reports for course evaluations/ recommendations
●  Faculty development in enhancing quality of medical education through teaching skill mentorship of new faculty, workshops for all faculty on curriculum and teaching innovations, educational methods for measuring student performance and critical evaluation of teaching activities. 

●● oversight responsibility of associate dean for faculty development
●● collaboration with Office of Medical Education for development of workshops

●  Survey and statistical analysis of SOM graduates’ postgraduate training, fellowships, honors, awards, promotions, professional and military leadership

External Measures of Assessment for attaining educational objectives
● USMLE Exams (Step 1, 2, and 3)

●● Step 1: first time taker pass rates 2004-06=92-97%

●● Step 1: repeat takers pass rates 2003-05=73-80%

●● Step 2: first time taker pass rates 2004-06=92-95%

●● Step 2: repeat takers pass rates 2004-06=88-100%

● USMLE Clinical Skills Exam

●●first time taker pass rates 2004-05=94-97%

● AAMC Graduation Questionnaire

●● 2000-2006 = 95.1-98% “satisfied with the quality of medical education”

●● Acceptance rates of SOM graduates in residency programs

●● External evaluation of basic science and clinical SOM departments including curriculum, faculty development, research and administration

● General Accounting Office survey of military commanders’ evaluation of SOM graduates

● Postgraduate training directors’ assessment of SOM graduates’ performance in programs

● Certification in Advanced Cardiac Life Support and Advanced Trauma Life Support 

● Specialty Board certification

Timeliness of Performance Feedback
● Preclinical Courses:

●● Final grades are provided to students within 1 week after completion of preclinical courses that do not have a NBME subject exam.

●● Final grades are provided to students within 1 week after obtaining the results of the NBME subject exam after completion of preclinical courses that have a NBME subject exam.

●● It has been reported that 1-2 courses occasionally have taken longer to report final grades

 ● Clinical Courses:

●● Final grades and narrative summaries are provided to students within 6 weeks after completion of clinical clerkships.

●● It has been reported that 1-2 courses occasionally have taken longer to report final grades.
Multiple means are used to provide feedback to students on their performance in meeting the goals of the SOM throughout their preclinical and clinical years, and to the faculty on the adequacy of the educational program.  In the preclinical years, these include traditional multiple choice testing periodically throughout the major courses,  practical examinations in anatomy and pathology, graded small group activities in several preclinical courses,  graded and non-graded quizzes, online activities including case analysis, graded written response papers, multiple observed patient encounters in ICM I and ICM III, direct observation of physical examinations skills including a complete examination in ICM II, multiple standardized patient encounters and a major field exercise between the first and second years (Operation Kerkesner.)  

Each course director is responsible for student feedback. Students are apprised of their status in each course several times prior to their final evaluation and generally feel that they know where they are in their mastery of the material at any given point.  Surveys have shown the students are satisfied with the timing and frequency of their formal testing. Students having performance problems are supported by the course directors and by the Office of Student Affairs and the Office of Educational Affairs to formulate remedial strategies. In general, final grades are to be provided to students within 1 week after completion of preclinical courses (or within 1 week after obtaining NBME subject exam results). At the end of their second year, students perform a multi-station OSCE and are given an entirely formative “prescription” (see attached example) of the state of their clinical and communication skills with direct feedback on what aspects to work on in their clinical years. There is an effective mix of direct observation, evaluated written products, and traditional testing to the point that the administration is comfortable that they are aware of student’s strengths and weakness and can address areas of concern.  Clerkship directors are pleased with the preparation of the students for their clinical years and students are required to pass the USMLE examinations for advancement and graduation. 

In the clinical years, each clerkship has mechanisms in place to ensure that the students are aware of the expectations of the clerkship and the way they are to be evaluated.  All the clerkships provide mid-clerkship feedback on performance and on meeting the expectations of the clerkship in regards to patient numbers and type.  Corrective action is taken if students are not seeing the proper mix of patients or are having academic difficulty.  All the required third-year clerkships make use of NBME subject examinations in their evaluation process as well as direct observation and standardized patient encounters.  All students are again briefed on their performance at the end of each clerkship by the clerkship coordinator of each of their clinical sites.  Final grades are assigned by the clerkship directors after obtaining the results of the subject examinations and are to be sent to the students by 6 weeks after their rotation ends.  At the end of the third year, students are again put through a multi-station OSCE, and given an entirely formative “prescription” to compare with their performance prior to the third year and to give them areas to work on in their sub-internships and fourth year rotations.  The fourth year class experiences a major field exercise (Operation Bushmaster) where their triage and clinical skills are challenged in a very realistic environment.  
11.  Describe the system for ensuring that students have acquired the core clinical skills specified in the school’s educational program objectives.  Evaluate its adequacy.  Are there any limitations in the schools ability to ensure that the clinical skills of all students are appropriately assessed?

Departmental education committees develop the educational goals, objectives, methodologies and assessment methods for their respective courses.  Often this development is interdisciplinary, with different specialties participating in the development and implementation of the curriculum.  An example here is the multidisciplinary participation of clinical services with the ICM and ICR Working Group sponsored by the Department of Medicine.  Ultimately, student skill assessment is based upon those defined goals and objectives.  

The system for ensuring that students have acquired core clinical skills begins in the first year with courses such as ICM I and Human Context in Health Care.  ICM I can be considered as a clinical interviewing course, but also a course that strives to improve physician-patient interaction by developing emotion-handling skills and self-awareness.  Human Context provides opportunities for students to “calibrate” themselves by developing insights into patient death, sexuality, chronic illness and disability.

The system continues into ICM II, the physical examination course.  A comprehensive syllabus details learning objectives and performance standards for the course, with students completing an end-of-course comprehensive exam consisting of a complete physical examination.  Students also experience clinical skills training in Clinical Pathology (differential diagnosis, diagnostic and treatment plans) and their Clinical Reasoning courses in the second year.  

Finally, students are exposed to additional experiences in clinical skills and reasoning during ICM III.  This is an “integration course” where students apply history, physical examination, and clinical reasoning skills in seminars devoted to geriatrics, pediatrics, neurology and advanced physical diagnosis.  The capstone event of ICM III is an OSCE that provides each student an individualized educational prescription.  This prescription is to guide the students and faculty on areas of improvement and strengths as students start the third year. Students with an unsatisfactory performance on this exercise are required to complete an individualized, structured remediation program prior to progression to the M3 clerBKUkships. 

The necessary basic science knowledge for the clinical years is assessed via subject examinations and USMLE Step 1.  Subject examinations or departmentally-derived final examinations are included in the evaluation matrix of all clerkships.  Students must complete an end-of-year M3 OSCE.  This OSCE is to ascertain if students have garnered sufficient knowledge and skills from their clerkships, as well as to prepare students for the USMLE Step 2.  Passing USMLE Step 2 (CK and now CS) is also required prior to graduation.BKU  
The primary tool used for assessment of student acquisition of clinical skills is faculty observation of the students in the clinical or ward environment.  These observations are supplemented by data garnered with simulation patients, as well as student participation in supplemental seminars and workshops conducted during the clerkships.  Student outcomes in objective measures such as USMLE completion and board certification serve as additional markers of success.

An example is provided by the Department of Medicine.  The Department of Medicine has documented the validity of its M3 clerkship evaluation in predicting students’ later performBKUance as interns (Appendix II.11.1).  This study concluded, “the mBKUedicine clerkship evaluation process detected whether a student was likely to have problems during internship, and the internship ratings supported the predictive validity of the evaluation system.”  Equally important, this study demonstrated that “the majority of students who were successfully remediated had no identifiable problems during internship.”  The evaluation system used by the DOM improves the identification of students with inadequate knowledge, poor professionalism, and has shown consistency across multiple clerkship sites.  Furthermore, the Department of Medicine has demonstrated the utility of its clerkship pretest to identify and counsel students at risk for failing the end of clerkship examination.  The evaluation model used by the SOM Department of Medicine has been adopted by other Internal Medicine and OB/GYN clerkships across the country.

Medical simulation has been employed by the SOM for over 20 years.  A military specific objective is for the student to successfully complete the Operation Bushmaster field exercise in both leadership and clinical roles in a simulated combat environment. When serving in a medical capacity, students render basic and advanced trauma life support in the roles of combat medic or field surgeon.  Students are also challenged with scenarios and simulations of common medical and environmental problems, to including exposure to weapons of mass destruction.  In leadership roles, students are faced with ethical dilemmas, tactical problems, leadership opportunities and logistical challenges. Students are placed into graded positions throughout the exercise.

Students’ clinical skills are also assessed by multi-station OSCEs at the end of their M2 and M3 years. Basic history and physical exam skills are evaluated as well as communication and presentation skills. These exercises generate “educational prescriptions” that inform students of their strengths and weaknesses to work on in their clerkships and in their sub-internships.  Students who perform poorly on these evaluations are given the opportunity for individual counseling.

SOM graduates are well-prepared to enter PGY‑1 graduate medical education.  Students consistently pass the USMLE Steps 1 and 2 at or above the national average.  For graduate years 2004-6, SOM pass rate results ranged from 92-97% for USMLE Step 1, 92-95% for Step 2 CK, and 94-97% for Step 2 CS.   The AAMC Graduation Questionnaire also provides valuable information.  It shows that SOM students report high levels of satisfaction with the quality of their medical education.  Students view themselves as well-prepared for the PGY-1 year. 
The Office of Student Affairs (OSA) tracks information regarding SOM graduate acceptance rates into PGY‑1 training progbkurams.  Attention is paid to medical specialty choice and location of training program.   In addition, the OSA surveys postgraduate b  training program directors’ assessment of the performance of SOM graduates.   
The Executive Curriculum Committee provides oversight for the overall curriculum, and monitors student outcomes.  Monitoring and implementation/administration of the clinical curriculum is also provided by the assistant dean for clinical sciences. The clinical departments and SOM administration work collaboratively in monitoring and managing the educational quality the students receive.  This collaboration is evident in the following example:  With the implementation of the worldwide military electronic medical record (EMR), it became evident that students were not getting the opportunity to enter clinical notes into the system. Students reported this issue to clerkship directors, who reported this problem to the assistant dean of clinical sciences. The Executive Curriculum Committee became aware of this problem and began to leverage officials at the Department of Defense to rectify the situation.  The clerkship directors and assistant dean for clinical sciences implemented stop-gap measures to correct the problem. Ultimately, training for students on the system was systematically implemented prior to the start of the M3 year, and barriers to student EMR use at facilities were reduced.  

The 2 major limitations are the multiple and far-ranging clinical sites, and the turnover of faculty due to deployments or transfer /separation from service.  These limitations are mitigated in several ways:

● SOM clinical faculty are typically military career-minded individuals who have demonstrated ability as instructors. These individuals are leaders within their specialty network.  Physicians with interest and ability in academic medicine are rapidly identified to these leaders, and groomed for further development.  So although the sites are wide-spread, the specialty network is very close.  

● Technology (video-teleconferencing, webcasts, email) initiatives have closed the distance between the school and training facilities.  

● Clerkship sites are at facilities that understand and appreciate medical education.  These sites have the faculty, facilities and clinical caseload that fosters clinical and professional development of students.  

● Department chairs and program directors are given significant discretion in preserving the teaching missions at individual facilities experiencing deployment stress. 

● Faculty separation or transfer often means that the gaining facility (sometimes, another one of the SOM’s clerkship sites) will have gained a teacher, and the losing facility has created an opportunity to develop a new one.

12.  Assess the adequacy of mechanisms for managing the curriculum and ensuring a coherent and coordinated curriculum.  Do the curriculum as a whole and its component parts undergo regular, systematic review?  Provide evidence that the school monitors the content covered in the curriculum to ensure that gaps or unwanted redundancies do not occur.  Does the chief academic officer have sufficient resources and authority to assure that the educational program can achieve institutional goals and learning objectives?

A robust system of integrated oversight mechanisms provides exceptional management of the SOM curriculum, ensuring a coherent and coordinated curriculum.  The dean has established an Executive Committee on Curriculum (ECC) to provide primary oversight of the entire SOM curriculum.  Their mission, as defined in Dean’s Policy Memorandum 001-07, is: “Integrated institutional responsibility for the overall design, management, and evaluation of a coherent and coordinated curriculum leading to the M.D. degree is vested in the SOM Executive Curriculum Committee.”

The ECC is chaired by the associate dean for medical education.  Membership is cross-functional, drawn from across the basic science and clinical faculty, student body and administration, including the associate dean for clinical affairs, the assistant dean for simulation education and the director, interdisciplinary education.  Members are charged with representing the interest of the SOM as a whole, not as representatives of specific constituencies.  Issues addressed by the committee in recent years include coordination/change to examination schedules, changes to the academic schedule grid, review of grading policies, review of mandatory attendance policy, discussion and response to student-generated After Action Reports, review of M4 requirements, consideration of a diversity curriculum proposal, review of changes to the ICM courses, review of student military responsibilities and their impact on the overall academic experience, and a review of the Biochemistry course.

As changes to the curriculum occur, the dean has also directed that his office establish and monitor processes for student and faculty evaluation of the curriculum changes.  The curricular initiatives outlined above have nurtured an environment at the SOM where integration of basic sciences and clinical education in the curriculum is explored through many avenues.

There are numerous examples of clinical medicine being integrated into the first 2 years of the curriculum.  Close collaboration between the Departments of Radiology and Anatomy led to the development of computer-based learning resources correlating basic anatomy with radiological representation of normal and pathologic states.  The integrated Structure and Function curriculum (anatomy and physiology) incorporates clinical faculty into its teaching.  The Department of Pathology utilizes many clinical facilitators for its small group discussions. Similarly, the Department of Biochemistry has begun using clinical faculty to lead small group discussion groups for clinical correlations.

Institutionalized curriculum review in the SOM is a high priority.  The formalized process began with Phase I (1993-95), of curriculum renewal.  During Phase I a steering committee with 4 subcommittees was developed to cover the following areas: 1) the history of medical education in the United States; 2) current experiments in curriculum reform; 3) curriculum reform at the  USU SOM; and 4) professional requirements and outcomes.  Subcommittee reports and recommendations were generated and followed by a faculty review.  The dean’s office and academic departments then offered recommendations on how to best implement the committee’s recommendations.

During Phase II (1996-97), a steering committee and 5 subcommittees reviewed or completed the following: 1) objectives and goals; 2) an organizational template for curriculum management; 3) basic science and clinical intra-departmental integration; 4) outcomes and evaluations of the clinical clerkships, both required and elective; 5) the establishment of topic groups; 6) subcommittee and topic group reports and recommendations; 7) a consensus on the recommendations and implementation planning; and (8) the implementation process.

In February 1998, the dean charged the curriculum committee with reviewing the December 1997 Curriculum Review Report, produced in Phase II of the curriculum renewal, and the developing an implementation plan for curriculum renewal.  This implementation plan is envisioned as an evolutionary process, with changes in the curriculum occurring in an incremental fashion.  The curriculum committee completed a draft of SOM educational objectives.  These were reviewed by the dean and distributed to faculty, students and staff for comment and finalized in November 1998.

A variety of measures are in place to monitor the content of the curriculum and ensure that gaps or unwanted redundancies do not occur.  In 2004 the dean established a subcommittee under the ECC to review the existing SOM educational objectives and revise them as necessary to ensure compliance with the current LCME accreditation standards.  Attention was also paid to align the educational objectives with the general competencies defined by the ACGME.  The Office of Educational Affairs, under the associate dean for medical education, built a grid of all educational objectives.  This grid was then populated by each course director to identify which objectives were addressed in their course, how it was taught, and what assessment method was used.  This provides an effective tool to ensure that gaps or unwanted redundancies do not occur.

Also important to curriculum oversight are curriculum subcommittees for M1, M2 and M3/M4 components.  These groups are responsible for their respective segment of the curriculum and to ensure that content is coordinated across courses.  The subcommittees submit annual reports to the ECC.

Standardized patients provide a consistent experience for students in clinical settings and to ensure that objectives can be met.  Standardized patients are used in ICM during the first year through the fourth year in Operation Bushmaster.  Operation Bushmaster, the capstone event in the military curriculum, is a 4-day field experience simulating a combat environment.  Students are evaluated in various positions, such as physician, leadership and support roles.  Moulaged standardized patients ensure that each student is exposed to a wide variety of injuries and illness.

Another mechanism for systematic curriculum review is student feedback.  At the end of each course/ clerkship students are required to provide feedback directly to each course/clerkship director.  This is a particularly effective method to identify redundancies.  At the end of each academic year students provide feedback on their perceptions of the curriculum.  Many graduates provide feedback on how well they feel their education prepared them for clinical rotations and internships through the AAMC Graduation Questionnaire.

Also, the Office of Educational Affairs and the Office of Student Affairs survey the directors of medical education at GME sites on the performance of SOM graduates as interns and residents.  These surveys demonstrate that our graduates are very well prepared for the next phase of their medical education, indicating that the curriculum is appropriate.  Additionally, our faculty exchanges curriculum information through a range of specialty specific organizations, such as the Society for Teachers of Family Medicine and Course Directors of Internal Medicine.  Finally, student performance reported on NBME subject examinations and the USMLE Step examinations identify potential gaps in the SOM curriculum.

As defined in DoD Directive 5105.45, Uniformed Services University of the Health Sciences, the dean of the F. Edward Hebèrt SOM is the chief academic officer for the SOM.  As such, he is responsible for oversight of the curriculum.  At the strategic level, curriculum management is accomplished by the ECC and its curriculum subcommittees.  Curriculum management at the operational level is performed by the academic department chairs, course/clerkship directors and faculty.  The dean retains authority over all academic affairs, including curriculum design and implementation.

The dean has adequate resources and authority to accomplish the mission of educating medical students at this time.  However, the dean does not have authority to manage the medical school budget. This lack of authority creates the potential for ineffective allocation of fiscal resources and insufficient program planning. 
The basic science faculty is mainly civilian, and relatively stable.  In contrast, many of our clinical faculty members are military, and therefore vulnerable to deployment and assignment rotation.  This creates an influx of new faculty each year.  To compensate for this instability, the dean has established an Office of Faculty Development under the associate dean for faculty development.  Various methods are employed to assist new and experienced faculty members to continuously improve their techniques.  Workshops and “Brown Bag Seminars” occur throughout the academic year. 
13.  Judge the effectiveness of curriculum planning at your institution.  Describe efforts to ensure that there is appropriate participation in planning and that resources needed to carry out the plans will be available.  How effective are the procedures to rectify any problems identified in the curriculum, and in individual courses and clerkships?  Describe and evaluate, and provide illustrative examples.

The ECC, established in 2000, is responsible for overseeing the planning and revision of the curriculum.  The membership of the ECC insures that there is appropriate representation from the basic science and clinical faculty as well as from the student body.  Members are selected for their expertise in curricular design and evaluation methods.  The ECC establishes the institutional objectives and reviews the SOM courses and clerkships for their content and effectiveness in meeting the objectives.  Effectiveness is measured by performance of the students in the courses, on the subject exams, on the Step 1 and 2 exams, by the third year OSCE, by the assessment of course and clerkship directors, by the AAMC Graduation Questionnaire, by student evaluations of courses and clerkships and by end-of-year student academic council reports.
The ECC establishes subcommittees to consider modifications of the curriculum – this includes the M1, M2, and M3/M4 curriculum subcommittees that are responsible for oversight of the content, coordination and integration of these segments of the medical school educational programs.  The ECC approves or modifies recommendations of the subcommittees for curricular change.  

Curricular revision may be initiated by course or clerkship directors who present proposed changes to the ECC for review and approval. Alternatively, the ECC may identify weaknesses or redundancies in the curriculum and propose appropriate modifications of specific courses or components of the educational program. The ECC solicits input from the department responsible for implementing curricular change to insure that the changes will not compromise the educational objectives of the course or clerkships affected and that the resources are available to implement the proposed changes. For example, the ECC planned the M3 and M4 intersessions in a response to student and faculty input that some curricular content (such as clinical pharmacology and health systems administration) were presented to students in the second year before they were fully aware of their relevance.  These topics along with other “orphaned” subjects were given a home in the middle of the fourth year where students have more clinical experience to appreciate the information presented.  The ECC also led the changes in the M1 biochemistry course.  The dean, acting on the recommendation of the ECC, brought in a panel of biochemistry scholars from 3 medical schools to evaluate the course content and suggest changes.  The result of these changes was to reduce lecture hours and to add small group clinical correlations.  As well, members of the ECC were involved in integrating the first and the second year curricula and in the future move of the first ICM course into the first half of the M1year.  

14.  How does the curriculum committee assure that students have sufficient time for learning?  Evaluate the workload and balance between education and service in the clinical years, as well as the effectiveness of the mechanisms used to monitor student duty hours.  Do students receive sufficient formal teaching during their clinical clerkships?

The ECC is constantly weighing and measuring the curriculum, looking for ways to maximize the experience of each student over the 4-year span.  Our committee has active student membership and representation, and our student members are consulted often as sources of information about student schedules.  Our school is unique in that we have the additional responsibility to teach our students the art and science of military medicine, above and beyond the traditional curriculum of civilian U.S. medical school.  This additional teaching burden is estimated to take an added 20 weeks or so of each student’s time, over the 4 years.  Faced with an increasing body of knowledge to be taught, and with a finite amount of time in which this teaching can be accomplished, the ECC has to be creative in order for students to meet all requirements for graduation.  Some courses have been shortened (for instance, the M1 biochemistry course has undergone a substantial cutting back of contact hours with the students).  At the same time, there continues to be demand from other departments to increase contact hours, and to better emphasize their particular specialties.  The ECC has an important role to play in deciding the make-up of the curriculum, trying to be fair to all departments, and especially trying to create an overall experience for the students which will best prepare them to become excellent military physicians.  One feature of our school, again unique, is that our students are receiving fairly generous salaries as active-duty military officers, making the 4-year experience much more liable to be debt-free, and giving the students some discretionary time that perhaps would be spent otherwise by a financially-strapped student, required to work part time while attending a civilian school. The typical USU student has a fairly robust schedule of classes and labs each week, but there are weekly time blocks (Dean’s Time) available for individual or group study, etc.  The M2 curriculum subcommittee is currently conducting a study of contact hours for the M2 students.  This time management question is an on-going issue, and is considered one of high priority for the ECC.
The various clinical sites are each assigned site coordinators, who manage the experience of the students in the clerkships.  As compared to past years, the average student on the wards is used less and less as a service provider, and is viewed more and more as someone who is undergoing an important phase of education.  Part of this improvement is due to modern information systems, which readily supply needed data. The typical student, on a clinical rotation, receives at least 1 lecture daily from a staff physician, supplemented by learning on rounds, pre-op and pre-procedure conferences, morbidity and mortality conference, pathology conference, etc.  Students still do work-ups, hold retractors, answer questions from patients and family, and do other service-related tasks.  Some such activity is good for the students, better preparing them for future years as house officers.  However, the majority of time on most days is spent in learning, rather than in providing service.

Until recently, there has been no written policy about student duty hours, and students were expected to be in the hospitals with their assigned clinical teams, more or less for the same hours as the residents and interns.  There has been some concern about excessive hours for students, following the same reasoning as the 80 hour work week movement for housestaff officers. A school policy has been published to assure consistency across SOM departments regarding student work hours. Students are asked about their work hours in the end-of-rotation evaluation.  Occasionally they do complain about excessive hours on particularly strenuous rotations.  The majority of students do seem happy with their schedules, and very capable of managing them.  We believe that this issue of student hours will be an ongoing challenge; we need to keep the students fresh and sharp if possible, which maximizes learning, while exposing them to the realities of long hours and some fatigue, which gives them a true look at clinical life.  Much of the burden of tracking student hours will be shouldered by the clinical site coordinators.

The students on clinical rotations are surrounded by a large variety of learning opportunities, including rounds, one-on-one mentorship, formal conferences, etc.  They typically receive a formal lecture of some sort each day during the week, related to the clinical rotation.  We have recently added the intersession as a way to bring the students back to the school, out of the clinical rotations, and to expose them again to formal teaching about a variety of pertinent interdisciplinary topics. Generally, students do not complain about a lack of formal teaching.

16. Describe the evidence indicating that institutional objectives are being achieved by your students.

There are multiple sources of evidence that our students are achieving the goals of the SOM objectives.  Internal outcome measures vary by course and are outlined in the Medical Education Database along with the individual objectives under ED-1-A. (a).   Knowledge measures include traditional multiple choice examinations, online quizzes, written examinations, practical examinations, NBME subject examinations and the USMLE.  Behavioral and skill measures are evaluated by graded reaction papers, observed physical examination testing, graded histories and physical examinations, preceptor-reviewed video-taped standardized patient encounters, multi-station OSCEs, clinical case study presentations, direct observation of clinical interactions and observed and graded  practical field exercises.  Program evaluations are performed through student surveys for each course, the AAMC Graduation Questionnaire, and by review of the courses by the ECC and the year subcommittees. 

Since the educational objectives of the SOM are based on the ACGME core competencies, the most reliable external outcome measure for student achievement is the graduates’ performance in their GME programs and beyond.  We track the performance of our graduates on Step 3 of the USMLE examination.  Since every physician in the military is required to be licensed, we know our graduates are meeting and exceeding those goals. We annually check with residency program directors for each of our graduates after their PGY1 year (see appendix) which shows that our graduates are meeting and exceeding their goals in graduate training. An ECC subcommittee has tracked internship outcomes and updates the information requested from the residency directors to match our current objectives.  A comprehensive study of our graduates over the past 25 years has documented the career accomplishments of our students to date (see attachment) and shown that our graduates perform at or above the level of their peers from other medical schools.  We have followed the performance of our graduates on passing their specialty boards, which exceeds 98 %.  

According to DoD studies, SOM graduates have significantly fewer Adverse Clinical Privileging Actions reported than physicians trained in civilian medical schools and accessioned through the Health Professions Scholarship Program (1.48 actions per 1,000 physicians compared to 3.06 per 1,000 physicians; see GAO/HEHS 95 244)  USU-SOM graduates have also been selected at a higher rate for military promotion than their contemporaries - an indicator of outstanding performance as military physicians.  The performance of the graduates of the SOM in various armed conflicts and the positive effect of their training on casualty survival rates has been well-documented.  SOM graduates hold many leadership positions throughout the uniformed services, including training program director, department chief, hospital commander, consultant to the surgeons general, White House physician, and many more.  By all internal and external measures, the evidence is that our graduates are meeting the SOM objectives and enjoying highly productive careers.
17. Discuss how information about your students and graduates is used to evaluate and improve the educational program.

Information about our students is collected from multiple sources, to include course and clerkship surveys, NBME subject exams, USMLE, SOM committees (Admissions, Student Promotions), meetings with the associate dean for student affairs, from the Faculty Senate, from course, clerkship and residency directors, from basic science and clinical faculty and from the AAMC Graduation Questionnaire. This information is continuously reviewed and used to monitor and improve our educational programs on many levels for our current students and graduates. 

During the first 2 years, class action officers are appointed who regularly meet with respective course directors to discuss class concerns, course improvements and updates. This real-time, regular communication between students and faculty allows for more rapid response to potential course concerns as well as anonymous feedback for improvements. At the end of each course, each student is required to fill out an evaluation form which usually includes both numeric scores and free text comments.  This data collected anonymously by the Office of Educational Affairs is used to evaluate course performance.  This data is utilized to compare a given course with itself over a several year continuum and to monitor the effect of implemented changes.  Concurrently, the information is used to compare a given course with other courses taught at the same time.  Trends are monitored by the ECC.  Data collected is also correlated with admissions data and student promotions committee recommendations.  Additionally, data is provided to the course director and the respective departmental chairperson. Free text comments are shared and can be particularly useful for course revisions, to recognize outstanding faculty effort and to identify faculty who need to augment their instructional skills. The ECC has also recently implemented curriculum subcommittees by academic year to further evaluate and improve the medical student program within and across courses.  Specific examples of how student feedback data has been used to improve educational programs include:  

Preclinical

Partly in response to student feedback, the number of contact hours was decreased; small group exercises with case presentations facilitated by a clinical and basic science faculty member, and change in textbook were made to the M1 Medical Biochemistry course.  Students’ feedback was also used to develop joint sessions between the Pathology and Introduction to Clinical Reasoning courses.  With the use of Test Pilot software, student differential diagnoses are obtained for a given clinical scenario and reviewed in class.  This data allows the course directors to modify the course content to address student weaknesses during and after completion of the respective courses. The sequence and timing of course content has also been augmented in response to student feedback data. Additionally, Pathology and ICR use student input in selecting their lecturers, small group and lab instructors for the next academic year.  Pathology and ICR also conduct midcourse surveys and use that data to make changes to the courses in subsequent trimesters, if needed.

In Military Applied Physiology, student feedback indicated a desire for improved course handouts that incorporated slide presentations within them to serve as a better resource for taking notes, as study guides and for future reference.  Based on student feedback and a new course director, Military Studies II made significant changes.  The lab on “Mogadishu: Black Hawk Down” was improved with better preparatory material, including History Channel and PBS documentaries, and clarified objectives. A new lab based on "Baghdad ER" is being developed.  Better alignment of test questions with learning objectives was also accomplished. 

Clinical

The Emergency Medicine clerkship developed guidelines for onsite faculty.  These guidelines have allowed the department to provide better consistency in the academic experience between sites.  Similarly, a core curriculum was developed and distributed across sites to provide standardized core lectures, teaching materials, and student reading materials.  The use of clerkship survey data obtained from students was used by the Department of Surgery to insure that the didactic material was the same at all training sites.  

Use of survey data by ECC

The course surveys obtained during the preclinical years are reviewed at least annually on a departmental basis and biannually by the ECC.  Course strengths, innovations, and areas for improvement are discussed and changes in course policy are instituted. Examples of how this data has been used by the ECC include recommendations for academic year subcommittees, external review of the M1 Biochemistry course and transfer of basic science curriculum, e.g. clinical pharmacology, to the M3 and M4 intersessions.

During the clinical years, in addition to end of course evaluations which are used to evaluate and improve the educational program, several clerkships also track the patients and problems seen by students. This can take the form of CWebLog, a web based format of tracking this data which has been used, for example, to revise the seminar series on the Internal Medicine clerkship and for student formative feedback.  The clerkship directors also meet on a monthly basis (Clerkship Director Working Group) to discuss clerkship strengths and opportunities for improvement across clerkships. The department of medicine has also demonstrated consistency of teaching and evaluation across geographically separated teaching sites.
National Board Subject Examinations

Our students also take a number of national board examinations in both their preclinical years and clerkships.  NBME subject examinations are given in Microbiology, Pathology, ICR, ICM III, and all third year clerkships.  Feedback from these evaluations is used to evaluate and improve educational programs (i.e., adding, replacing, or revising topics based on student performance).  SOM students consistently perform at to above the national average. For graduate years 2004-6, USU pass rate results ranged from 92-97% for USMLE Step 1, 92-95% for Step 2CK, and 94-97% for Step 2 CS. 

Use of Simulation Center

We also have a state of the art Simulation Center.  Data from student encounters with standardized patients has been used to develop an educational prescription for the clinical years as well as revising ICM and ICR courses.  Furthermore, the Office of Student Affairs has developed a prediction model for USMLE Step Examination performance as well as initiatives for helping students to prepare for these examinations.  Our performance on national exams (NBME subject exams and USMLE) demonstrates that our initiatives to evaluate and improve our programs are working (Appendix II.17.2)   

Other Initiatives
Other initiatives include the development and institution of M3 and M4 intersessions to ensure coverage of multidisciplinary topics that are not easily covered in an individual course or clerkship. These intersessions were started due to recognized deficiencies in the curriculum, e.g. musculoskeletal exam, or the need for topic material not unique to one department, e.g. legal medicine. We also have an academic awards program whereby we recognize and promote scholarship of our students during all 4 years of medical school.

We seek feedback regarding our students once they have graduated from our institutions which is used to evaluate and improve our programs.  We use the AAMC Graduation Questionnaire data for this purpose. (Appendix II.17.3)

We have been collecting PGY-1 survey data on our graduates from our program directors in GME for over the past 15 years. We have recently published data demonstrating the feasibility, reliability, and validity of this instrument over 10 years with an 80% response rate, as well as high performance scores for our graduates.  SOM graduates from 1993-2002 received mean scores of above average to superior for this cohort (see Table 2 in Appendix II.17.4)  We are investigating the added value of qualitative comments in addition to quantitative scores on this form (Appendix II.17.5; submitted to Acad Med) 

Furthermore, we have demonstrated that student appearance before the Student Promotion Committee (SPC) predicts PGY-1 performance.  Students appearing before the SPC are at higher risk of receiving a below average score on our PGY-1 evaluation form; however, the majority of students who appear before the SPC actually achieve average to above average scores on this survey, attesting to the effectiveness of our remediation plans for students (Appendix II.17.6, submitted to Academic Medicine).

In part due to our last LCME site visit recommendations, we have instituted a long term career outcome study (LTCOS). We recently surveyed all the graduates from our institution since its inception on a number of clinical, research, military, and leadership landmarks. We achieved a response rate of over 65% and this data is being used by the admissions, promotions and curriculum committees and several basic science and clinical departments to enhance the education of our student body. Career landmarks for the classes of 1980 to 1989 include many accomplishments such high board certification rates from a diverse array of specialties, broad deployment experience, achievement of high leadership responsibilities and senior rank, as well as important contributions to academic medicine.
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II.17.2 Wittman WT. Predicting USMLE Step 1 Performance: Lessons Learned After 7 Years.

Abstract:

Introduction:  Linear analysis was used to develop a regression model to predict USMLE Step 1 Examination performance of second-year medical students.  The model was based on earlier work which examined the relationship of a number of pre and post medical school admission factors to Step 1 scores.  Four factors were identified which accounted for 70.9 percent of the variance in Step 1 scores.  These factors include the average of student MCAT Biological and Physical Sciences Subtest scores, the first-year medical school GPA, the average of exams taken in the second-year Medical Microbiology course and the average exam performance in the second-year Pathology course.  The current work provides a discussion of the lessons learned since implementation of the model, encompassing Class years 2001 through 2007.  

Results:  For all 7 class years, actual exam performance was consistently above predicted values.  Average improvement was 7.11 points. This was most evident for years 2004 to 2007 where the difference between actual and predicted scores was 9.77 points with a range of 6.68 to 11.93.  Students predicted to fail the exam had the greatest degree of improvement over predicted scores, averaging 11.4 points across all 7 class years, with some years showing 14 point improvement.  Pearson correlations between predicted and actual scores were high and consistent with those found during the model’s development phase.  Correlations averaged .75 across the 7 years and ranged from .70 to .85, excluding year 2002.  The correlation of actual and predicted performance for the Class of 2002 was a moderate .59.  

Mean class performance on Step 1 remained relatively stable over the reporting period, ranging from 210 to 213.  Similarly, national averages were also stable, ranging from 215 to 217.  Percentage pass rate for first-time test takers showed a similar consistency, with pass rates for both USU and the nation averaging 92.6 and 91.8, respectively.  Pass rate at USU for the Class of 2007 was at 97 percent, the highest in 7 years.

In addition to exam performance statistics, post exam analysis of student performance suggested 6 reasons for student failure.  Some students  1)  became too focused; and did not adequately reviewing all subjects;  2)  Miscalculated the balance between study and outside interests; 3)  Had poor performance in the first 2 years of medical school and were not prepared to take the exam; 4)  Lacked enough study or started too late; 5) had test taking issues, e.g., took too long, or had cognitive or emotional difficulties; 6)  Faced non-cognitive issues during the study period, e.g., personal and family struggles.

Conclusion:  The 4-factor regression model provided a useful tool for encouraging students to develop a solid study plan for the USMLE Step 1 Examination.  Early identification and intervention for students at high risk was effective in reducing student failure rates.  Post-exam analysis suggests more focused intervention strategies may further reduce failure rates.  

The usefulness of a 4-factor linear regression model in predicting USMLE Step 1 Examination performance was evaluated.  The model was based on earlier work which examined the relationship of a number of pre and post medical school admission factors to Step 1 scores.  Four factors were identified which accounted for 70.9 percent of the variance in Step 1 scores.  For all 7 class years in the study, actual exam performance was consistently above predicted values.  Average improvement was 7.11 points.  Students predicted to fail the exam had the greatest degree of improvement over predicted scores, averaging 11.4 points across all 7 class years, with some years showing 14 point improvement.  Pearson correlations between predicted and actual scores were high and consistent with those found during the model’s development phase.  Correlations averaged .75 across the 7 years and ranged from .70 to .85, excluding year 2002.  The correlation of actual and predicted performance for the Class of 2002 was a moderate .59.  Results suggest the regression model is a useful tool for encouraging students to develop a solid study plan for the USMLE Step 1 Examination.  Early identification and intervention for students at high risk was effective in reducing student failure rates.  Post-exam analysis suggests more focused intervention strategies may further reduce failure rates.  
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