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Foreword

For those who live by the adage “Impossible is only an opinion,” intolerable
conditions lead to action. In 1988, Dr. Arnold Gold, a Pediatric Neurologist
and Professor at the Columbia University College of Physicians and Surgeons
with an optimistic, dedicated group of activist colleagues, medical educators,
and community leaders established the Arnold P. Gold Foundation (APGF;
http://www.humanism-in-medicine.org). They acted in response to the glori-
fication of technology as a replacement of the medical profession’s historic
dedication to caring for people who were ill and suffering. As a consummate
clinician, Gold was excited to see improved diagnostic and treatment oppor-
tunities for his patients, but he was profoundly disappointed in the medical
profession’s growing disinterest in patient-centered care. In his experience,
young physicians were losing their desire and ability to establish the trusting
relationship with patients essential to optimal healthcare.

The initial Gold Foundation goals included nurturing and preserving the
tradition of the caring physician to improve the patient experience and reem-
phasizing that the standard of excellence in medicine demands that physician
trainees become as caring and compassionate as they are scientifically profi-
cient and technically well-trained. A corollary was that compassion and
empathy had to be taught explicitly within the core medical curriculum.

Against the odds, happily, “humanism in medicine” is now encoded in the
core competencies assessed by the MCAT and required for medical licensure
in medical school and residency programs globally. The Gold Foundation’s
heart-shaped logo is a familiar sight at white coat ceremonies throughout the
nation and abroad, prominently featured on the label pins worn by students
and faculty at 96 % of our country’s accredited schools of medicine. There
are Gold Humanism Honor Society chapters at 104 medical schools and has
approximately 18,000 members. The coveted, internationally competitive
Gold Professorship has produced a cadre of extraordinary, humanistic faculty
members throughout North America. This past year, the Gold Foundation’s
Research Institute for Humanism and Professionalism, was established to:

e Create a national agenda for disseminating published peer-reviewed
research on the impact of humanistic medical practices

* Encourage and support the development of new valid and reliable assess-
ment instruments

* Improve the quality of research projects on humanistic practice

e Assess the impact of the Foundation’s work on education, practice, and the
practitioner’s professional life


http://www.humanism-in-medicine.org/

That first autumn of 1988, the APGF Board of Trustees formulated a strategic
plan and set forth to answer the following questions: is it possible to identify
candidates for medical schools who are both scientifically proficient and
compassionate? Are we already selecting idealistic and humanistic young
people for medical schools and then, through the medical education process,
discouraging their spirit of caring? And last, if young doctors are not naturally
sensitive or humanistic, can we teach them to be so?

As coeditors of Remediation in Medical Education: a mid-course correc-
tion, Drs. Calvin Chou, Professor of Clinical Medicine and Academy Chair in
the Scholarship of Teaching and Learning at UCSF, and Adina Kalet, Arnold
P. Gold Professor of Humanism and Professionalism and Professor of
Medicine at NYU School of Medicine, address all three of these questions and
more critically and with the wisdom that this difficult topic requires. Their
book stimulates awareness that the awesome imperative for the medical pro-
fession—to uphold the highest professional standards through diligent moni-
toring and self-regulation of its members—has been hindered. For to be most
effective, the process must begin during medical school, before doctors are
entrusted the care of patients as licensed practitioners! This book will assist
medical schools to engage in a process of assessment, reflection, and remedia-
tion so graduating students will be humanistic and competent practitioners.

Some percentage of students in every medical school class will be incapa-
ble of meeting the competencies required for skillful patient care without spe-
cialized faculty intervention, but unfortunately, many of these students will not
be identified until they have invested many years and dollars pursuing a medi-
cal career. By and large, these students are “passed along” for a variety of
reasons described in this book. The authors speak frankly to the dearth of
objective, validated and reliable assessment instruments with which to identify
those who are not meeting patient care competency standards. Clearly, there is
also a relative lack of comprehensive, effective programs embedded in curri-
cula that offer the possibility of acquiring the necessary skills. Though aware
of the problems these students pose to themselves and vulnerable future
patients, medical school faculty and administrators have not had the tools,
training, mandate, or urgency to address the issue. This new book, which
should be on any faculty member’s shelf, can rectify some of that resistance.

With compassion for trainees and teachers and great respect for the medical
profession, Drs. Chou and Kalet have assembled a diverse group of contribut-
ing authors, many of whom are leaders in humanism in medical education.
They challenge readers to consider where the “problem lies” when an individ-
ual medical student, resident, fellow, or colleague appears clinically incompe-
tent. This volume provides a wide range of evidence and experience-based
advice and new perspectives on this issue. The voices in this book include
“front line” medical educators working daily to ensure we have future human-
istic physicians, as well as mental health and teaching experts that support
them. Unique perspectives are articulated by scholars studying learning, moral
development, and race-related anxiety, as well as educational program leaders,
entrusted to ensure all graduates are prepared to practice in this evolving health-
care environment, who poignantly express conflicts engendered by their com-
peting responsibility to the trainee, to the institution, and to society.
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Remediation is an interesting and important lens on the current controversies
and innovations in medical education. To engage with learners who don’t meet
set competencies, educators require in-depth understanding of what these
standards are and the creativity and optimism to work in a complex system so
that goals and potential are met by both the student and the profession. The
book is filled with stories of difficult and interesting challenges, as well as creative
solutions. By defining an important research agenda in the concluding chapter,
the editors may attract and inspire medical education scholars. In Remediation
in Medical Education: a mid-course correction, readers will find examples of
trainees, teachers, and scholars working together to ensure that competent and
caring physicians are available in the future. Above all, the authors provide
readers the means and preparation to follow their advice and positive example
in order to personally be capable of accomplishing that shared goal. The book
is a virtual road map to a successful educational experience for teacher and
pupil alike. We suggest that it become required reading.

Englewood Cliffs, NJ, USA Sandra O. Gold, Ed.D.
Richard I. Levin, MD, FACP, FACC, FAHA






Foreword

When encountering a learner who is not thriving, it is often difficult to figure
out what is wrong and how to help. And when confronted with a serious vio-
lation of professional ethics or a repeated threat to patient safety, it is equally
unclear what to do. Most medical school faculty members, deans, and resi-
dency program directors have limited experience dealing with such chal-
lenges, so there is a feeling of uncertainty about how to diagnose the problem,
how to support the learner, and how much to invest before dismissing them.
Each step in this process is unclear, appears to lack an evidence base, and
sometimes fails to garner needed institutional support. Left on their own,
faculty members and program directors often hope that the problem will go
away, that the learner will succeed, and that no harm will come to patients.
Unfortunately, problems often become worse, and if uncorrected, result in
harm to patients, disruption of the healthcare team, and occasional dismissal
from the program.

I struggled with all of these challenges as a vice dean for education at the
UCSF School of Medicine. The remediation programs and the procedures for
dismissal and appeal were within my jurisdiction, and I drew upon the exper-
tise of learning specialists, associate deans for curriculum and student affairs,
and attorneys—all of whom were on speed dial. I have also been involved in
trying to synthesize what is known about remediation strategies and their
outcomes across the continuum of medical education [1-3]. For these rea-
sons, I was excited to read this book, which is a treasure trove of useful infor-
mation about every aspect of remediation and dismissal.

This book offers practical tips grounded in theoretical frameworks and
empirical research, where it exists. Because remediation encompasses so
many issues and considerations, a very broad-based approach is required—
and fortunately this book delivers.

In order to help correct deficiencies and offer the right kind of support, a
detailed needs assessment is required. This in turn sometimes makes possible
an appropriate educational or mental health diagnosis. It is important to know
if the problem is within the learner or the environment. If within the individ-
ual, then is it a cognitive, metacognitive, or affective problem? Is it a learning
disability or a mental health issue? If in the environment, is the problem
rooted in the family or a significant relationship? Is it a hostile learning envi-
ronment? These and other considerations are examined in depth in this book.
The authors offer their creative inventions, conceptual models, educational
strategies, and expertise derived from research and experience in education,
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psychology, psychiatry, learning sciences, administration, and law. All of
these perspectives enhance our understanding of remediation on both the
individual and programmatic level.

A remediation program, however, does not exist in isolation but must be
embedded in a curricular context that has clear learning objectives, competen-
cies, milestones, and performance assessments. Accreditation standards for both
medical students and residents (e.g., LCME and ACGME) stipulate that these be
clearly spelled out for the learners and the faculty members. By standardizing on
learning outcomes, the learning process can then be more individualized—either
for advancement or for remediation. This was a key recommendation of our
Carnegie book, Educating Physicians: A Call for Reform of Medical School and
Residency [4], and a central premise of this book.

To implement a competency-based curriculum and/or remediation pro-
gram, faculty members need to be knowledgeable and skilled in their area of
expertise and in pedagogy and assessment. This in turn requires a robust fac-
ulty development program, which can create a “teaching commons,” a place
where people come together to discuss important issues related to teaching
and learning [5]. Faculty development can also change the community of
teaching practice in classrooms and clinical settings, and ultimately improve
clinical practice [6].

Remediation programs are sometimes seen as a necessary but isolated com-
partment of student academic affairs. Some resources are committed to work-
ing with struggling students, but it is not perceived to be a major component of
the academic program. This book helps place remediation at the heart of aca-
demic progress, suggesting that supporting students as they progress is an
essential component of institutional capacity building and vitality. Everyone
stumbles somewhere along the way and needs support in order to achieve aca-
demic excellence and demonstrate professional competence. Suggestions for
how to create such a learning climate are found in this volume.

I was also pleased to see chapters on administrative leadership, and the
legal and procedural due process aspects of grievances and dismissals. Deans
and residency program directors often feel alone and are unwilling to take on
the difficult confrontations that accompany dismissal proceedings, and griev-
ance and appeal procedures. While few students go through such processes,
it is important to understand what is expected and why it is important to
uphold high academic standards and follow institutional policies and proce-
dures [7-9]. The chapters in this book illuminate these issues and offer clear
guidance on how to proceed in a fair and equitable manner.

If you have ever found yourself in the land of remediation uncertainty,
or if you are or aspire to be an educational leader in the health professions,
I enthusiastically recommend this book to you.

San Francisco, CA, USA David M. Irby, PhD
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Preface

Happy families are all alike; every unhappy family is unhappy in its own way
Leo Tolstoy, Anna Karenina

Remediation is the action taken to remedy a situation.

Sailors make many course corrections; they are constantly recalibrating their
navigational systems so as to ensure they arrive where they are going at the
expected time. They tack back and forth, rarely heading directly toward their
final destination. Medical training (and life) can be like this. The metaphor
suggests an aspirational reference point even though you are almost always off
course. It also implies a need for exquisite awareness of your current location,
your strengths, vulnerabilities and foibles, and an ability to collect and digest
a wide array of information. Guidance—the sun, the stars, GPS, or a good
mentor—is a must, particularly when navigating in unfamiliar waters. All this
is essential to safe passage for you and those for whom you are responsible.

Taking this metaphor a bit further (although neither of us sail!), remedia-
tion in medical education is the act of facilitating a correction for trainees who
started out on the journey toward becoming a physician but have moved off
course. As assessment of clinical competence and professionalism in medical
training has become more sophisticated and ubiquitous, educators continue to
struggle to find effective and respectful means to work with trainees who don’t
meet standards, the vast majority of whom will become practicing physicians.
Society allows and expects the medical profession to regulate ourselves, and
we must do so as a routine part of medical education. Over the past several
years, as a result of a great deal of work on high stakes performance-based
assessment of clinical skills, we have spent a great deal of time working with
“failing” students and residents. These students underperform on combina-
tions of medical knowledge, communication, history gathering, physical
exam, and clinical reasoning skills compared to their peers. In addition, we
have worked with a large number of trainees whose behavior is perceived as
unprofessional. These students who do not “make the grade” comprise a het-
erogeneous group who present a broad array of fascinating challenges to edu-
cators and raise fascinating issues for the health professions.

During the process of remediating these learners, we have come to realize
that medical education needs frameworks for understanding, diagnosing, and
addressing the at-risk, “incompetent,” or disruptive trainees who distress
training programs and drain resources and good will. In this book we set out
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to provide an evidence and theory-based, practical approach to identifying
and remediating students who cannot perform to standards. The writing and
editing of this book was literally an 18-month long conversation among 34
committed professionals, each with substantial experience working with at-
risk and struggling trainees (in one case, being one). It has been a great privi-
lege to facilitate such productive and meaningful discussions with both those
who have done and published the seminal scholarly work in their fields and
those from the “trenches” of medical education. We take special pride in elic-
iting the contributions of those dedicated educators and educational adminis-
trators who otherwise might not be given a platform to share their hard-won
wisdom or receive any recognition for their innovative and committed work
with individual learners.

We have also undergone our own course corrections along the way, real-
izing the value of diverse perspectives on certain topics such as unprofes-
sional behavior and for further treatment of previously unforeseen topics
such as burnout, resilience, and reflection. Like most complex subjects, there
is no single valid point of view. We tried to include as many as possible, but
we are certain we missed a few; for this we take sole responsibility.

As Tolstoy reminds us (with a quotation that is admittedly a bit of a
stretch), the majority of medical trainees are “doing fine,” but those who
struggle do so in his or her own unique way. Everyone brings his or her own
history to the table, in the personal, educational, cultural, psychological,
physical, and self-awareness realms, among many others. This richness
makes our interactions endlessly fascinating. It also brings a great deal of
complexity to the remediation process, where several individual factors may
conspire with the environment to cause a trainee to veer off course. Sometimes,
even in the setting of complex causes, the fix is straightforward and behav-
ioral (e.g., “just make flash cards!”). Other times, the problems are simple,
but the fixes are almost impossible to enact (e.g., time accommodations on
medical board exams). In the end, we strive to ensure that all physicians,
present and future, meet the highest standards.

Discussions about this subject with medical educators from around the
world confirm that the issues from the educator and administrator points of
view are similar, independent of the particular cultural context. Because they
typically complete a university degree before entering medical school, medical
students in the United States are older and presumably more mature compared
with their European and Asian colleagues. However, from our experiences and
discussions with our own international counterparts, the “presenting issues” in
remediation remain similar. That is to say, in broad strokes, students struggle
with basic knowledge, skills attainment, and issues of professional develop-
ment; residents struggle with clinical reasoning, decision-making, time man-
agement, and professionalism; and practicing physicians come to our notice for
poor communication skills, lack of maintenance of expertise, lack of emotional
self-management, and unethical behavior. It is with utmost respect that we have
attempted to digest great swaths of work done in all corners of the world to
translate it for those new to the field. We also fervently hope our international
colleagues will forgive our provincialism.
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A review of the list of authors reveals that most of us are physicians who
practice in a range of specialties (internal medicine, emergency medicine,
pediatrics, psychiatry, and surgery), teach in a range of venues, and lead a
variety of programs. On the team are also social and behavioral science
researchers, educators, clinicians from an array of disciplines within psychol-
ogy and education, a physician assistant, and three trainees. We believe that
many, though likely not all, of the approaches and underlying theory that our
authors present apply to learners in diverse health science training programs,
not just in the training of physicians. We have attempted to indicate clearly
throughout the book where research has been based solely on medical learn-
ers. We enthusiastically invite our colleagues from other professions to adopt
what they can and work with us to both deepen the work and make it even
more broadly generalizable. The context of this book is clearly physician
training in the United States, but we hope we clearly communicate how much
we value the work being done by those in other domains of medical education
research and learning sciences around the globe.

Part T of this book begins with defining competencies and the science
behind a fundamental shift in the way medical education is delivered and
assessed. As this process of “assessment for learning” will invariably detect
trainees needing extra work, we follow with a description of a remediation
program and then march through the core clinical skills competencies, using
performance-based assessment data to diagnose “failing students” and empir-
ical strategies to put them back on course. Authors in this section use concep-
tual models that provide frameworks and strategies, including cognitive and
learning science as it applies to expertise development, critical thinking, and
diagnostic decision-making. In Part II, authors explore a range of issues that
provide context for remediation, including professional identity formation
and moral reasoning, verbal and nonverbal learning disabilities, attention
deficit disorders in high functioning individuals, issues of diversity, and
often-missed educational and psychiatric issues. In this section, we chose
depth of coverage over breadth. For instance, to discuss diversity, Brondolo
and Jean-Pierre used as a case example race, ethnicity, and what is known
about the influence of racism on the practice of remediation. We recognize
that it is not possible to address nuances particular to other areas, including
gender, sexual orientation, spirituality, among others; we trust our readers to
be able to make the leap. In Part III, authors describe the resources needed to
remediate students: an overview of metacognition and learning science as it
applies to expertise development, followed by specific skills and tools useful
for any remediation situation, including reflection, feedback, and coaching.
Part IV zooms out to a systems-level viewpoint: a dean and program directors
write about the policy and leadership challenges, we write about faculty
development, and in the final chapter we nominate a research agenda in the
study of remediation. We end with an epilogue, a reflection by a former
student at high risk who underwent a remediation process, which shows
not only the internal emotional turmoil that arose when external perfor-
mance data blatantly did not match his view of himself, but also that a well-
structured remediation process can be satisfying and successful.
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It is not surprising that since most of our authors are clinicians and/or edu-
cated medical learners, an “illness-model” approach to remediation predomi-
nates in this book. Accordingly, most approached the concept of competence as
the property of individual learners. Detection of deficits occurs through lack of
attainment of competence, and then learners undergo individualized treatment.
This is a very useful paradigm, but it has its limits. There are other ways to view
competence and incompetence. In this book, as we focus overall on the individ-
ual-based clinical approach, we point out the unintended consequences of this
orientation and in Part IV discuss potential alternatives.

We encouraged the chapter authors to use cases to illustrate their ideas.
Most of these cases are composites of multiple trainees, and all were care-
fully de-identified by the chapter authors and then again in the editing pro-
cess. We even went as far as providing cases to each other so that even the
institutional affiliation of the case authors could not be traced. As they say in
the movies, all characters appearing in this work are fictitious, and any resem-
blance to real persons or real events is purely coincidental.

We intended that this book would assimilate a wide range of perspectives
and experiences into a single resource. However, given that each chapter was
written to stand alone (digital copies can be purchased separately), there is
some duplication of content. We did our best to cross-reference the material as
much as possible, manually hyperlinking to the location of additional discus-
sion of related topics. We encourage you to skip around to appreciate the differ-
ent points of view and reach out to us with stories, comments, and questions. In
particular, although the tone of the book is optimistic, with many of the chap-
ters detailing successful remediation strategies, not all trainees who require
remediation should continue on into training (Chap. 20). We also wish to point
out strenuously that much more research is needed in this area (Chap. 21).

There is an old joke that goes something like this: what do you call the
graduating student ranked at the bottom of his medical school class? Answer:
Doctor. This joke, like most, is funny because it reflects something true about
medical training: it is harder to get into medical school (acceptance rates are
low) than to stay in (dismissal rates are even lower). As you read this book,
we invite you to consider why this is and what it means. What is the faculty’s
responsibility to remediate trainees? Does this idea arise from the existence
of different properties in medicine (and possibly other health professions)
compared to educational programs in other professions, and if so, what are
those properties? What about the culture of medicine dictates that most peo-
ple who get into medicine should graduate, and it is the responsibility of the
program to ensure that happens? If this assumption constitutes a professional
value, then what does this mean for how student assessment is conducted and
how we set our standards?' In this book, we mostly address when and how we
should remediate. But maybe we should also be talking about why we reme-
diate, and why we seemingly spend more time doing so and with more
passion than other professions.

'"'We thank Professor Glenn Regehr for raising many of these questions in a personal
communication.

Preface
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Despite a lack of systematic long-term follow-up studies, we have heard
from many trainees whom we worked with in remediation, and the reports are
encouraging. The vast majority has succeeded and deeply appreciated the time,
effort, and sacrifice (and sometimes blood, sweat, and tears) that we have shared
with them. Ultimately, we want this book to be a resource for those training
the next generation of physicians. We hope it will also be useful to those
responsible for establishing and administering policy as well as an inspiration
for scholars who are looking for a difficult and thorny problem to solve.
Though our role may not be to make every unhappy student happy, at least we
can use our resources (many of them listed in this book), commitment, and
creativity to do our best to put them back on course.

New York, NY, USA Adina Kalet, M.D., M.P.H.
San Francisco, CA, USA Calvin L. Chou, M.D., Ph.D.
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Partl

Presenting Problems and Symptoms
Leading to Remediation



Defining and Assessing

Competence

Adina Kalet and Martin Pusic

Abstract

The ability to conduct effective clinical skills remediation has been greatly
enhanced by an emerging consensus on the definition of medical compe-
tence and the consequent development of information-rich strategies to
assess competence. In this chapter the authors describe how the definition
of medical competence has evolved from a vague, intuitive impression
toward a more analytic articulation of areas of competence with well-
defined expectations within each area. They describe debates and present
key concepts that greatly influence the practice of remediation in medical
education such as entrustment, expertise development, deliberate practice,
learning curves, and assessment for learning. Finally they describe an

example under development of assessment for learning.

“Competence is not an achievement but rather a
habit of lifelong learning.” [1]

1.1 Introduction

Sara passionately wants to become a physician.
She is admitted to a prestigious medical school.
She soon learns that adequate performance in
medical school means not failing any of the 35
high-stakes, multiple-choice question (MCQ)
exams in the pre-clerkship phase or any of seven
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clerkships. She is forewarned by upperclassmen
that clerkship grades are largely influenced by
how well she does on National Board of Medical
Examiners (NBME) subject exams because
faculty and resident feedback is “useless.”

In the preclinical curriculum she gets little
feedback except for exam scores. Hers hover just
below the class mean, which worries her. She
starts to strategize so that she doesn’t study mate-
rial she knows will not be highly emphasized on
the exams in order to focus on material favored
by the course directors.

When Sara struggles with a personal problem
and fails an exam, she is given opportunities to
retake it until she passes. She is aware that if she
needs to, she will be allowed to repeat the year.
The faculty have been very supportive and the
Student Affairs Office arranged for mental
health support. She is reassured that to protect
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her privacy, academic performance information
is not shared or “fed forward” to other course
or clerkship directors.

As she moves into her clerkship years, she is
becoming uneasy that she is left alone to define
medical competence for herself. She does her
best, basing her goals for learning on her own
moral compass and by observing role models,
both good and bad. She is enjoying her clerkships
and is learning a great deal from her patients and
house officers. However, she has a “sinking” feel-
ing that her teaching attending doesn’t think she
is doing well. When she asks for feedback, he tells
her, “you are doing fine, just read a little more.”
She asks one of her clerkship directors what she is
doing wrong and is told she is “doing fine” but
should “speak up more on rounds and take more
initiative.” This makes her self-conscious and she
becomes less certain how to approach learning on
her clerkships. Her NBME exam scores are at the
national mean and she receives pass or high pass
grades on all clerkships. Over 80 % of her class-
mates receive honors grades on at least two clerk-
ships. This too worries her.

What she does not know is that the Dean of
Curriculum and Dean of Student Affairs track
students who struggle academically, but she is
not on their radar. If a student passes all exams,
they move on to the next stage of training, even
when faculty members are concerned about the
student’s competence. The only person who has a
complete record of the student’s academic per-
formance in medical school is the Registrar.

When Sara talks with her career advisor about
residency, she is discouraged from applying to
major university programs because her academic
record is “not good enough” and encouraged to
apply only to community hospital programs,
which will rank her to match because she is from
a prestigious medical school. She is embarrassed,
shocked, and devastated by this advice.

1.2  We Are Training Physicians:

Missed Opportunities

This scenario describes the experience of a North
American medical student as recently as 10 years
ago. What were the problems? First, there was
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the wasteful misdirection of energy as highly
motivated and well-prepared students crammed
to pass poorly designed tests and strategized to
impress their supervisors rather than engaging
directly and diligently in becoming excellent
physicians. Some faculty even quipped that we
chose our students so that they could “learn
despite the formal curriculum.” Second, students
were left on their own to divine the implications
of their grades for their ultimate goal of being a
physician. Third, expectations and standards
were so vaguely defined that faculty and students
could not say what they were and often com-
plained that there did not seem to be any. Fourth,
although well intentioned, the lack of educational
handoffs compounded these problems because of
the lack of continuity in student learning and
assessment. Finally, since most of the school’s
energy concentrated on the identification and
monitoring of students who struggled the most,
students in the middle of the pack who could
improve with effort, like Sara, lost real opportu-
nities to improve: schools did not ensure the
highest overall achievable level of competence.
In this chapter we will review the progress that
has been made in the past decade, transitioning
from a time when assessing students was viewed
as a secondary process to ensure they had merely
learned the material toward an era where pro-
grams use strategies that harness the power of
assessment to drive learning.

Medical education is a high-stakes endeavor.
All our graduates are expected to use powerful
cognitive, procedural, technological, and phar-
macologic tools under complex and uncertain
circumstances, with life and limb in the balance.
Furthermore they are expected to do so nearly
perfectly for a lifetime. Mistakes can be very
consequential. This is not for the faint of heart.
We are training physicians.

Sara would have likely benefited from regu-
lar feedback on her strengths and weaknesses.
She would have, especially early on, enjoyed
seeing how she progressed step by step toward
medical competence. She might have felt greatly
relieved had she received coaching in how to
use a range of assessment information to man-
age her own learning. A long-term relationship
with a faculty mentor with access to her academic
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record could have illuminated blind spots about
her performance. And a lower threshold for
instituting learning support would have kept her
on course toward her goals before significant
difficulties presented.

Knowing her wishes and desires, and under-
standing her strengths and limitations, with the
support of her faculty mentor, she could have
made an informed career choice, finding a “best-
fit” residency program rather than compromising.
Under these circumstances Sara might have gone
on to residency training with the lifelong, self-
directed learning skills needed to stay at the “top
of her curve” for her career. Here we will look at
what has changed to make this approach more
likely and what more needs to be done to fully
shift the paradigm of educational assessment.

13 What Is Medical Competence?
Enacting a program based on competencies
requires clear definitions of the domains,
explicit standards, and an understanding of how
to maximize the learning value of assessment.
In the past, this has been very difficult due to
the complex nature of professional education
and medical practice, the rapidly changing
landscape of medical science and health-care
delivery, the imperfect assessment measures,
and the fact that competence is contextual,
experience-based, and developmental.
However, without explicit standards, how do
we identify trainees that are struggling and how
do we know when remediation is indicated?
Fortunately there has been a lively and produc-
tive debate, which has led to important innova-
tions in assessment in medical education.

1.3.1 Discourses on Medical
Competence Lead to Defining

Competencies

As Hodges and Lingard point out, the definition of
medical competence has been greatly influenced
by our ability and willingness to delineate educa-
tional outcomes and to assess learners against

those desired outcomes [2]. These discourses or
“conversations” among stakeholders from differ-
ing backgrounds and academic traditions each rep-
resent a different perspective on measuring
competence. How these discourses align with defi-
nitions of competence is illustrated below:

Discourse Competence as measured by

Knowledge Knowledge tests scores or other
demonstrations of fund of knowledge

Performance ~ Demonstration of skills in either
authentic or more recently standardized
environments

Psychometric  Reliable test score and reduced
variability of performance

Reflection Evidence of being self-reflective,
self-aware usually through narrative

Production Direct impact on improving patient

outcomes (emerging discourse)

These discourses will continue to evolve as we
move from what has been a time-defined course
of study (e.g., 4 years of medical school, 3 years
of residency training) toward one defined by
attaining competence however long it takes [3].

With this “competency movement,” initially
encoded in our accreditation standards in the
1980s [4] came an increasing expectation that
we define competencies—areas of compe-
tence—and develop outcome measures for
each competency. Accreditation organizations
in the USA and abroad have taken the lead in
this effort [5-7].

In the competency-based medical education
paradigm, trainees become competent physi-
cians, capable of independent practice, by
demonstrating adequate performance of the
ultimate “goal state” usually categorized into
competencies (e.g., Patient Care, Medical
Knowledge, Professionalism, Interpersonal
Communication, Systems-Based Practice,
Practice-Based Learning). The goal state is an
ability to function in a realistic setting and is
not based on the norms for a peer group in a
particular course or clerkship. In this model,
competency measures focus on the trainee,
rather than on the curriculum, and assess learn-
ing individually and longitudinally and inform
learners and teachers about the expectations.



The recent report by the Carnegie Foundation,
commemorating the 100th anniversary of its
Flexner Report, called for fundamental reform of
medical education and recommended that we
standardize outcomes and individualize the cur-
riculum [8]. In this new model, how we assess
competence takes priority over how we teach the
curriculum. Assessment drives curriculum and
learning. The challenge is to align assessment
with the desired competency outcomes.

Medical training program accreditation bodies
in Western Europe, the USA, Canada, the Middle
East, and Asia have defined and operationalized
the general domains of medical competence, and a
global consensus is emerging [5-7, 9, 10]. Initially,
analytic approaches were taken—breaking com-
petencies down into specific objectives or stan-
dards within each core competency within domains
of knowledge, skills, and attitudes. In parallel,
Pangaro and colleagues introduced a more syn-
thetic competency framework, the Reporter-
Interpreter-Manager-Educator (RIME), which has
been embraced for clinical clerkship and residency
assessments of competence because this higher
level approach enabled a fair process for making
promotion decisions [11]. Emerging models
include developmental approaches to identify
milestones for each training stage [12] and more
holistic and pragmatic approaches in which educa-
tors identify meaningful, “entrustable professional
activities (EPAs)” [13].

EPAs are observable, measurable, learnable,
and independently executable professional activ-
ities in a given context and timeframe that reflect
one or more competencies. These EPAs are
authentic work activities, (e.g., performing a
venipuncture, obtaining informed consent),
rather than a personal characteristic of the trainee
(e.g., professionalism). Once a set of EPAs for a
training stage is chosen, and defensible measures
are designed, competency decisions are made
based on increasing trust in the trainee to perform
the activity with concomitant decreasing levels of
supervision until he or she is able to do it inde-
pendently or to supervise others. The Dreyfus
and Dreyfus five-stage developmental model of
skills acquisition has been applied extensively by
health professional educators because it is a
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model fit to the purpose of determining thresholds
of competence, which define levels of progres-
sively independent practice [14] (see Fig. 1.1).
This Dreyfus model describes the evolution of a
medical learner from novice to deliberate expert
and embraces the wisdom of well-accepted and
trustworthy, traditional models of clinical medi-
cal education while enabling better articulation
and communication about competence than was
previously possible. It also helps address the
complaint about the over-specification of compe-
tence, which keeps residency program directors
mired in paperwork but doesn’t facilitate mean-
ingful decision making [15].

A major drawback of the “competency move-
ment” is that in practice we measure competence
infrequently. As a result, competence continues to
be viewed as a static achievement rather than the
dynamic growth process it actually is. In the fol-
lowing section we discuss two important learning
frameworks that are useful tools to guide remedia-
tion efforts: deliberate practice and learning curves.

1.4  Expertise Development

and Deliberate Practice

We expect physicians to be experts. A salient dif-
ference between novices and experts is not the
mere possession of more knowledge, but the
organization of that knowledge, refined through
deliberate practice, to be instantly retrievable and
accurately applied. Deliberate practice is key to
expertise development. It is the process of effort-
ful repetition with tailored feedback done over an
extended period of time, and is key to expertise
development. In now classic studies, Ericsson
demonstrated that it is the hours spent per week
in deliberate practice that reliably predicted the
final level of performance in musicians, profes-
sional athletes, and chess masters [16]. Once a
basic level of competence is achieved, continued
refinement of expertise results from not only
frequent practice but also focused attention and
mindfulness. From a cognitive perspective, as
certain tasks become more automatic with prac-
tice, some of the brain’s limited attention capac-
ity is freed up. Experts may use this capacity to
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Competence
thresholds

PERFORMANCE

NOVICE:

PROFICIENT
Practice without supervision

COMPETENT
Practice with supervision on call

ADVANCED
Practice with full supervision

DELIBERATE
EXPERT

EXPERIENCED NONEXPERT
Supervises others

Not allowed to practice

Time Spent in Training or Practice

Fig. 1.1 A generic learning curve demonstrates the rela-
tionship between time spent in deliberate practice and
quality of performance. Competence thresholds can be
illustrated using the Dreyfus and Dreyfus model of skill
acquisition, extended to incorporate Ericsson’s concept

consciously attend to refining their practice.
Those who do not expend the effort may not
improve their competence and can be thought of
as “experienced nonexperts” (see Fig. 1.1 plateau
phase). In this way ongoing competence is a habit
of mind [17].

Deliberate practice requires sources of high-
quality feedback. Research suggests that self-
assessment of competence is frequently
inaccurate and that learners should be taught to
“recognize with humility that we are not uniquely
privileged in understanding the strengths and
limits of our own behavior” and seek trustworthy
sources of assessment [18]. While for many
aspects of medical competence this assessment
should be provided by a trusted mentor or coach
[19] (see also Chaps. 13 and 15), educational and
health informatics will likely have an important
role to play in expertise development in the near
future. Recent advances in linking diverse data
from various educational environments (e.g.,
authentic clinical work, simulation based, knowl-
edge testing) into education databases will greatly
simplify the collection of data on the quality and

TIME

that some experts accept the stage of automaticity and
stop improving, while others continue to seek out oppor-
tunities to improve in a deliberate manner. Incremental
improvements are hard-won at the expert stage as demon-
strated by a plateau over time

outcome of procedural skills that will enable fre-
quent measurements over a long period of time.
At this time, most academic medical centers have
not yet implemented such databases, though
many are working toward developing this infra-
structure [20]. With these databases, a new kind
of medical education and assessment framework
will become possible, based on deliberate prac-
tice. A key representation of a student’s progress
through deliberate practice is using “learning
curves,” which we explore next.

1.5 Learning Curves
Learning curves represent the relationship
between episodes of practice and level of perfor-
mance. This relationship generally has an S-shape
such that with increasing practice, performance
improves rapidly at first and then at some point
(an inflection point) requires more time and effort
to attain additional improvement (Fig. 1.1).
Theoretically, once a trainee crosses the com-
petency threshold and can reliably perform the
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skill independently, she can accept her compe-
tence level, decrease or stop practicing, and allow
the skill to become automatic and largely subcon-
scious. The disadvantage of this acceptance of
automaticity is that the quality of her skill levels
off even with repetition (“experienced nonex-
pert”), and performance may plateau or actually
decline. It requires regular deliberate practice,
with feedback, to fight the tendency to automatic-
ity [21]. Because deliberate practice must be
effortful and improvements are very gradual at
the expert level, the individual must have signifi-
cant motivation and self-regulation skills to con-
tinue to improve the skill of interest. Among
experts, these metacognitive skills and character-
istics are more predictive of optimal performance
than are any intrinsic capacity or “talent” for the
work [22] (see also Chaps. 13 and 15). This obvi-
ously has significant implications for the notions
of lifelong and self-directed learning, which are a
major aspect of the current medical competency
discourse.

1.6  Progress Mastery

and Progress Tests

Medical education is a mastery-learning domain
in that all students must learn the material at
roughly equivalent, high levels even though the
amount of time needed to reach those standards
may vary [23]. Mastery is best accomplished
through frequent assessment, feedback, and
opportunities for remediation. However, to be
effective, the assessment measures must reliably
detect meaningful progress and must reflect “end
objectives” rather than developmental stage-
appropriate measures; therefore, they must be
student-centered rather than course-based [4].
Progress tests of medical knowledge, regular
assessments of the end objectives of the curricu-
lum, have been widely embraced internationally
because of their feasibility, validity, and impor-
tance in aligning student assessment behavior
with lifelong learning [24]. In the Netherlands,
all medical students, whether in their first or sixth
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year, take the same formative “final exam” four
times each year and receive their scored exam
with annotated answers. Students can view their
scores presented as a learning curve. This is made
especially useful when presented along with an
aggregated curve for students in general. In this
way, the exams are a rich source of meaningful
information for students on how they are doing
relative to expectations for their stage of training
and compared to the goal for a medical school
graduate. Similar efforts to assess progress of
clinical reasoning across training years and stages
and institutions show promise [25].

This progress mastery method also has the
advantages of (a) detecting high achievers who
may be able to have their path through the cur-
riculum tailored, (b) rendering “makeup” exams
unnecessary, (c) providing information for cur-
riculum reform evaluation against ultimate
objectives for medical training, and (d) enabling
educational research [24]. Students who note
that they have “fallen off the curve” may view
this information as motivation to get back on
course using their own learning skills, or if those
are insufficient, as an indication for a need for
active remediation.

1.7  Programs of Assessment

for Learning

Assessments in medical education should have
three main goals: (1) to motivate and guide train-
ees and practicing physicians to continually
aspire to higher levels of expertise, (2) to identify
physicians who are not competent to practice
safely, and (3) to provide evidence that the trainee
is ready for advanced training or unsupervised
practice. In designing assessments, we should be
aware of the impact of assessment on learning,
the potential unintended effects of assessment
(e.g., superficial rather than deep learning), the
limitations of each method (including cost in fac-
ulty time needed to score exams), and the pre-
vailing culture of the program or institution in
which the assessment is occurring [26].
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Based on these goals, we can distinguish
Assessment of Learning, a model reflected in the
many examinations described in the opening
scenario, from Assessment for Learning.
Assessment of learning, a model reflected in the
opening scenario, is a curriculum-based
approach characterized by assessments at the
conclusion of a course of study. Competence in
this paradigm is defined as accumulating a series
of test scores that certify course completion. Not
passing an exam results in repeating the exam;
with persistent failure, the student is declared
incompetent and cannot move on. In practice,
this paradigm motivates students to develop hab-
its to learn in ways that do not take advantage of
expertise development. Therefore, students take
a “bulimic” approach to cramming for exams
(referred to as “massing” in the educational psy-
chology literature) that does not bode well for
durability of that learning. The assessments do
not provide true guidance for remediation or for
ongoing learning. In addition, if these assess-
ments are poorly designed, they may inadver-
tently de-motivate students from deep learning.
While it may aggravate many faculty members
to hear that students are only interested in
learning what is on the test, this attitude is an
inevitable, if unintended, consequence of the
assessment of learning paradigm.

As proponents of assessment for learning
paradigm, we argue that assessment decisions
must be made on the basis of a multifaceted pro-
gram which includes diverse sources of assess-
ment data, each designed explicitly to both
accomplish its own limited goal (“fit-for-
purpose”) and motivate effortful and deep learn-
ing. In this approach the limitations of any one
type of assessment become less of a concern.

“As a physician I would never tell a patient ‘your
glucose is very high but since your sodium is low,
on the whole, you are healthy. These two highly
reliable and valid measures are not compensa-
tory...it would be ridiculous to make a diagnostic
decision based on only these two facts. We act this
way when we use single highly reliable and valid
measures of knowledge- test scores- to conclude
that someone is competent for the complex prac-
tice of medicine. If one of the goals of medical edu-
cation is to produce mature, confident, effective,

internally motivated learners, we must use the
motivation that information-rich assessment pro-
vides to align the incentives with our goal.”

Lambert Schuwirth, Professor of Medical
Education, Flinders University, personal
communication

For example, the “useless” direct observations
in the clinical workplace described by Sara’s peers
can be improved upon so that these in-training
assessments (ITAs) (see Chap. 19), coupled with
other assessments of performance such as objec-
tive structured clinical exams (OSCEs) and nation-
ally standardized knowledge exams, provide the
information needed to guide counseling and pro-
motion decisions. Epstein effectively summarized
the full range of available options for assessment
and the strengths and weaknesses of each strategy
[26]. The concrete instantiation of a multifaceted
assessment program is the educational portfolio,
which we describe next.

Portfolio-Based Assessment:
Pulling It All Together

1.8

Becoming a physician is a wonderful, nonlinear,
dynamic process. Traditional psychometrically
driven approaches (e.g., you are your most recent
test score) do not incentivize development of life-
long habits of deep multidimensional learning.
Holistic approaches, on the other hand, are more
appropriate to this mission. In a holistic frame-
work, component pieces of information (e.g.,
multiple-choice tests, OSCE, clinical examination
exercise, workplace assessment scores) reflect
individual elements of competence. As with a
patient chart, the clinician-teacher “makes mean-
ing” of these pieces of information by aggregating
multiple types of data across competency areas
(e.g. Medical Knowledge), in the process deter-
mining what is already known about the student
and what needs to be found out. He makes a
focused and relevant plan for diagnostic workup
of the student’s competency. He develops a com-
petency differential diagnosis, prioritization of
issues, and therapeutic plan. The resultant chart/
portfolio with its individual pieces and narrative
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My Portfolios / Student Academic Portfolio

il My Portfolios
Faculty Teaching Portfolio
| Honors Portfolia
Student Academic Portfolio

Student Academic Portfolio

Throughout your time at NYU School of Medicine, you will maintain a Student Academic Portfolio. This documents your personal development

| as woll as academic achiovement. You will be asked 1o write bref refloctions on your progress and review the portfalio with your mentorfs)

My Reports regularly.

Clerkship Patient Logs

* The faculty at cur medical school expect you to asul'e to excellence by demonstrating insight and growth in the following areas: Patient Care; Medical

h f
Medical Knowladge Knowledge; Life-Long Leaming and F

Systems and Financing; larship and Researct
PLACE Patient Logs

TBL Peer Feedback for personal growth,

Teaching Effort
.'.E Mentoring
Integrated Clinical Skills
| by mertises @, Interparsonal and
My mentors unication Skills

| &

Professional Development

Professionalism, Leadership and Life-
Long Learning

0u

= Residency Application Materials

L

Fig. 1.2 The opening page of the Student Academic
Portfolio. Each student has a unique portfolio, which also
can be viewed by his or her mentor. The competencies are
grouped in four Areas of Mastery. The standards for each
competency by stage of the curriculum are available by
clicking on the link. Student assessment data are either fed

analyses can be judged for quality independently
by someone with the expertise to do so.

This process represents a portfolio-based
approach to assessment in medical education
[27]. Individual pieces of evidence, each with
their own imperfect information value, are aggre-
gated, analyzed, and interpreted in narrative
“reflections” within a necessarily imperfect
framework toward an well articulated and com-
plex goal of becoming a competent physician. In
conversation with the learner, experts in making
competence judgments use the portfolio (“chart™)
to see the whole educational picture, to custom-
ize feedback on the student’s progress, and to
help the learner make a plan to address issues that
may arise, setting meaningful goals for learning
and constructing a clear framework for defensi-
ble assessment of progress using longitudinal
evidence [28].

and Communication Skilts; ionalism and L ip; Health

= Excollence requires that you understand your own 5‘!’0091“-\- and weaknesses, analyze personal needs (leaming, self-care, etc) and implement plans

For standards of performance for these areas of mastery, please visithitp://shor. med. nyu edu/studentCompetencies

Foundational Knowledge
Medical Knowledge, Health Systems,

and Financing

p

Research and Scholarship

L]

directly into the My Reports area on the left-hand side or
uploaded by students (e.g., patient write-ups, essays, and
the six required Formative Portfolio Reviews). Faculty
mentors write regular feedback, which is uploaded into
the portfolio

1.8.1 The New York University
School of Medicine Student at

NYU Academic Portfolio

Before we began our curriculum renewal strate-
gic planning process in 2008, Sara might have
been one of our students. Over the past 5 years,
for our undergraduate program, we have imple-
mented and are building out a Student Academic
Portfolio organized around our framework of
seven competencies simplified into four key
Areas of Mastery for a medical student: inte-
grated clinical skills, foundational medical
knowledge, professional development, and schol-
arship; this is clearly communicated in the design
of the ePortfolio (Fig. 1.2). Each competency area
is further defined by a limited set of standards for
each of four stages of our curriculum easily avail-
able for viewing in the Student Academic Portfolio
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Student Competency Standards

Medical Knowledge

@ School of Medicine

I T

An NYU student demonstrates and applies knowledge of established and evolving sciences related to human structure and

function, pathophysiology, physical and psychological development and psychosocial concepts to medical practice.

Home Stage 1: Preclerkship Modules

Fasent Cane

Medical Knowledge

Life-Long Leaming Maedicine, Practice of Medicina)

* Applies basic science g and i to

= Achieves breadth and depth of knowledge defined in the goals and objectives of stage 1 modules (Foundations of Medicine, Core Principles of

“plllar” clinical domains of Atherosclerosis, Diabetes, Colon Cancer, and

Interpersonal and ‘Communication
Skills Tuberculosis.

Protessionalism and Leadership
Health Systems and Financing
Scholarship and Research
Sitemap

Stage 2: Clerkships and Interclerkship Intensives

* Achieves knowledge and skills specific to training level as defined in the goals and objectives of the core clinical disciplines: intemal medicine,
ics and i . pedi psychiatry, surgery, ambulatory care,
= Achieves goals for knowledge and skills specific to intersessions including further development of breadth and depth of basic science

knowledge as applied to the clinical sciences. (e.g., physiology, pharmacology, elc.).

Stage 3 and 4: Electives, ives, Advanced C

ips, and Concentrations

» Achieves knowledge and skills specific to training level in the core clinical disciplines of critical care, advanced medicine and/or surgery.
» Achieves goals knowledge and skills specific to Selectives.
« Declares an area of concentration and demonstrates level of clinical and basic science knowledge appropriate to that area of mastery.

New post

There are currently no posts. Create one now by clicking the "New post™ button.

Fig. 1.3 The Student Competency Standards are imme-
diately available to anyone using the portfolio by clicking
on a link leading to this page. The seven competencies are

(Fig. 1.3). Assessments within each competency
area are “fit-for-purpose.”

For instance, for competencies associated
with Foundational Knowledge, we provide stu-
dents with a cumulative report of how they per-
formed on written multiple-choice and essay
exams. More than just summing results of writ-
ten examination scores, the Foundational
Knowledge Report is reported in meaningful
content “buckets” (e.g., histology, atherosclero-
sis, genomics, proteomics) which accumulate
across a number of examinations (Fig. 1.4). For
Clinical Skills competencies, students upload
patient write-ups along with text-based feed-
back received from clinical preceptors. Aiding
this perspective are scores from standardized
patient experiences. We plan to include docu-
mentation of direct observation and feedback
from the clinical clerkships in the near future
using the RIME framework to summarize multi-
source data. To assess Professional Development,
students are required to do a Formative Portfolio
Review six times over the course of the 4-year
curriculum. The portfolio review is a guided
analysis and critique of their performance data.

represented on the right-hand menu. The competency
standards for Medical Knowledge are represented by
stage of the curriculum as an example

Students reflect on this and propose learning
plans to address areas of weakness. These docu-
ments are uploaded in the portfolio and dis-
cussed with a faculty mentor who then provides
written feedback specifically addressing our
standards for lifelong learning adapted from
those used by the Cleveland Clinic Lerner
College of Medicine [29].

Six Life Long Learning standards across all
stages of the curriculum demonstrated through
completing Formative Portfolio Reviews.

The student demonstrates the ability to:

1. Identify strengths, weaknesses, and limits in his or
her own knowledge and expertise and sets learn-
ing and improvement goals accordingly

2. Identify biases and prejudices and reflects on
how these can affect learning and clinical
practice

3. Identify challenges between personal and pro-
fessional responsibilities and develops strate-
gies to deal with them

4. Identify personal biases and prejudices related
to professional responsibilities and acts
responsibly to address them



Core Foundations for Medicine Grade Report
% Correct Course Avg % Course St.Dev

Breakdown by Conpetency
(Competency Points/Total Points)*

December 14, 2011

Atherosclerosis (14/544) 71.4 66.4

Becteriology - Clinical (9/544) 100.0 85.1

Cell and Growth Regulation (32/544) 78.1 82.7

Cytoskeletal Elements (13/544) 84.6 89.0

Energy Metabolism (42/544) 75.0

Human Genetics (34/544) 76.5

Membranes and Organelles (37/544) 81.1

Molecular Biology (33/544) 72.7 80.0

Parasitology (14/544) 100.0 80.8

Pharmacology (18/544) 88.9 85.7

Virology (30/544) 90.0 918
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Fig. 1.4 The Medical Knowledge Competency Report
(MKCR) is generated and updated dynamically based
on accumulated data from knowledge tests. In this
example there are 21 content areas represented which
represent a student’s performance on 544 medical
knowledge test questions distributed over eight exami-
nations over the first half of the first year of the curricu-
lum. While the examinations are scored as a unit, data

on performance by item are sorted into content catego-
ries. The student receives updated (MKCRs) after each
examination which show their own performance (the
dot) presented along with aggregated mean (vertical
line), interquartile range (box), and range (horizontal
line and whiskers) data from all students taking the
examinations. In this example, the student is perform-
ing consistently well across all content areas
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5. Interpret and analyze personal performance
using feedback from others and makes judg-
ments about the need to change

6. Identify gaps in performance and develops
and implements realistic plans that result in
improved practice

Adapted from Dannefer and Henson [29].

1.9  Conclusion

If Sara enters a medical school using a portfolio-
based program of assessment for learning, she
would have quite a different experience.
A week into medical school, she would put on her
white coat and spend 2 hours in the simulation
center, meeting and interviewing 3 standardized
patients, each representing a rich and complex
story directly related to the medical science about
to be presented in the following weeks. Immediately
afterwards, she would participate in a faculty-
facilitated debriefing of this “Introductory Clinical
Experience” (ICE) event. 2 weeks later;, she would
receive in her Student Academic Portfolio a
detailed report on the ICE event, including feed-
back from the standardized patients, measures of
her baseline communication skills, and informa-
tion about how the rest of the class performed. She
would review it briefly and notice that compared
with her peers she was more skillful at establishing
rapport but a bit less skilled at patient education
and counseling. She’d make a note to ask her
Practice of Medicine small group preceptor about
this at their next session.

Every 2 weeks Sara would receive updated
Medical Knowledge Competency Reports, bro-
ken down into content areas based on her exam
performance. This would accumulate into 21
domains by the end of first semester; she would
be impressed with how much she had learned
and make sure she did more to tackle the his-
tology and genomics for the next exam to boost
her scores in those areas. She would receive
aggregated feedback from every member of her
Team Based Learning group on her contribu-
tions to their learning. She would be surprised
to read that—although everyone noticed how
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well prepared she was for their sessions
together—3 of the 8 of them noticed she didn’t
say much. She didn’t think of herself as “quiet”
in the group. She would work on this and hope
that in her next peer feedback there would be a
noticeable change.

Then, at Thanksgiving time, she would be
assigned to write the first of six Formative
Portfolio Reviews addressing her performance
on Medical Knowledge and Integrated Clinical
Skills areas of mastery. To prepare, she would
carefully review the written standards and review
her performance data, noting strengths and
weaknesses. She would have to come up with at
least 3 concrete learning objectives to address
her weaknesses, write them out and submit them
after winter break just in time to meet with her
mentor to discuss her progress. She would wonder
about having to put in the time over her vacation
but would be proud of the result and very moti-
vated to address her weaknesses. She would
prepare for her meeting with her mentor to make
sure they had both the data and the time to begin
discussing her long-term career plans.

In this example of a program of assessment for
learning, we have tried to illustrate that in provid-
ing our learners and faculty with meaningful and
rich data, we can support the development of medi-
cal competence in all its complexity. In this chapter
we have reviewed the international discourse on
medical competence and made the case that com-
petence is best viewed as a commitment to a pro-
cess of meaningful, effortful, and mindful practice
in a range of relevant competency areas, which is
structured by assessment programs and intermit-
tently judged by experts as being “on course.”
Emerging competency areas, which are likely to be
influential, are challenging us to consider medical
knowledge and competence as situated in a social
context (e.g., a team, a community of practice)
rather than as an attribute of individuals [30].
Medical educators will need to commit to enthusi-
astic engagement in defining the important domains
of medical competence as they evolve, refining
assessments of medical competence, setting trans-
parent standards for medical competence, and
holding trainees, and ourselves, to these standards.
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An Example of a Remediation

Program

Adina Kalet, Linda Tewksbury,
Jennifer B. Ogilvie, and Sandra Yingling

Abstract

In this chapter, the authors briefly describe a clinical skills remediation
program that developed as a result of the introduction of a comprehensive
clinical skills exam for students at the end of their core clerkship year.
They describe the diagnostic framework that guides their work, discuss
lessons learned, and explore the impact of this remediation program on
their institution. They place their work within the context of published lit-
erature on remediation in medical education and discuss experience-based
best practices for developing new clinical skills remediation programs.

2.1  Introduction
We established the comprehensive clinical skills
exam (CCSE) at the New York University School of
Medicine in 2004 with federal funding.! While the
overall purpose of the exam was to ensure that all
our graduates had basic competency in primary care
medicine, our specific goals for this exam were to:
1. Give students detailed, formative clinical
skills feedback as they entered the last year of
medical school

!'United States Department of Health and Human Services,
Health Resources Services Administration, Predoctoral
Training in Primary Care, Kalet PI DP5684191, 2003-2006.

A. Kalet, M.D., M.PH. (><)) » L. Tewksbury, M.D.

* J.B. Ogilvie, M.D. ¢ S. Yingling, Ph.D.

New York University School of Medicine,

New York, NY, USA

e-mail: adina.kalet@nyumc.org; Irt] @nyumc.org;
jennifer.ogilvie@nyumc.org; sandrayingling @gmail.com

2. Provide clerkship directors with detailed
curriculum evaluation
3. Prepare students for the United States Medical

Licensing Exam (USMLE) Step II Clinical

Skills

We were in good company. At that time, 75 %
of US medical schools required a similar clinical
skills exam [1]. That was the same year the
USMLE added a standardized-patient based,
multi-station clinical skills exam (Step II Clinical
Skills) as a required component.

Our students are required to take the CCSE at
the end of their core clinical clerkships. However,
since 2005, when we thoroughly established the
CCSE’s feasibility, reliability, and validity, all
students are required to pass the CCSE in order to
graduate [2-5]. Students receive a report card
designed to provide detailed formative feedback
(see Appendix).

A. Kalet and C.L. Chou (eds.), Remediation in Medical Education: A Mid-Course Correction, 17
DOI 10.1007/978-1-4614-9025-8_2, © Springer Science+Business Media New York 2014



2.2 The NYU CCSE Remediation

Program

We committed to the development of a robust
clinical skills remediation program based on our
early experiences with the CCSE. The CCSE is an
eight-station Objective Structured Clinical Exam
(OSCE), in which trained actors (“standardized
patients,” or SPs) enact complex, authentic cases
and then assess student performance using vali-
dated checklists of clinical skills. The core clerkship
directors and their designated educators worked
collaboratively to design this “final exam” for the
clerkship year. We use state-of-the-art techniques to
continue to develop cases across clinical disciplines
that challenge our students to demonstrate their
ability to apply their accumulated medical knowl-
edge and “put it all together” by displaying inte-
grated clinical skills. For a detailed description of
our approach, see Zabar et al. [6].

In this exam, we measure four domains of
competence across eight cases: communication
skills (information gathering, relationship build-
ing, and patient education), clinical history gath-
ering, physical exam skills, and clinical reasoning.
Clinical reasoning is demonstrated in written
patient notes as well as interpretation of labora-
tory, radiographic, and electrocardiogram data.
In the first years that we conducted the CCSE, we
held debriefing sessions with students immedi-
ately following the exam. Our goal was to fully
understand and maximize the educational value
of the CCSE. We encouraged students to review
their exam results, to identify areas of strength
and weakness, and to make learning plans for
their final year of medical school. Through these
debriefings, we were reassured that students
recognized the salience and authenticity of
the integrated clinical skills being assessed. We
stopped conducting the debriefings when the
exam became higher stakes.

Each of the exam’s major domains was vali-
dated as having very good to excellent psycho-
metric qualities (e.g., Cronbach’s alpha for
communication items 0.8-0.9, for physical exam
items 0.4-0.6). The CCSE was then instituted as
a pass—fail exam required for graduation. Initially,
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roughly 5-10 % of students failed the exam each
year based on a non-compensatory standard. This
means that a student’s scores had to be more than
two standard deviations below the group mean on
more than one component of the exam, or on
the communication skills section alone, to fail.
Of note, students were about 9 months from
graduation when they learned of their exam
failures, and most were in the midst of applying
for residency positions. We required them to
demonstrate their clinical competence in a reex-
amination in order to graduate from our medical
school. Anecdotally, we know that while in most
cases clinical educators familiar with the stu-
dent’s past performance could have predicted the
CCSE failure, some failures came as a surprise.
Our responsibility was to ensure that all the stu-
dents who failed the CCSE were “on course” to
graduate; our remediation program grew out of
this responsibility. Every year after the pilot year,
each student who failed was required to meet
with us individually to “diagnose” what went
wrong in the CCSE and to collaborate on design-
ing a remediation “treatment” plan.

2.2.1 Example Cases
What were we up against? Consider the cases of
Sylvia and David.

Sylvia’s CCSE scores put her at the bottom
of her class in clinical reasoning and his-
tory gathering. All eight standardized
patients indicated they would not recom-
mend her as a doctor to a friend; one said,
“She was very nice, but seemed unfocused,
lacking confidence”. Faculty review of the
video recordings of Sylvia’s CCSE cases
revealed her excellent rapport-building
skills, but minimal relevant history gath-
ering during the interview as well as
superficial physical examination. Sylvia’s
patient notes lacked sufficient clinical

(continued)
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data and listed limited differential diagno-
ses. She had passed all her preclinical
courses and clerkships. Feedback from
clinical clerkships consistently suggested
that she “read more.”

Sylvia was not entirely surprised by her
low exam score, since she felt that she had
struggled on her clinical clerkships. She
had hoped that her excellent interpersonal
skills would “save the day” as they usually
did. She was surprised to hear that most of
her peers were able to perform a focused
history and physical exam in the given time
frame.

In reviewing her results with the reme-
diation team, Sylvia recognized that she
had an adequate knowledge base but she
was less able than her peers to access
that knowledge “in real time” with the
patient and that she was not actively rea-
soning during the interview. Sylvia did
not believe she could rely on a physical
exam to provide clinical data and there-
fore approached it without enthusiasm.
She also stated that she had never been
directly observed performing a physical
exam during her clerkships.

worst student I have ever seen.” David had
been disruptive in the CCSE orientation,
making sarcastic comments challenging
the usefulness of the exam. David was well
known to the preclinical faculty for his con-
sistently near-perfect medical knowledge
test scores. His record showed no formal
documentation of problems, but course
directors commented that David was rou-
tinely troublesome and distracting in lec-
tures and that he frequently missed
assignment  deadlines in  seminars.
Clerkship directors remarked on his con-
siderable knowledge base and excellent
oral and written presentations of clinical
cases, but also noted that he “could be
arrogant, especially to his peers.” By talk-
ing directly with attending physicians who
had supervised him, the remediation team
confirmed that David had performed well
clinically on clerkships.

David was astonished when he learned
he had failed the CCSE. He argued that
“nobody takes this exam seriously” and
rejected detailed feedback from standard-
ized patients as “ridiculous.” On review of
his own abbreviated clinical notes from the
CCSE and example notes written by peers,
he was easily able to recall and present the
cases and to generate reasonable differen-
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tial diagnoses and case management plans
on the spot.
Ultimately, he admitted to intentionally

Could we get this student ready to graduate
and begin residency training under time pressure?
What strategies should we employ?

David performed in the lowest decile of the
class in all four competency domains of the
CCSE. Standardized patient comments

“blowing” this exam because he was
annoyed at having to take the exam at all.
He denied feeling any regret at having
done this, just annoyance that he would
now have to “waste his time” dealing with
the consequences.

were atypically critical. One SP reported
that he was “unnecessarily rough while
performing the physical exam,” and
another commented, “this is perhaps the

We had 6 weeks to help David turn his exam
performance around so that his CCSE failure
would not be flagged on his residency applications.
(continued)  Was this possible?



20

2.2.2 Remediation Cases

Guided by our experience as medical educators
of students and residents, and our own collective
clinical reasoning skills, the remediation team
drafted a plan for each student, calling in others
when special expertise was needed. We met
weekly to share the design and implementation of
learning and practice strategies and to monitor
each student’s progress. We also designed a three-
or four-case “make-up” exam to be conducted the
week before medical school transcripts were to
be sent to residency programs. Consider the
outcomes for Sylvia and David.
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meet three times with a senior faculty mem-
ber whom we deputized specifically to work
with this student. With this faculty member,
David reviewed his video recordings from
the CCSE. They discussed norms of behav-
ior for the medical profession through
readings and case discussions. David took
and passed the remediation CCSE. No fur-
ther episodes of frankly disruptive behav-
ior were reported as he completed his
required rotations and graduated. He did
not respond to our requests for follow-up
or give us permission to speak with his

Sylvia worked with the remediation team
diligently and collaboratively to develop a
remediation plan. She enjoyed using the
CCSE data to understand her specific areas
of weakness; she was eager to address
these areas and sought out her favorite
clerkship faculty members to help her
practice both clinical reasoning and physi-
cal exam skills. She devoured reading
assignments about the cognitive science of
clinical reasoning, wrote the required self-
reflections, and passed the remediation
exam. A year later she wrote an email
thanking us for working with her to become
a better doctor; she reported that she was
doing very well as an intern and gave us
permission to talk with her residency pro-
gram director who confirmed that she was
doing “well enough.”

David agreed to participate in a reme-
diation plan but did not contribute to its
development. As directed, he wrote a 500-
word essay analyzing his intentional fail-
ure of the CCSE. The essay focused on his
obligation to strive for excellence as part of
our institution’s expectations of medical
professionalism. He reluctantly agreed to

(continued)

Program Director.

2.3 Outcomes

The remediation team has had a high success
rate since its inception, receiving a great deal of
positive feedback from students for the specific,
targeted learning plans they helped to create.
Most students describe the remediation process
as something they initially dreaded but that ulti-
mately made them more aware of their own
learning needs. Several students who failed the
CCSE in the past few years have chosen to delay
graduation, spending another year in medical
school to work on their skills. Since 2004, fewer
than five students have chosen not to graduate
or were not allowed to graduate due to poor
performance. In each of these cases, the CCSE
and the remediation process provided necessary
objective evidence to support these decisions.
The rest, like Sylvia and David, successfully
completed the remediation program and moved
on. After 10 years of experience, we believe that
most students who fail the exam are remediable
in the short term (i.e., fewer than 3 months).
With intensive focus on the skills assessed in the
CCSE, students have demonstrated significant
improvement and have helped themselves get
“back on course.”
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24 Framework to Describe CCSE

Failures

Our remediation work is organized in part by a
set of empirically derived reasons behind student
failure of the clinical skills exam (Table 2.1).

2.5  Structuring Remediation

Students who fail the CCSE are required to par-
ticipate in remediation. They are responsible for
actively engaging with the remediation team to
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develop an individualized remediation plan, to
initiate and complete the remediation activities
that were agreed upon, and to take and pass a
make-up exam that closely parallels the CCSE.
We inform students that brief reports of their
progress during remediation will be made to the
Dean of Student Affairs. Both the remediation
team and the Dean of Student Affairs are commit-
ted to each student’s privacy, although the reme-
diation may become part of the student’s official
academic record (see Chap. 18). The CCSE
Co-Directors have formed a team of expert educa-
tors as a resource for investigating additional evi-
dence of clinical competence, facilitating

Table 2.1 Categories of the underlying difficulties identified in students who failed the CCSE

Category of

difficulty Descriptors of these students

1. Preexisting academic issues and isolated clinical skills deficits: students in this

Where to find useful
models or remediation
strategies in this book

Chaps. 3, 8, and 9

category may have a previously identified learning disability, history of poor academic
performance in medical school, and/or are on a dual degree/transfer/other nontraditional
educational path. They demonstrate specific areas of weak clinical skills. N=27 (56 %)

Chaps. 3, 6, and 13

Chaps. 4 and 10

Chaps. 5, 6, and 8

Chaps. 3, 6, and 9

Insufficient * Misses critical features of common clinical patterns (lacks well-
working developed clinical scripts)
knowledge » Fails to gain patient confidence, even with adequate interpersonal skills
base * Performs at or below the mean in standardized knowledge tests (e.g.,
USMLE, Shelf exams)
* Has inconsistent academic performance, particularly on clerkships
* Does not have well-developed study strategies (may rely on “just
reading more” or “trying harder” without asking for help)
* May be aware of his or her lack of knowledge relative to peers
* Avoids contact with faculty rather than actively seeking strategies to
address areas of deficit
Insufficient » Despite positive attitude toward this competency domain, lacks specific
communication skills in information gathering, relationship building or patient
skills education
Insufficient e Lacks the knowledge or skills required to perform effective physical
physical exam exams
skills * May have general or specific problems (e.g., student may only show
skills deficits on neurology exam)
» Exhibits timidity around physical exam
» Believes physical exam information is not valuable
Inadequate * Gathers copious information without evidence of inductive or deductive
clinical reasoning
reasoning * May have coexisting deficit in knowledge base or slower than average

cognitive processing speed

2. Specific testing issues or organizational problems: students with poor test results due to

Chaps. 9 and 13

test-specific stressors or fundamental underlying organization difficulties. N=11 (23 %)

(continued)
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Table 2.1 (continued)

Where to find useful
Category of models or remediation
difficulty Descriptors of these students strategies in this book

Performance .
anxiety

Poor .
organization/ .
time

management

Expertise .
reversal effect

Has intense anxiety about performing on the exam or being directly
observed

Has a history of debilitating anxiety in other performance situations
May have “adrenergic” symptoms (e.g., tremor, sweating, palpitations,
diarrhea) and physical agitation

Comes late to meetings and misses deadlines

Has a messy clipboard or disheveled white coat

Is perceived as smart and engaging, but disorganization interferes with
learning and patient confidence

Student with a neutral or positive attitude toward the exam but
functions at a clinical level beyond that which is targeted by the exam
Recognizes the clinical “script” in the case, rapidly and accurately
assesses the patient—asking all pertinent negatives to rule out likely
competing diagnoses

May not thoroughly collect all CCSE checklist data, which results in a
low “percent well done” score

May not write thorough note, limiting documentation of clinical
reasoning

Lack of awareness of or rejection of medical student role in exam

3. Extenuating psychosocial factors: students with psychiatric disorders, substance abuse,
eating disorders, and situational distress. N=7 (15 %)
* Has a prior diagnosis or meets diagnostic criteria for a psychiatric diagnosis, most
commonly anxiety or depression

* Demonstrates distress that raises concern for student’s well-being

¢ May have had recent positive or negative life event (bachelor party, new baby, illness,
or death of family or friend)

4. Nonverbal learning issues: social awkwardness, autism spectrum disorder. N=4 (9 %)
¢ Has very low communication skill but otherwise high competency scores

¢ Is described by SPs as awkward, shy, with limited eye contact, difficulty in addressing

emotional issues, intimate clinical symptoms, or performing the physical exam

¢ Reports a history of interpersonal awkwardness, limited social life, and a preference
for working alone

* Suspects he or she needs to work especially hard to have rapport with others
¢ Has limited ability to self-assess or strategize around the deficit

¢ Iseager to improve his or her performance
5. Attitudinal issues: lack of professionalism. N=14 (30 %)

¢ Negative rapport (limited professionalism or cultural competency)

¢ Does not meet behavioral conduct standards

» Offends or is disrespectful to SP, staff, or faculty

e Has pattern of expressing provocative attitudes

¢ Challenges validity of exam in an argumentative manner

¢ Dismissive and/or overly charming
¢ Blames others for own difficulties (e.g., “No one told me this was required”)

¢ Has an attitude of superiority, creates friction with colleagues, which initially may be
reinforced by faculty members (e.g., “I am better than my peers”)

¢ Difficulty with perspective-taking (limited cultural competence)

Chaps. 10, 11, and 12

Chaps. 8,9, and 12

Chaps. 1, 2, and 6

Chaps. 8,9, 11, 12,
and 18

Chaps. 10 and 12

Chaps. 2,7, 8, 13, 14,
15, and 17

The five categories, each containing subcategories or “presentations,” define groupings of issues, which can be addressed
using similar strategies. Categories are not strictly mutually exclusive. Between the years 20062009, 53 of 500 students
failed the CCSE and required remediation. The number and proportion of the students from this time period is noted
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remediation activities, regularly reviewing and
documenting the students’ progress, and ulti-
mately determining whether the student success-
fully completed the remediation plan.

For students like Sylvia, who actively embrace
remediation by collaboratively developing and
following an individualized learning plan, dem-
onstrate motivation and persistence, and show
receptiveness to feedback, remediation increases
self-awareness and confidence. The prognosis for
these students is excellent, in large part due to
their extra effort in ensuring their own clinical
skill development (see Chap. 13).

Our program’s success stems from the active
engagement of students with their own develop-
ment as physicians. Repetitive rehearsal for the
exam itself is not predictive of success. Even
when a student’s difficulties are limited to perfor-
mance anxiety, rehearsal is not enough. The
remediation team’s job is to frame remediation
work in the context of each student’s professional
goals and both the institution’s expectations for
professionalism.

David, for example, was not expected to
rehearse for the make-up exam since past perfor-
mance indicated that he was perfectly capable of
performing well. Instead, he was expected to
address his attitudes, beliefs, and professional
behaviors toward the exam. His remediation con-
sisted of writing exercises and working with an
authoritative role model who took a hard line
with him on professionalism. David respected
this approach. The long-term prognosis is not
clear. In the short term, David’s behavior fell in
line with professional expectations. The fact that
remediation is required has significantly
improved our success in working with students
like David whose initial motivation is limited.

Benefits to the Medical
School of Having
a Remediation Program

2.6

Identifying and remediating serious clinical skills
deficits should take place as early in medical
training as possible, but it is not uncommon for
“hard stops” to be limited to the period following
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clinical clerkships [7]. A program of student
assessment that is soundly aimed at enhancing
learning is the element that prevents a remedia-
tion program from being anything other than, as
Cleland says, “examination coaching.” It makes
sense that targeting remediation earlier in the
curriculum has a better chance of producing
long-term benefits, but a more holistic and com-
prehensive assessment approach must be in place
throughout the curriculum (see Chap. 1).

Feedback from students about their CCSE
experiences has helped us to reform the way we
assess students throughout the curriculum, to
detect clinical deficits needing earlier attention,
and to ensure that all our students’ training expe-
riences are enriched by the benefits we have seen
from students’ engagement in the CCSE remedi-
ation program. We are in the process of imple-
menting acomprehensive program of assessment
with a focus on assessment for learning, which
is mastery oriented and managed and accessed
by students through an academic portfolio
(Chap. 1).

Our medical school’s curriculum has bene-
fited from CCSE performance and remediation
data. For instance, when we discovered that many
of our students had difficulty with the same area
of competence (e.g., reading and interpreting an
electrocardiogram, conducting a focused neuro-
logical exam), we addressed these deficiencies
through partnering with preclinical and clinical
course directors to make targeted adjustments in
the curriculum.

2.7 Willingness to Fail a Student

Prior to the implementation of our remediation
program, even the most experienced, frontline
clinical educators were reluctant to label a stu-
dent as having weak clinical skills. There are
many reasons for this [8]. Our efforts over the
past decade have provided clinical faculty with a
shared language with which to discuss students’
clinical competence. By demonstrating that
remediation can be successful, we are encourag-
ing faculty to participate in early identification of
struggling students. In general, remediated students
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have been good ambassadors for the remediation
program. The “buzz” on the program has been
generally positive, respectful, and supportive.
Through this mechanism, we have had more
students self-identify as needing help and more
faculty members seeking support in conducting
remediation (see Chap. 19). As these efforts are
absorbed into the earliest years of training, they
are taking on a tone of development and preven-
tion, rather than remediation.

As accreditation expectations for residency
programs increasingly emphasize clinical out-
comes and clinical skills portfolios, faculty seek
our help to create similar remediation programs
at the GME level.

While the published literature is limited, we
are aware that we are not unique in addressing
these issues programmatically [9-12]. Through
both published reports and personal communica-
tions, we are heartened by the number of
remediation programs that are initiated and
championed by a particular member of the
faculty who is passionate about this domain of
education (like many of the contributors to the
book [10]). A consensus on best practices is
evolving. Short-term outcome data are encourag-
ing [11, 12], and we know there is much more to
come. Related efforts, which are informative to
medical education, are taking place in other
health professions [13]. We enthusiastically
agree with the call for multi-institutional, out-
comes-based research [1] (see Chap. 21).

Emerging Best Practices for Remediation

Programs Include:

* Support from Dean for Student Affairs or
Office of Medical Education/Curriculum
Committee

e Mandatory participation, rather than
“suggested” for struggling students

e Learning diagnosis/es based on multi-
source data: preclinical and clerkship
performance, as well as detailed assess-
ment of the underlying competency issues

(continued)

A.Kaletetal.

e Collaborative development of an indi-
vidualized remediation plan

* Frequent monitoring and documenta-
tion of progress

e Development of longitudinal faculty—
student relationships

* Tailored remediation strategies to indi-
vidual needs

» Use of variety of remediation methods

e Explicit mention of attitudes and
motivation

e Teaching of goal-setting, strategic plan-
ning, self-monitoring, and self-analysis

* Emotional support and rigorous, clear
expectations

* Development of faculty mentoring, facilita-
tion, direct observation, and feedback skills

2.8 Remediation: What Works?
There is as yet little evidence supporting how and
why remediation in medical education works.
Most recently, Cleland et al. conducted a struc-
tured, rigorous review of the literature to explore
this question (see Chap. 21). So far, research
findings are of limited generalizability. Very few
reports are of complex or holistic remediation
approaches. The reports show that a great deal of
faculty time is committed to remediation, and
outcome data demonstrate that most students go
on to graduate [7]. They also found that while
few programs report theoretical frameworks driv-
ing their work in remediation, those that do focus
on cognitive capacities of students, such as self-
regulation, metacognition, and reflection, as well
as the giving and receiving of feedback, all of
which is firmly supported by the general educa-
tion literature [14].

Since our program began, we have remediated
100 students who have failed the CCSE. We have
expanded our work to include other students and
residents referred to us and shared our work with
educators working at every point in our medical
school’s training continuum. Until we can establish
satisfying criteria-based standards for clinical skills
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assessment, we rely on normative data to give stu-
dents specific and reasonable goals. The CCSE
report card given to all students is particularly use-
ful feedback because it shows individual perfor-
mance relative to peer group (see Appendix). This
has served as an incentive to participate in reme-
diation for students who did not previously see
themselves as veering off course. For students who
did not fail but who had specific areas of weak-
ness, the report card can also serve as a cautioning
voice in preparation for the USMLE Step II CS.

29 Unprofessional Behavior
Presents as Clinical

Incompetence

An important lesson from our experience with
standardized patient exams is that unprofessional
behavior presents as clinical incompetence, even
when students have the capacity to be clinically
competent. Although the majority of our remedia-
tion students are likely to have negative feelings
about the exam, they are eager to discuss their
performance, do so respectfully and in partner-
ship with us, exhibit motivation to work on clini-
cal deficits, and strive for excellence. However, up
to a third of students initially approach the reme-
diation process with dismissive disbelief (“there
is no way I have worse clinical skills than my
classmates™), disrespect (“what do you people
want from me?!”), attitudes inconsistent with
good patient care (“the patient should be happy as
long as I get the right diagnosis!,” “It is not my job
to deal with crazy people”), lack of motivation (“I
am going into a non-patient care specialty, so I
don’t need to be able to talk to people”), and lack
of self-awareness (‘I function at the level of a good
intern already, I don’t need this”). In these cases
we try to identify whether this behavior is unique
to the CCSE or is part of a pattern of behavior by
consulting with clinical educators who have
worked directly with the students in authentic
clinical situations overtime.

A few students each year have ‘“unprofes-
sional” behavior as the primary reason the student
failed the exam, even though it is clear that the
student is capable of adequate performance in all
competency areas. This is the group of students we
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find most challenging, and for whom we feel we
have the least effective remediation strategies.

Strategies we have employed for unprofessional
behavior include direct confrontation about the
lack of professionalism with reminders that pass-
ing the CCSE and the USMLE Step 2 Clinical
Skills exam are necessary for professional advance-
ment, discussions with the students about moral
reasoning (see Chap. 7), reflective essays written
by students to demonstrate knowledge and aware-
ness of the elements and expectations of medical
professionalism (see Chap. 14), and deputizing
high-level authorities in a clinical field of interest
(e.g., most often full professors) to work with the
student. In some cases we have used a version of
the program described in Chap. 7 to assess and then
make summative conclusions about such students.

Educators working on a remediation team
must be prepared to approach students who need
help but are confrontational or disrespectful.
Remediation teams can work together to provide
a “team awareness” of students’ issues that leads
to a wider array of options for engaging students
who are upset or argumentative.

2.10 “Expertise Reversal” Effects
The CCSE is not an easy exam, and scores do not
have a ceiling effect. Over the years, the mean score
(% Well Done) on each of the four competency
areas hovers around 55 %. It has been our experi-
ence that occasionally students who fail claim that
the CCSE tripped them up because it was “too
easy” for them. In most of these cases, there is
ample supporting evidence that the student requires
remediation of clinical skills. Very rarely, we have
worked with students who failed the CCSE who,
based on their level of skills and abilities, should
not have. During the exam, they tend to collect
very limited history data, they perform a highly
focused physical exam, and they demonstrate
strong communication skills and accurate clinical
reasoning, although their patient notes lack detail.
Students who may be operating at a more
expert level than their peers may have extensive
knowledge structures called schemas stored in
and accessible from long-term memory [15]
(Chaps. 6 and 19). Therefore, they can use lim-
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ited working memory to perform complex tasks
automatically or seemingly intuitively. Because
experts can accurately “jump to conclusions,’
they may underperform on assessments like
OSCEs, where competence is based on demon-
strating the series of steps required by novices to
come to an accurate conclusion. This seeming
“de-skilling” of experts under circumstances
designed for novices is a phenomenon known to
the cognitive psychology community as expertise
reversal [16]. We suspect expertise reversal
effects when we meet a student with extensive
clinical experience prior to medical school (e.g.,
a nurse, physician’s assistant, EMT, or engineer)
or students who are uniformly judged as excep-
tionally sophisticated by clinical faculty, or both.
In these cases all that is required for effective
remediation is “examination coaching” strategies
to assist the student in passing high stakes perfor-
mance exams like the CCSE.

2.11 Human Resources

for Remediation

Our CCSE remediation team consists of clinician
educators, one each from pediatrics (L.T.), inter-
nal medicine (A.K.), and surgery (J.O.) (10 %
effort each). In addition, we have a research sci-
entist/data analyst (10 % effort) and a full time
project assistant who plans and implements the
CCSE, with the assistance of temporary staff on
the days of the exam, and then supports the reme-
diation process. In the past 2 years, we have
added an administrative director (S.Y.) (10 %).
Remediation students are referred to any or all of
the following specialists as appropriate: an orga-
nizational psychologist with experience in
improving professional verbal and nonverbal
communication skills that are key to patient
encounters (see Chap. 10), a drama therapist
(who also recruits and trains our SPs) who
coaches students to practice clinical communica-
tion skills with an SP, a learning specialist who
conducts neuropsychological assessments and
coaches students with learning disabilities (see
Chap. 7), and a psychiatrist with expertise in
medical student mental health. In most cases
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remediation resources are either grant-funded or
provided by the Dean’s Office.

2.12 Do We Have a“Theory
of Remediation in Medical
Education”?

The word remediation is provocative. Lay peo-
ple are truly perplexed (“What does that word
mean?”’), fellow medical educators sigh with
relief (e.g., “Thank goodness, I thought I was
all alone in this work!”), and students physi-
cally shrink away (“How horrible, I thought I
was getting by”).

As is clear from the many diverse contributions
to this book, remediation is an area of medical
educational practice drawing on many theoretical
frameworks and learning theories. But it is also, in
and of itself, becoming a distinct area of research
and theorizing (see Chaps. 1, 19, and 21). A set of
principles is emerging upon which to base our
practice and to identify gaps in our knowledge
(see above).

2.13 Conclusion

If we are to honor our social contract with the
public and maintain our integrity as a medical
profession, we will need to continue to improve
our ability to assess and learn from our own
clinical performance and that of our trainees. As
assessment strategies in medical education
become more sophisticated with the implementa-
tion of programs of assessment for learning (see
Chap. 1), ideally remediation efforts will be bet-
ter integrated throughout the curriculum rather
than as separate formal programs for students
with late-identified deficits in clinical skills. Until
then, we must continue to respond to clinical
deficits with the full force of our creativity and
commitment, ensuring that our graduates are pre-
pared to be safe, effective, and responsible physi-
cians. We share our experience to contribute to
the conversation about creative and innovative
approaches to this work springing up in all realms
of health professional education.
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Appendix
S
@U School of Medicine
NYU LANGONE MEDICAL CENTER
<<DATE>>
Dear <<STUDENT>>,

This past February, third-year medical tudents at NYU SoM were required to participate in the
Comprehensive Clinical Skills Exam (CCSE), a half-day 8-station Objective Structured Clinical Exam
(OSCE) that tested core clinical skills across all clerkships. The CCSE is designed to assess clinical
competence based on standards determined by the NYU SoM clerkship directors as supported by the
Dean’s Office and consistent with structure of the USMLE Step 2 Clinical Skills Exam.

Analysis of student performance on the exam enables us to: 1) provide students with individualized
feedback on their clinical skills in comparison to class results; 2) prepare students for the USMLE Step 2
CS exam, a requirement of Medical licensing ; and 3) provide NYU SoM with valuable feedback on the
effectiveness of our curriculum.

The CCSE report card is a summary assessment of your performance across all stations of the exam
distilled into four separate scores—communication, history gathering, physical exam, and clinical
reasoning as demonstrated in the patient note.

Please be assured this is a highly standardized and reliable exam.
We encourage you to use this information to reflect on your own clinical skills, taking advantage of your
fourth year of medical school to improve any areas of weakness.

Satisfactory completion of the CCSE is a required component of graduation. Overall performance on
the CCSE will be indicated on your final transcript as a “pass” or “fail.”

Poor performance criteria include:
performance at or below the bottom (10") decile in two or more competency areas (as listed
above) or
markedly poor performance in communication alone.

Students who failed this exam are identified in the enclosed report card and will be provided with a
more detailed analysis of their performance as part of an individualized remediation program.
Following remediation, such students will be required to pass a new exam in order to receive a passing
grade on their transcript. If you have any questions or concerns about your performance, the exam or
remediation opportunities, please contact <<PROGRAM COORDINATOR>> at <<PHONE>> or
alternatively via email at <<EMAIL>>.

Sincerely,
Co-Directors of CCSE and Deans of Curriculum and Student Affairs
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<<STUDENT>>

Overall
Performance:
Fail

CCSE Reporting Guide

Communication

Standardized patients in each of the eight scenarios rated student communication skills, based on four
components of the medical interview: organization, information gathering, relationship building, and
patient education and counseling. Scores are reported as percent items from a standardized
communication checklist rated done well.

History Gathering

Standardized patients rated student history gathering skills using content-specific history checklists
developed by the relevant clerkship director(s). Scores are reported as percent of items from the
history checklist rated done well.

Physical Exam

Standardized patients recorded whether each student performed the expected physical exam
maneuvers and the level of skill with which the exam was performed based on specific behaviors
defined by the clerkship directors. Each standardized patient was trained in the physical exam by a
clerkship director or an experienced NYU attending designated by the clerkship director.

Overall scores are reported as percent of expected physical exam maneuvers done well by the student.
Physical examination scores are also provided for each case as such skills may be quite specific.

Clinical Reasoning

You were asked to write patient notes after each of seven cases. Faculty, using a standardized
grading rubric, rated the clinical reasoning demonstrated in each of those notes, focusing on
organization, identification of relevant findings and differential diagnoses. Faculty then rated
overall clinical reasoning on a 4-point scale (1=poor; 2=fair; 3=good; 4=excellent). These overall
ratings were averaged across the seven cases to arrive at a summary Clinical Reasoning score.

We also provided you with information on the percent of accurate findings notes and the number of
notes rated by faculty as “organized”.
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How to Interpret the Results:

Your individual scores in each of the above skill areas are displayed in the following graphs. We have
also provided you with the average score of your class to aid in interpretation. Class scores one standard
deviation above the mean and one standard deviation below the mean are displayed with an error bar.

Based on careful analysis, student performance may be interpreted as follows:

Students performing one or more standard deviations above the mean likely possess excellent
skills and will likely perform well on similar tests in the future.

Students within one standard of the mean likely possess at least adequate clinical skills and are
likely to pass similar tests in the future, but they may have specific areas in need of improvement.

Students with scores more than one standard deviation below the mean possibly have weak
clinical skills, as measured by this type of exam, and will benefit from an increased effort to
improve such skills through practice or, in some cases, specific remediation. Test anxiety may
contribute to poor performance on the exam; practice often helps this situation.

Note: % Well Done = percent of rated items for which you received a well done (vs. not or only partly
done). A 0% means that you didn’t get full credit for any of the assessed items. Missing data are
indicated by N/A for Not Available.
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YOUR SCORES ON THE 2013 CCSE Communication,
History Gathering, Physical Examination

OVERALL

<<STUDENT>>: Communication, History Gathering and Physical Exam Scores

4 Your Score
Class Mean (Error Bars=+/-1 Std Dev)
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Communication History Gathering Physical Exam

Due to the specificity of physical examination skills, we also provide you with percent well done
scores for the assessed physical examination skills within each of the 6 physical exam cases.

: sl YOUR SCORE CLASS MEAN CLASS RANGE CLASS RANGE

Physical Examination % Done Well % Done Well 1 Std Dev 1 5td Dev Above
Case Specific Scores Below Mean Mean
Abdominal Exam 35% 45% 26% 66%
Musculoskeletal Exam 30% 43% 27% 59%
Cardio/Neck Exam 20% 38% 17% 59%
Neurological Exam 8% 55% 37% 73%

Cardiovascular/Pulmonary : .

EXam 40% 51% 35% 67%
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Frequency
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YOUR SCORES ON THE 2013 CCSE
Clinical Reasoning

OVERALL
Clinical Re asoning (from Patient Notes)
L, T Youw Sore
s Class Mean (Error Bars = +/- 1 Std Dev)
s
=
Ea.0 Excellent
*
5
:gs.n Good
= ]
.5
| |
‘E2.0 : Fair
-«
:1.5
1.0 Poor
Clinical Reasoning
% Notes with Clinical
Reasoning Rated as Good
or Excellent
W% of YOUR Notes
m Mean % of CLASS Notes
’ -5”‘ 42%
Additional Information on Your Patient Notes
Class Distribution
Your Mean Score
Patient Note Scores (Std Dev) Class Mean Score | -1 5td Dev + 1 Std Dev
% Accurate History
Findings Noted 50% 53% 45% 61%
% Accurate Physical
Exam Findings Noted 40% 41% 30% 52%
# of Notes Rated as
“Organized” 4 6 5 7
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STANDARDIZED PATIENT GLOBAL ASSESSMENT

Standardized Patients were asked to indicate on a scale of 1 to 4 (1 being the lowest and
4 being the highest) if they would recommend you to a family member or friend who was
seeking a physician. This score can be viewed as reflecting an aspect of “patient
satisfaction.”

Note that these ratings are not used to determine CCSE pass/fail decisions. We
nonetheless believe these ratings are a good indication of the Standardized Patient's
impression of the encounter and suggest how patients might perceive an encounter with you
under similar circumstances.

The table shows how many of your eight cases fell into each of the four “recommend” rating
categories. The table also displays the number of cases in each “recommend” category,
averaged for the entire class.

SP GLOBAL
RATING 1 (lowest) 2 3 4 (highest)

# of YOUR
cases™

2 5 1 0

# of cases,
averaged for the 0-1 1-2 4-5 1-2
class

*If the number of your cases does not add up to eight (the total number of cases in the exam) it is due
to missing data

The patient note serves many important purposes. It is the only way to document
your encounter with a patient. It must communicate clearly to other health care
providers and to you the next time you interact with the patient. On the following
page we share our insights and advice on writing a patient note, having read
CCSE students’ patient notes from each of the eight stations.

All students saw the same patients and had equal time and space to document
the encounter. However, there was a wide range of quality among students’
notes.
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To illustrate the technique behind writing a good patient note, we crafted a note
based on the following case, which is not a case from the CCSE:
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Anthony is a 6-year-old asthmatic who was brought into the emergency room by his
mother after a cyanotic episode. You have been assigned to the case.

Your tasks:
139. Take a focused history
140. Perform a respiratory and cardiovascular exam

141. Discuss possible differential diagnosis and initial work up
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A complete biomedical
database gives a detailed and
accurate picture of the

patient’s experience of the

Always begin with
the chief complaint

Include significant positives and negatives from history of present/illngss, past medical
history, review of system(s), social history, and family history.

CC: 6 yo Latino m with h/o asthma c/o “turning blue™.

HPIL: 6 yo m with h/o worsening asthma over the last 6 mo. The pt had been stable over last 2
wks on Flovent and Singulair when he awoke at 3 AM coughing ¢/o chest pain. Mother went
immediately to his room where she found him coughing and holding his chest when he

Pertinent

negatives e - E 2 ias :
La ad “turned blue™ and became unresponsive x 3min. Mother denies body stiffening, shaking,
positives urinary or fecal incontinence, or postictal behavior. Pt had been otherwise well day before,

with good appetite with normal activity. Denies recent fever, URI symptoms, or h/o
palpitations. Denies other episodes of syncope but did have one other “choking episode™ at
night when he turned “a little blue™ but did not “pass out™.

are critical

PMH: none except asthma.

Meds: singulair, flovent and prn albuterol.

FH: father + epilepsy, sister + asthma; No h/o cardiac disease or sudden death

SH: + parents recently separated. living with mother and sister, mother + financial stressors

S
PHYSICAL EXAMINATION: Indicate only pertinent positive and negative fi

patient’s chief complaint.

te the
Only use standard
abbreviations!

AN

Alert and responsive, cooperative with exam, in no acute respiratory distres
HR 96, RR 24, BP 106/68

Car: Regular rate and rhythm, normal 5152,

No murmurs, rubs or gallops. PMIin 5" intercostals space, midclavicular line.

Resp: Chest normal shape and diameter, no retractions or nasal flaring,

Lungs clear to auscultation bilaterally with good air entry, normal IE ratio. No rales, rhonchi or
wheezing appreciated.

Ext: no clubbing, cap refill < 2 sec

Neuro: CN [I-XII intact, nl DTR throughout, nl strength throughout

4

DIFFERENTIAL DIAGNOSIS: In order of NEXT STEPS: List immediate plans (up to 5)
likelihood (with 1 being most likely), listup to 5 | for further diagnostic workup and/or
potential or possible diagnoses for this patient’s | therapeutic management:

presentation (in many cases, fewer than 5

diagnoses are likely): Workup must be
) . o consistent with history
1. GE reflux with acute aspiration 1. Chest x-ray and DD.

(]

. Cardiac arrhythmia (prolonged QT vs, SVT) 2. Esophageal impedance

. Seizure 3. ECG

4.EEG A good workup plan

5. Referral to social work |  addresses symptoms and
discomfort, patient

Every diagnosis in your education, and next steps.
differential must be supported
by your history

. Ext. air way compregsion
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In order of likelihood (with | being most likely), list up to three possible diagnoses for this patient’s
presentation. Provide supporting evidence for and against each diagnosis based on your findings
(history and physical) from the case.

Diagnosis Supporting Evidence for] Evidence Against Diagnostic Work-up:
diagnosis diagnosis Diagnostic tests AND
anticipated results for given
diagnosis
1 Chest x-ray — possible infiltrate
-coughing -no prior history Esophogeal impedance — evidence
-chest pain -no h/o vomiting of reflux
GE reflux il & Akt ‘s
g -cyanosis -normal lung exam Bronchial alveolar lavage — lipid
\’\-Itf.l d(fll‘(: -symptoms positional laden macrophages (evidence of
aspiration (occurred when lying down) chronic aspiration)
2.
: . -chest pain -Regular rate and rhythm on . :
Cardiac -syncopal episode exam IIEICIO R '-h}_'t}g'\'l_,,r gt
arrhythmia -cyanosis -No h/o palpitations olter momifor: =L Lyt
(i.e., SVT) -No prior h/o syncope
-No family h/o cardiac
disease/arrhythmia
3: ) o
i -no tonic-clonic movements -EEG - seizure activity
Seizure -Syncopal episode -no incontinence
-Family h/o epilepsy -no prior seizure hx

For the most likely diagnosis what would be the next steps in management?

Monitor 02 saturation, oxygen as needed

Anti-reflux medications (histamine-2 receptor antagonist or proton pump inhibitor)

Consider antibiotic treatment for aspiration pneumonia if evidence of infiltrate on CXR

(ampicillin-sulbactam).
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“She Needs to Read More”:
Helping Trainees Who Struggle
with Medical Knowledge

Jeannette Guerrasio

Abstract

Medical trainees must be able to master large volumes of knowledge
quickly to be academically successful and competent to practice clinically.
About a third of struggling medical learners have insufficient medical
knowledge. In this chapter, through case examples and use of Bloom’s tax-
onomy as a theoretical framework, the author demonstrates how medical
knowledge deficits can be distinguished from other types of academic dif-
ficulty. Once a medical knowledge deficit is identified, strategies to address
this should be tailored to the etiology of the problem. In the experience of
the author, who is the founding director of a comprehensive remediation
program serving medical students and residents, the most common pre-
dominant underlying causes for a significant medical knowledge deficit in
medical students are lack of committed study time, distraction, and anxiety
and poor self-confidence. Questions to help the learner clarify the issues
contributing to their insufficient working medical knowledge are offered.
Specific remediation strategies are described in detail and illustrated with
case examples. In addition, a list of study tips and test-taking strategies has
been included to assist in remediation of these medical learners.

an unprecedented level of sustained concentra-
tion and necessitates developing new, more rigor-
ous learning strategies. In one study, when asked

3.1 Introduction

Learning enormous amounts of information is
the sine qua non of medical school. Students
struggle with the volume of facts they need to
commit to memory. For most, to succeed requires

J. Guerrasio, M.D. (IX)

University of Colorado School of Medicine,
Aurora, CO, USA

e-mail: Jeannette.Guerrasio @ucdenver.edu

for potential solutions to these challenges, pre-
clinical medical students most commonly
requested a course on study skills [1]. Across all
4 years of medical school, the most common rea-
sons students request support services are to help
with test taking and organization and integration
of large amounts of information [2].

Failing finals is often a surprise for the student but
not the teacher. [3]

A. Kalet and C.L. Chou (eds.), Remediation in Medical Education: A Mid-Course Correction, 39
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Insufficient medical knowledge is prevalent
among students who struggle in medical school.
At the University of Colorado School Of
Medicine, starting in 2006, we developed a com-
prehensive remediation program, which serves
all levels of medical trainees. Medical students
can self-refer to the program or are enrolled if
they fail, receive negative comments on evalua-
tions, or are identified by the course director as
otherwise performing poorly. Insufficient medi-
cal knowledge is the single most common deficit,
identified in 38 % of the medical students referred
to the program [4].

Interestingly, despite how common it is, our
experience is that insufficient medical knowledge
is “overdiagnosed” by clinician educators who
are sensitive but not specific in identifying reme-
diation issues [5]. After investigation by the
remediation committee, it turns out that many
students thought by preceptors to “need to read
more” actually have adequate foundational
knowledge bases but struggle instead with other
issues such as application of that knowledge in
the context of clinical reasoning, problems with
interpersonal communication, performance anxi-
ety, and/or disorganization. Because of this, and
in order to effectively address the problem, all
students reported to have a medical knowledge
deficit should be assessed carefully before they
are pressured to “read more.”

3.2 Distinguishing a Medical
Knowledge Deficit from

Other Deficits

Nationally standardized examinations, such as
the United States Medical Licensing Exams
(USMLE) Steps 1, 2, and 3 and the National
Board of Medical Examiners (NBME) Subject
Exams, are designed to measure medical knowl-
edge [6] with high reliability. Reviewing the
student or resident’s academic record or asking
a learner if they passed all prior standardized
exams may help differentiate medical knowl-
edge problems from other deficiencies. If a
learner, for example, passed USMLE Step 1 on
her first attempt and scored a 200 or better, then

J. Guerrasio

foundational medical knowledge is unlikely
the problem, and it would be more fruitful to
evaluate her clinical reasoning and related heu-
ristic biases, communication skills, or mental
health issues, such as anxiety. If the learner
failed the USMLE Step 1 and then passed on
retest by one point, there is a better chance that
weak foundational medical knowledge is the
primary problem.

Sam is getting ready to start her third year
of medical school, which marks the start of
her clinical clerkship rotations. She failed
USMLE Step 1 twice and passed it on her
third attempt with a 188, the lowest possi-
ble passing score that year. She is inter-
ested in improving her test scores, as she
will have to take USMLE Steps 2 and 3, as
well as individual NBME subject
examinations.

For students who fail medical knowledge
examinations, further investigation will elucidate
the cause of the knowledge deficit, so that a tar-
geted and individualized remediation plan can be
created. Answers to the following questions will
paint a comprehensive picture of the learner’s
examination challenges:

e How did you score on other standardized
exams such as the Scholastic Aptitude Test
(SAT) for college admissions, Graduate
Record Exam (GRE) for graduate school
admissions, Medial College Admission Test
(MCAT) for medical college admissions, and
USMLESs compare with your peers? Was your
performance consistent across all components
of the exam, or did you score low in one area
and high in others?

e Has your performance on exams throughout
medical school been consistent? Can you
identify a point in time that performance sig-
nificantly worsened? If so what was happen-
ing in your life at that time, and did your study
habits change?
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e Is your knowledge gap global or related to a
specific topic or set of topics?

* What approaches have you been using to
study? Can you describe your study habits in
detail?

* Do you have a previously diagnosed learning
disability?

Upon further questioning, Sam reports get-
ting a 1,400 on her SAT which places her in
the 95th percentile of all college-bound
high school students in the United States
and MCAT scores of 10 in physical science,
11 in biological science, and 10 in verbal
reasoning. Her total MCAT school of 31
put places her in the 82nd percentile of US
medical school applicants. Her scores are
not unlike her high-achieving peers. Sam
scored just about average on her first two
courses in medical school.

If a learner reports that they have always
been a “bad test taker” or had an injury or ill-
ness that resulted in a change in performance,
neuropsychiatric testing may be informative
(see Chap. 9). If the knowledge deficit is lim-
ited to one or two topic areas, a successful
remediation is more likely. Reviewing the
learner’s study skills is also important. If the
learner is putting in sufficient time but study
strategies are inefficient (e.g., reading the same
textbook over many times rather than summa-
rizing the material into briefer study tools),
study skills coaching can make a remarkable
difference. If the learner has been previously
diagnosed with a learning disability, that stu-
dent’s experience with accommodations (e.g.,
extra time for exams, use of a calculator for cal-
culations or computer for writing) should pro-
vide guidance for what will work in the future.

Sam’s “pump and dump” (also known as
“binge and purge” or “brute force”) study strategy

When asked to discuss her study strategies,
she admits that because the grading policy
is passlfail, once she was confident that she
could pass her courses, she stopped going
to class. Instead, she sleeps until noon,
attends labs in the afternoon, and watches
video recordings of the lectures from home
in the evenings, often at double speed. She
feels this is a more “healthy” approach
since she had more control over her time
and energy. She has been cramming before
exams. Starting 2 days before the exam, she
repeatedly review lecture notes and text-
book chapters taking brief breaks to eat
and sleep.

At the end of the pre-clerkship curricu-
lum, she failed the USMLE Step 1 exam
twice. Prior to her third attempt, she enrolled
in a review course, and neuropsychological
testing did not reveal a learning disability.
She has subsequently passed the exam.

is a problem. This approach is among the least
effective in producing future recall of informa-
tion and application of that information to new
problems. Studies of human learning reveal that
the most durable learning, with the least “forget-
ting” or degradation of learning, occurs with: 1)
spacing study of a particular content over long
periods of time; 2) studying strategies which
include frequent testing of recall using short-
answer-type questions, rather than multiple
choice questions which test recognition rather
than recall; and 3) interleaving the studying of a
variety of topics rather than “blocking” study
time by spending large amounts of time on a sin-
gle topic and then moving on to the next topic [7].
Despite the weight of the evidence in favor of
these strategies, learners often perceive that they
are less effective because while these strategies—
spacing, testing, and interleaving—produce better
long-term impact on learning, this may not be
obvious in the short run. Curriculum structures
that block the material to be studied and assessment
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approaches of traditional medical schools, which
do not test material cumulatively, reinforced this
study behavior.

It is often only when durability of knowledge is
tested in the longer run that the student may per-
ceive a problem with their study strategies.

Through direct observation using Bloom’s
Taxonomy as modernized by Lorin Anderson, we
find students who struggle at the lower two levels
benefit from strategies presented in this chapter.
In Fig. 3.1 we illustrate how this information can
be used to select from among the remediation
strategies described later in this chapter.

In 1956, Benjamin Bloom chaired a commit-
tee of educators that created a classification sys-
tem for educational goals [8]. Figure 3.1
represents a modernization of this taxonomy for
learning in the cognitive domain [9]. While
recent research in learning and neuroscience
have revealed that linear hierarchical models
such as Bloom’s are unlikely to accurately repre-
sent the complexity of human knowledge struc-
tures, Bloom’s Taxonomy has stood the test of
time because frontline teachers find this model
useful conceptually in educational practice. For
instance, we find that students who struggle with
the tasks of remembering or understanding ben-
efit from remediation strategies focused on
expanding their medical knowledge, while stu-
dents whose struggles are above these levels are
more likely to benefit from work on their clinical
reasoning skills.

Imagine listening to this presentation from a
third-year medical student rounding with you in
the hospital. At what level does her deficiency
lie on the updated Bloom’s Taxonomy in
Fig. 3.1? Why?

Case Example 1: Sam

“Mr. Smith is a 55 year old male who pres-
ents with bleeding. This morning he felt
nauseated after eating toast and drinking a
bottle of beer for breakfast. About 1 h later,
he vomited the toast and about one cup of

(continued)

J. Guerrasio

bright red blood. After he vomited, he had
a sore throat and metallic taste in his
mouth. He came to the hospital because his
discharge paperwork from 2 month ago
said to return if he had any bleeding. He is
not sure what makes it better or worse,
though he does relay that doctors keep tell-
ing him not to drink alcohol anymore. He
also says that his stools have been black
and sticky for the past 3—4 days.

Mr. Smith reports nasal congestion with
seasonal allergies. The review of systems is
otherwise negative.

His past medical history is significant
for chronic obstructive pulmonary disease
on 2 L of oxygen, fatty liver disease, and
alcohol-related cirrhosis. Two months ago
he presented to the hospital with hemateme-
sis and was found to have Grade Il varices
on upper endoscopy and is status post
banding.

His medications include ipratropium/
albuterol nebulizer four times a day and
albuterol nebulizer ever 2 h as needed. He
has no known drug allergies.

His family history is significant for liver
cancer in his father and brother.

He smokes unfiltered cigarettes at 2
packs per day for a total of 80 pack
yvears and drinks three 40 oz bottles of
beer per day. He denies illicits, except
for the marijuana he smokes a few times
per month.

On physical exam, he is a thin male,
has a big belly and appears older than his
stated age. His vital signs are T 98.2°F
HR 125 BP 95/62 R 22 Sat 84 % on room
air. His sclera are yellow. His heart is
regular rate, no murmurs. His lungs are
diffusely wheezing with expiration. He
has a soft abdomen that is nontender with
bowel sounds. His liver is enlarged. He
has trace lower extremity edema. His rec-
tal exam reveals black stool.

The only lab back so far is his CBC. His
WBC is 3, HCT 24, and platelets of 53.

(continued)
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e able to create, construct or formulate a new or
unique point of view

Evaluate

Analyze

Apply

Understand

Remember

* able to evaluate, defend, or judge a decision

 able to compare and contrast in order to
differentiate between similar concepts

 able to demonstrate or illustrate a
concept

* able to describe, explain and
translate concepts

e able to define, recall, or
memorize information

Fig.3.1 Distinguishing a medical knowledge deficit from other deficits

My differential diagnosis for his bleed-
ing is a posterior nosebleed with vomiting,
gastroesophageal reflux disease (GERD),
and cancer.

I put nosebleed on the list first because
he has had nasal congestion, which he
might have mistaken for allergies, GERD
because it is so common in our society and
cancer because he has a strong family
history.

I think we should order imaging to look
for cancer and check liver cancer labs, con-
sult ENT to make sure the nose isn’t actively
bleeding and an upper endoscopy biopsy
for GERD. He also needs two large bore
1Vs for blood and serial CBCs every 4 h.”

What is the quality and relevance of Sam’s
medical knowledge? As the attending physician
hearing this case, you would notice immediately
that Sam has come to the wrong diagnostic con-
clusion about this patient, who is likely to be
having an emergent, life-threatening GI bleed
from esophageal varices rather than a nosebleed
and liver cancer. Once you check that the patient
is receiving appropriate care, you turn your atten-
tion to the learning needs of the student.

Sam is not semantically accurate or competent;
she uses the term “hematemesis” and diagnoses

“Grade 1II varices,” but you suspect she does not
understand their specific meanings. She is likely
repeating terms she heard from supervisors or read
in the patient chart. While she has collected a good
deal of information, it is not obvious she knows
which components of the physical exam are perti-
nent to assessing a patient with liver disease and
gastrointestinal bleeding. For example, she does
not comment on orthostatic vital signs, skin pallor
or lesions, or tests of ascites. Considering the tax-
onomy in Fig. 3.1, Sam appears to lack a firm
foundational level of factual knowledge. She does
not remember to refer to yellow sclera as icterus,
liver cancer as hepatocellular carcinoma, or black
stool as melena. She doesn’t quantify the size of
the liver as would be routine. She does not appear
to know which imaging tests are appropriate to
assess for hepatocellular carcinoma or to check for
alpha-fetoprotein in the serum.

Now compare and contrast this presentation of
the same patient by another struggling third-year
medical student:

In response to this type of presentation, we
have heard colleagues exclaim, “This student,
Jackson doesn’t know anything. He needs to read
more!” For comparison, this presentation, unlike
Sam’s, conveys that he has at least some medical
knowledge in this content domain. Jackson is
semantically savvy, able to use terminology like
melena, telangiectasias, and icterus accurately.
He demonstrates that he knows what to look for
in a patient with liver disease. He also knows the
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Case Example 2: Jackson

Take 2:

Mr. Smith, our patient, has been very patient,
allowing two medical students to interview
him. This time, Jackson presents to the team:
“Mr. Smith is a 55 year old male who pres-
ents with bleeding. He felt nauseated this
morning after eating toast and drinking
12 oz of beer. About 1 h later, he vomited
the toast and had about one cup of bright
red hematemesis. After he vomited, he had
a sore throat and metallic taste in his
mouth. He came to hospital because his
discharge paperwork from 2 month ago
said to return if he had any bleeding. He is
not sure what makes it better or worse. He
has had melena for the past 3—4 days and
said that doctors keep telling him not to
drink alcohol anymore.

Mr. Smith reports nasal congestion with
seasonal allergies. The review of systems is
otherwise negative.

His past medical history is significant
for chronic obstructive pulmonary disease
on 2 L of oxygen, fatty liver disease and
alcohol-related cirrhosis. Two months ago
he presented to the hospital with hemateme-
sis and was found to have Grade II varices
on upper endoscopy and is status post
banding.

His medications include ipratropium/
albuterol nebulizer four times a day and
albuterol nebulizer ever 2 h as needed. He
has no known drug allergies.

His family history is significant for
hepatocellular carcinoma in his father and
brother.

He smokes unfiltered cigarettes at 2
packs per day for a total of 80 pack
years and drinks three 40 oz bottle of
beer per day. He denies illicits, except
for the marijuana he smokes a few times
per month.

On physical exam, his is a thin male, has
a big belly and appears older than his

(continued)
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stated age. His vital signs are T 98.2°F HR
125 BP 95/62 R 22 Sat 84 % on room air.
His sclera are icteric. His skin has both tel-
angiectasias and caput medusa. His heart
is regular rate, no murmurs. His lungs are
diffusely wheezing with expiration. He has
a soft abdomen with positive bowel sounds,
that is nontender. His liver is enlarged. He
has trace lower extremity edema. His rectal
exam reveals black sticky melena.

The only lab back so far is his CBC. His
WBC is 3, HCT 24, and platelets of 53.

My differential diagnosis for his bleed-
ing is a posterior nosebleed with vomiting,
gastroesophageal reflux disease (GERD),
and cancer.

I put nosebleed on the list first because
he has had nasal congestion which he
might be mistaken for allergies, GERD
because it is so common in our society and
cancer because he has a strong family
history.

I think we should order a right upper
quadrant ultrasound to look for cancer
and check an AFP, consult ENT to make
sure the nose isn’t actively bleeding and
an upper endoscopy biopsy for GERD. He
also needs two large bore IVs for blood
and serial CBCs every 4 h. Oh, and a
bone marrow biopsy to find out why his
platelets are so low.”

appropriate diagnostic tests for each of the diag-
noses on his differential. In contrast, he seems to
be missing the most likely unifying explanation
for this patient’s presentation. He is not recogniz-
ing the pattern (also referred to by psychologists
as a schema or script) which is immediately rec-
ognized by more experienced clinicians. For
Jackson, reading more and memorizing more will
not remediate his clinical reasoning deficit the
way that work to increase his clinical experience
and explicit work on his clinical reasoning will
(see Chap. 6).
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Both these students “didn’t get” a life-
threatening diagnosis. To help Sam it is important
to understand if the primary underlying issue is
lack of medical knowledge and or a clinical rea-
soning deficit. To do this her attending asks her
the following question:

Sam, how would a patient with a variceal bleed
present?

If Sam is unable to answer this fact-based
question, then we can assume her medical knowl-
edge is limited. If she is able to answer this and
other similar questions correctly, medical knowl-
edge is unlikely her deficit in this content domain,
but rather she struggles with synthesis of infor-
mation and pattern recognition. Other examples
of fact-based questions include:

e What are the most common signs and symp-
toms of gastritis?

e What physical exam findings would you expect
to see in a patient with cirrhosis? How does
cirrhosis cause thrombocytopenia?

Sam is unable to answer basic fact-based
questions. The residents supervising her on
the clerkship clinical team report that her
knowledge deficits are global and not
related to any one disease, organ system, or
specialty of medicine. Sam reports that she
hasn’t had as much time as she would like
to study on this rotation and has not yet pur-
chased the text recommended by the clerk-
ship director. In the past week, her attending
suggested she read about the presentation
and diagnosis of pancreatitis and to look up
the differential of upper gastrointestinal
bleeding, but she has not done so yet.

3.3 Remediation Strategies

Since many struggling students believe putting
more time into familiar study strategies will
improve their performance, external input to
help them master new, more efficient strategies

is usually required [10-12]. We illustrate this
by describing remediation tailored to three
commonly encountered types of student issues
that interfere with knowledge gain: lack of
committed study time, distraction, and anxiety
with low self-confidence. Consider using the
algorithm in Fig. 3.2 to identify the problem
and the best remediation strategy. In tailoring
remediation programs, we seek to create oppor-
tunities for students to develop study strategy
expertise and improve lifelong learning of med-
ical knowledge by taking them through cycles
of effortful practice, tailored feedback, and
self-reflection. These are the key components
of deliberate practice critical to developing
expertise [13, 14] (see Chap. 1).

3.3.1 Remediation Strategy A:
Lack of Committed Study

Time (Sam)

We have found it critical to create a highly struc-
tured remediation process with students such as
Sam who need explicit guidance toward high-
yield material and the appropriate depth of learn-
ing. It is especially important to make specific
recommendations with strict time lines and
clearly state that the process will take an extended
amount of time and frequent and regular meet-
ings with a supervisor. We give specific reading
assignments with source and page numbers (e.g.,
“Internal Medicine Essentials for Clerkship
Students, pages 75-99”), rather than leaving this
up to the student by saying, “read about cirrho-
sis.” Initially, we are careful to choose material
that is directly related to course or clerkship
objectives and is of manageable length to be
completed during the time available.

We work with the student to develop a specific
study schedule including both the number of pages
to be read and short-answer practice questions to be
completed per day and week. If possible, we corre-
late the reading with clinical activities and make
specific assignments for the student to do before,
during, or after an educational experience. In this
way, we model effective ways to blend background
and just-in-time reading with experiential learning.
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Fig.3.2 Approach to a learner identified as having medical knowledge deficits

For students who routinely cram for exams, a
strategy that may work in the short run, it is
important to encourage them to actively learn
material in depth to facilitate long-term retention
and clinical application. As they read about a
patient case, learners should be encouraged to go
beyond answering the “what and how” questions
and ask “why” questions. For example, if the stu-
dent is reading about a patient with a flare of
Crohn’s disease, the student should prepare to
discuss not only that steroids are indicated and
how to administer them but also why treatment
with steroids is the best strategy.

3.3.1.1 Importance of Individual
Characteristics

Individual characteristics have been found to be
determinants of learning and performance, apart
from one’s cognitive abilities [15]. Personal char-
acteristics associated with achievement include
openness, conscientiousness, dependability, curi-
osity, intellectual engagement, and mastery ori-
entation—seeking to master the material rather
than merely score well on an exam [16—18].

Millions saw the apple fall, but Newton was the
one who asked why.

—Bernard Baruch

Those who procrastinate and work to
avoid appearing incompetent—a performance
orientation—are most likely to underachieve
[19]. Making students aware of this and asking
them to reflect on their own characteristics may
help motivate them to change their behavior
around and attitude toward learning. Engaging a
student in a dialogue about the need for physi-
cians to develop lifelong learning skills and a
mastery orientation will help motivate them to
put effort into changing ineffective study habits
(see Chap. 13).

To take advantage of the “learning through
testing” effect mentioned above, the student
should be expected to take weekly quizzes based
on her required reading, to both encourage her to
adhere to the study schedule and focus her study-
ing on identified gaps in knowledge rather than
simply restating or rereading material. If practi-
cal, the quizzes should require students to pro-
vide short answers (e.g., fill in the blank to
stimulate recall) rather than MCQ-type questions
which rely on recognition of the correct answer.
This can be created efficiently by asking students
to answer MCQ questions before looking at the
answer options. This is often called the “cover
the options” approach.
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Lastly, give the student the opportunity to
reflect on new study methods. What have been
the pros and the cons of having such a strict study
schedule with weekly quizzes? What has she
noticed about how this has affected her perfor-
mance in the clinical setting? Does she now have
more to add to patient or education discussions?
Is she better able to follow these discussions?
Ideally, in this metacognitive way (Chap. 13),
you can facilitate the student making positive
links between greater effort on her part and the
greater level of commitment in her achievement
from faculty [20].

3.3.2 Remediation Strategy B:
Distracted Student (ADHD) with
Chronic Low-Test Scores (Raj)

While he enjoyed his rotations in obstetrics
and gynecology and internal medicine, Raj
failed the NBME subject tests in his first
two clinical clerkships, and he is not sur-
prised. He reports that he has always been
a “bad test taker” but is adamant that his
medical knowledge is as good as his peers
as demonstrated on his clinical perfor-
mance evaluations.

All three subscores of his MCAT as well
as his preclinical exam scores were consis-
tently in the bottom quintile of his class.
Raj spends 2 h every evening reading the
review textbook recommended by the clerk-
ship, plus completing practice questions.
He desperately wants to address this situa-
tion. When asked for more detail, he admits
to only being able to complete two to five
pages of reading per night and about two
or three practice questions. He finally
admits that he carries the diagnosis of
Attention Deficit Hyperactivity Disorder
(ADHD) and that because he feared being
stigmatized, he has not requested testing
accommodations or sought treatment.

Attention deficit hyperactivity disorder is one
of the most common learning disorders seen in
medical schools, and it is associated with poor
attention, impulsivity, distractibility, restlessness,
impaired organization and time management, and
procrastination [21, 22]. These features impact
both the acquisition of knowledge and test tak-
ing. While both male and females are affected by
ADHD, girls are diagnosed at a lower rate [23,
24] (see Chaps. 9 and 12).

Without support, these students are unable to
get through an adequate proportion of the material
during their study time and retain less of it com-
pared to their peers. With earlier diagnosis of
learning difficulties and more effective interven-
tions for people with ADHD, increasingly stu-
dents arrive in medical school with a much more
sophisticated understanding of their situation and
are better prepared to strategize effectively and
advocate for their own learning needs. The prog-
nosis for students like Raj is good if competent
study skills coaching is available. This includes
focus on organizing study material, transforming
from passive to active study strategies, and learn-
ing strict time management techniques. Referral to
determine if medication treatment is appropriate is
also important (see Chap. 12).

3.3.2.1 Study Skills Coaching

Study skills coaching is readily available in most
academic communities. Even if the individual
coach has no prior experience working with pro-
fessional school students, in our experience most
are able to work effectively with medical students
in consultation with an experienced clinician
educator.

Strategies that help students become active
studiers include requiring students to maintain
and follow a detailed study calendar, which
includes both exact material to cover in a time
period and regular breaks (e.g., “joy breaks”).
A student should be coached to take written notes
as he reads and advised to keep a list of the chal-
lenging content. He should create his own mne-
monics, visual maps, charts, pictures, and
algorithms from the extracted material. Students
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should summarize each section or teaching ses-
sion in writing, identifying the major themes,
important facts, the take-home points of figures,
tables, and cases, and write down any questions
they still may have about the material [20]. Their
self-generated questions can then be discussed
with their mentor, supervising residents, super-
vising or course faculty, and in study groups with
their peers. Innovative technology is available to
assist students with difficulty “capturing” infor-
mation in writing (see Chap. 9).

3.3.2.2 Time Management

Time management is essential to remediation and
improves exam scores [25]. Many students with
ADHD struggle to manage their time during an
exam: either they rush through questions due to
their underlying impulsivity or get distracted and
don’t have enough time to finish. For test taking
itself, there are numerous helpful strategies.
Getting to know the test, including its format, the
number of sections and the number of questions
per section, the types of questions being asked,
and how much time they will have for each sec-
tion, is critical. For some tests, a breakdown of
topics is also helpful as it will direct the learner to
study the highest-yield topics first. Direct students
to practice exams or sample questions such as
USMLE World questions or even Kaplan flash
cards on the 200 most likely diagnoses, Diagnosis,
and Pharmacology and Treatment [26, 27].

3.3.2.3 Training for Test Taking

Practice answering questions has been shown to
directly improve testing performance [28—33]. The
practice test environment should simulate the level
and type of distractions of the actual testing envi-
ronment and accurately mimic the exam, with the
same number of questions and allotted time.
Students should practice answering the easiest
questions first, then complete the remaining ques-
tions, rather than answering questions in order and
be encouraged not to rush as they will be more
likely to make careless errors. On the other hand, if
a question is taking more than 4-5 min, they
should move along to the next question. During the
final 2 min of the time period, have the learner fill
in answers to the unanswered questions. They
should not leave any questions blank [26, 27]. As a
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benchmark, for performing well on the USMLE
steps, the average student needs to read one review
book series, completely from start to finish, at
least once, then study their note and complete
1,500 questions. An alternative focused strategy is
to complete 2,500 questions and thoroughly review
the explanations for each answer and look up top-
ics that they do not know well [34].

For case-based or long-format questions, the
student with ADHD should read the question at
the end of the passage first, then go back and read
through the body of the questions. This way the
distracted reader is not trying to remember all of
the details by the time they get to the question.
The more efficient student is better able to focus
on the important data, rather than trying to man-
age all of the information from the question in
their working memory. This capacity to decide
on and attend to the most critical elements of the
situation is referred to as salience determination
[35]. Starting with the question first trains learn-
ers with ADHD to improve his or her salience
determination capacity.

Another technique involves helping learners
to switch perspectives on a question. Some learn-
ers prefer to view the world through a big picture
lens and others tend to initially see each tree first
rather than the forest. Both are necessary. If the
learner is struggling with a question or concept,
have him or her try looking at it from both views.
Likewise, some learners place more weight on
concrete information, details and facts, while
other learners work better with abstract concepts
and theories. It is important for learners to under-
stand their own preferred approach and be able to
switch perspectives; this perspective switching
may help distracted learner attend longer and
therefore improve performance (see Chap. 13).

For MCQ test questions, be sure to instruct the
student to look at all of the answer choices, elimi-
nating the incorrect choices and choosing from the
remaining [26, 27]. If a learner narrows the
answers down to two choices but consistently gets
stuck, the learner lacks specificity of knowledge
and needs to go back and focus more on the details
during study, as well as the big picture. Statistically
speaking, if this occurs during the test, the student
should choose the answer furthest down on the
answer choice list. For example, if a, ¢, and d have
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been eliminated, leaving b and e, the learner should
choose e [26].

Using these techniques on practice questions
and exams will help provide the learner with
feedback on the progression of their knowledge,
the effectiveness of different study and test-
taking strategies, and optimal pacing for studying
and completely exam questions. Practice test data
should be monitored to provide feedback on the
effectiveness of study and testing strategies. Such
learning should be noted and reinforced until bet-
ter strategies become routine.

3.3.2.4 Self-Regulation

Students should identify their most productive
time of day for studying and monitor such rele-
vant issues such as how much sleep they receive
and require; use of caffeine, over-the-counter
medications, and prescription medications; and
the role of exercise and study location (e.g., stu-
dents with ADHD paradoxically prefer public
locations such as coffeehouses rather than being
isolated) in helping them with attention to study.
A medical evaluation or psychiatric evaluation
may be warranted for medication recommenda-
tions and sleep problems. Sleep and poorly
treated or untreated mental illness affect alertness
and efficient use of time. Specific distracters and
interruptions should be identified and eliminated
to make study time more efficient and more pro-
ductive [20]. The student may need advice on
confronting their family members’ and friends’
wishes and expectations to preserve the neces-
sary amount of protected study time.

3.3.3 Remediation Strategy C:
Anxiety, Confidence,
and Chronic Low-Test
Scores (Juan)

Juan admits that taking tests is extremely
anxiety provoking, and when he gets anx-
ious, it slows him down and he starts think-
ing in his native language, Spanish. Juan

(continued)

calls the school’s education specialist to
help him get ready for taking USMLE Step
1, though he isn’t sure he will ever pass the
test or graduate from medical school. In the
past, Juan consistently scored in the bottom
10% on exams and has had to repeat one
course each of the past 2 years. Juan has
been reading and re-reading the suggested
board preparation text and bank of ques-
tions for the past year, as the sections cor-
related to his classroom courses. He has
never been evaluated for a learning disabil-
ity and has never sought testing accommo-
dations. Although he lives with his family to
reduce the cost of his education, they are
extremely supportive of his study time and
proud that he is the first member of his fam-
ily to attend graduate school.

Chronic anxiety has been consistently asso-
ciated with poor performance on cognitive
assessments [36, 37]. However, the nature of
this correlation is not well delineated. While
people that are worried tend to perform poorly
[38], the data do not explicitly demonstrate that
anxiety significantly influences exam scores.
Instead, it may be that text anxiety is the result
of the deficit, not the cause [39]. Either students
with less aptitude report higher levels of anxiety
or poor study skills result in poor performance
and increased anxiety [40].

In the United States, performance on academic
subjects and achievement exam performance are
negatively correlated with being black or
Hispanic, lower socioeconomic status and paren-
tal education level, crowdedness of the home, and
renting rather than owning a home. All this con-
tributes to the finding that exam scores are lower
for those who do not belong to the Anglo-middle-
class culture [41] (see Chap. 8).

It is also known that students with higher con-
fidence ratings perform better on tests [42].
Students and residents who view themselves as
outside of the normative culture are more likely
to struggle with confidence. Students and residents
who consistently score at the bottom of their
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class will also lack confidence. The cycle contin-
ues as learners who lack confidence avoid chal-
lenging situations, such as course study groups
and higher-level discussions [43].

The main remediation strategies for learners
with anxiety, low confidence levels, and chronic
low scores include fine-tuning study skills,
increasing preparation for exams, and repetition.
As mentioned earlier, the student should take
written notes in English as he reads and attends
teaching sessions. While note-taking in the prior
case was encouraged to increase the student’s
engagement, in this case, it is to help the learner
build confidence in using both the English lan-
guage and the new medical vocabulary. Native
English speakers who do not learn languages eas-
ily may also struggle with acquiring the language
of medicine. As with learning a new language,
discussing medical terms and concepts is best
practiced with those with fluency; therefore, the
novice needs to seek out opportunities to engage
in discussions rather than avoiding them.

3.3.3.1 Taking Advantage of Aural
and Visual Learning

In addition to all the strategies mentioned above,
this type of student should audio record a summary
of their notes and listen to the recordings on their
way to work, while walking the dog, or while work-
ing out at the gym. The repetition involved in mak-
ing and listening to such recordings takes advantage
of the multimedia effect of processing information
using dual channels, both aurally (words) and visu-
ally (pictures) [44], and helps the student solidify
and retain the material in a retrievable form. Greater
comfort with the material will help decrease anxi-
ety and increase confidence walking into writing
exams and other evaluative assessments.

3.3.3.2 Slow Reading Rate

For learners for whom English is a second lan-
guage, either having immigrated to seek a medical
education or having grown up in the United States
in non-English-speaking households or communi-
ties, often notice that it takes them longer to com-
plete exams and to read and process information
than their peers. This slow reading rate may also be
seen in native English speakers (“slow proces-
sors”). Often such students have been tested and
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have received time accommodations on written
tests. Students with a slow reading rate can partially
overcome this deficit through training by complet-
ing large volumes of practice test questions under
timed conditions. It may be helpful for students
with similar struggles to share their experiences, or
even with faculty members who experienced simi-
lar challenges.

Such students need to become highly self-
aware and develop a repertoire of strategies to
ensure that they achieve their goals and meet com-
petency standards. In addition to all the study and
test-taking strategies discussed above, the student
or resident may need a mentor’s support to estab-
lish boundaries with others or give up other non-
academic tasks and responsibilities to preserve the
necessary amount of protected study time.

3.3.3.3 A Good Use of the Medical
Educator’s Time

Much of what we have covered in this chapter
can and should be done by the student working
with a study skills coach or if one is available or
competent peers who can function as tutors. The
medical teacher’s role should usually be in iden-
tifying students who need help, structuring and
monitoring the remediation process, and partici-
pating in making summary judgments about a
student’s success in remediation.

As content experts, the medical educator must
lend a hand when content is an issue. We recom-
mend content experts avoid telling information to
students who struggle and instead facilitate the
student’s learning through reviewing the practice
questions the learner got wrong. This is a practi-
cal and focused way for the medical educator to
directly assist in the remediation of the student
with insufficient medical knowledge. It allows
the expert to focus on filling specific knowledge
gaps and coaching active learning strategies.

The faculty coach should ask the student to
rephrase the question to demonstrate understand-
ing of the concept being assessed. Have the
learner explain why the given answer is correct
and the incorrect answers are wrong to ensure
factual knowledge is learned. Then work with the
learner to identify keywords to help him or her
develop the ability to distinguish salient informa-
tion from distracting facts. Encouraging the
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learner to write their own multiple choice ques-
tion on a challenging topic actively engages the
student in encoding, retrieving, and applying
information to authentic scenarios [45]. Some
course directors routinely have students write test
questions as a study strategy.

3.3.3.4 Determining When Medical or
Neuropsychological Testing Is
Indicated

All along the way, and especially if above recom-
mended remediation methods are not successful,
consider cognitive or neuropsychiatric testing to
look for new or undiagnosed learning disabilities
from physical or mental illness. Signs of an
underlying learning disability include prior diffi-
culties in school; uneven strengths such as scor-
ing high on physical science and biological
science but low on verbal reasoning; difficulty
understanding and following instructions; trouble
remembering what someone just told him or her;
difficulty distinguishing right from left; difficulty
identifying words or a tendency to reverse letters,
words, or numbers; lack in physical coordination;
frequent loss or misplacement of items; or diffi-
culty understanding the concept of time [46].
Other clues that neuropsychiatric testing would
be helpful include head trauma; failure to achieve
developmental milestones as a child, such as
delayed language development; exposure to
drugs, alcohol, or maternal illness in utero; expo-
sure to chemicals, toxins, or heavy metals; tics;
seizure disorders; substance abuse; strokes; and
psychiatric disorders (see Chap. 9).

34 Summing Up

Sam’s Story

Sam works closely with a mentor who helps
her design a study schedule. She is disgrun-
tled that she must take weekly quizzes, until
she notices that her overall performance is
improving and that her improved knowl-
edge base allows her to be more engaged
on rounds, with patient care and in working

(continued)

with the resident teams. She even received
the second highest score on her Internal
Medicine NBME subject exams.

Raj’s Story

With advice and support from his attending
physician, Raj sought counseling and phar-
macologic treatment for his ADHD. His
studying has become much more efficient
and interactive, as he has begun creating
visual maps and algorithms for everything
he reads. He no longer needs to stay up all
night to get through the required material
and is able to wake up early in the morning
to run for 45 min before work. Overall he is
feeling less burnt out, and he has passed the
remaining shelf exams.

Juan’s Story

Juan is frustrated that he must study more
than his peers. However, the time and repeti-
tion are paying off. For Juan, taking notes,
recording his own voice explaining concepts,
and listening to the recordings on his way to
work have been most helpful. He has begun
sharing his struggles with a few of his class-
mates and has found them to be very support-
ive. They have been available to discuss
concepts with him to reinforce what he is
learning, and he has found the confidence to
engage more with the resident and faculty
members on his teams. Juan took a month off
of clinical rotations to concentrate on prac-
tice questions prior to USMLE Step 2, and it
paid off. He was able to complete all of the
questions and received an average score.

We have illustrated road-tested effective reme-
diation strategies for the most common types of
medical students presenting to our program with
concerns about their medical knowledge. We
describe an approach, which is tailored to indi-
vidual learners, closely supervised and includes
deliberate practice, which is effortful, challeng-
ing, and supported with multiple sources of feed-
back and requires metacognitive awareness
through self-reflection.
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3.5 Recommendations for
Preventing and Addressing
Medical Knowledge Deficits

3.5.1 AttheProgram Level

e Consider proactive introductory classes on
study, cognitive, and metacognitive skills
[47, 48].

* Encourage use of the school’s academic sup-
port to identify resources locally [49].

* Provide a list of the most appropriate reading
material and access to question banks.

 Identify a pool of students, residents, and fac-
ulty who are skillful tutors and good role
models.

3.5.2 Attheindividual Student Level

* Help the students develop a study schedule.

e Encourage openness, conscientiousness,
dependability, individual curiosity, intellec-
tual engagement, and mastery of material.

* Warn against procrastination and effort and
time invested in appearing competent.

 Instruct the students to focus on learning and
understanding rather than just remembering or
memorizing.

* Encourage the student to take written notes on
reading and attend teaching and group study
sessions.

* Consider having the student audio record their
notes or a summary of their notes and listen to
the recordings.

e Encourage students to learn the language and
vocabulary of medicine by discussing ques-
tions that arise while studying with a knowl-
edgeable other.

» Find efficient protected time to study.

e Identify most productive time of day for
studying.

e Get at least 6 h of sleep per night.

e Limit caffeine and wuse medication
appropriately.
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3.5.3 Test Preparation Advice

* Make liberal use of practice tests and practice

questions.

*  When studying from practice questions:

— If you find you consistently narrow the
answers down to two choices, you lack
specificity of knowledge in that domain.
Read more.

— Make sure you are able to rephrase ques-
tions, explain why the given answer is cor-
rect and the incorrect answers wrong, and
identify the keywords.

— Analyze and monitor the reasons why
you get practice questions wrong. A
knowledge deficit? Why didn’t you know
this material? Not enough time spent?
Did you misread the question? Get dis-
couraged or anxious? Document lessons
learned.

— Track practice scores and document lessons
learned.

— Learn to manage time during exams.

— Take practice tests in an environment that
simulates the testing environment.

— Review lessons learned about test taking
before the exam.

3.5.4 Test-Taking Tips

Be familiar with the test format and content.
Keep track of how long it takes to complete a
certain number of questions.

Practice answering the easiest questions
first.

Do not to rush through any one question.

If a question is taking more than 4-5 min,
move on.

During the final 2 min of the time period, fill
in answers to the unanswered questions.

For long-format questions read the question at
the end of the passage first.

Try looking at questions from both the big pic-
ture view and the detailed view.



3

“She Needs to Read More”: Helping Trainees Who Struggle with Medical Knowledge

53

3.5.5 Faculty Development

Objectives

. Differentiate the presentation of medical knowl-

edge deficits from other types of deficits.

. Be able to interview learners to obtain infor-

mation relevant to designing a remediation
plan.

. Be able to implement the three remediation

plans for learners who fit into those categories.

. Construct and implement a remediation plan

from the study tip and test-taking tip lists for
learners.
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Remediation of Interpersonal
and Communication Skills

Calvin L. Chou, James Bell, Carol M. Chou,
and Anna Chang

Abstract

Learners may present with deficits in communication and interpersonal skills
because of lack of knowledge, unfavorable attitudes, low skill level, or a
combination of these factors. Overemphasis on the biomedical interviewing
model, learners’ psychological and psychiatric factors or issues of cultural or
language diversity may also contribute to communication difficulties. For
learners who need remediation in communication and interpersonal skills,
the authors describe how they have achieved success by modeling their
approach on seven principles of relationship-centered care, coaching, and
effective feedback. They also present cases that illustrate these principles.

4.1 Introduction

A psychiatrist-educator colleague pulls you
aside and tells you of a third-year student
with whom she is working and about whom
she has concerns. She has noted that the stu-
dent’s interactions with patients are awk-
ward, and he appears to make patients uneasy
with his manner. Your colleague knows that
you will be seeing this student in his next
clerkship and hopes that you can help.
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observe in their outward behaviors, many of these
students wish desperately to connect effectively
with others; however, most do not have a single
identifiable correctable “lesion” or deficiency. We
will first enumerate the most likely obstacles that
learners encounter in achieving excellent patient—
provider interactions, and then the strategies that
we have used to try to surmount them.

Learners often face obstacles to successful
communication in several areas. One key aspect
to helping remediate these learners is to identify
the area or areas on which to focus. To help with
this identification step, the faculty member can
use real-time clinical observation, using a tool
such as a mini-clinical evaluation exercise [1] or
a Brief Structured Clinical Observation [2], and/
or simulation case scenarios to identify the learn-
er’s strengths and areas requiring more skill.

We divide suboptimal communication skills into
knowledge, attitude, and skills deficits. Furthermore,
clinical reasoning skills deficits and issues such as
diverse backgrounds and interaction styles, as well
as psychological and psychiatric factors, can mani-
fest as communication skills difficulties.

Potential Causes for
Challenges in Communication
and Interpersonal Skills

4.2

Causes for Challenges in Communication
and Interpersonal Skills

1. Knowledge deficit
(a) Approach to
interviewing
(b) Clinical fund of knowledge
(c) Inability to balance communication
skills with clinical reasoning
2. Attitude deficit
3. Skills deficit
(a) Identification of nonverbal or emo-
tional cues
(b) Development of rapport
4. Psychological/psychiatric factors
. Interaction style
6. Diversity issues

patient-centered

9}
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4.2.1 Knowledge Deficit

The learner may not have a systematic approach
to patient-centered interviewing although most
clinical trainees in the current era have had expo-
sure to one of many available structured
approaches (see Table 4.1). Since clinical fund of
knowledge that informs the content and organiza-
tion of the interview a poor knowledge base will
undermine interviewing skills. Students early in
their clinical immersion experiences (e.g., medi-
cal students on their first clinical clerkship)
sometimes become so mired in or completely
distracted by getting their clinical reasoning and
diagnostic process correct that they do not focus
on the patient’s concerns, or they lack skills to
balance listening and empathy skills with clinical
reasoning.

4.2.2 Attitude Deficit

Given that most trainees have had exposure to
basic communication skills principles, a learner
may perceive that patient—provider interaction
skills are less important than other areas of clini-
cal competence (see Sect. 4.10.3, Specialized
Case).

4.2.3 Skills Deficit

The learner may lack skills to identify nonverbal
or emotional cues, or may lack skills needed to
build rapport.

4.2.4 Psychological and Psychiatric
Factors

Learners may have clinical depression or too
much anxiety (either generalized or about perfor-
mance) in clinical settings to interact well. In
these instances, empathically hearing the learn-
er’s perspective, followed by referral to a mental
health professional, is key.



Table 4.1 Selected models for learning and teaching interpersonal communication skills

Model
3 Function [12]

Four Habits [13]

SEGUE [14]

Calgary-Cambridge [15]

Kalamazoo Consensus

Statement [16]

NYU Macy Initiative [17]

Smith [18]

Components of the model

Establish rapport

Obtain information

Inform and educate the patient
Invest in the beginning

Elicit the patient’s perspective
Demonstrate empathy

Invest in the end

Set the stage

Elicit information

Give information

Understand the patient’s perspective
End the encounter

Initiating the session

Gathering information

Providing structure

Building relationship

Explanation and planning

Closing the session

Build the doctor—patient relationship
Gather information

Open the discussion

Understand the patient’s perspective
Share information

Reach agreement on problems and
plans

Provide closure

Prepare

Open

Gather

Elicit and understand patient’s
perspective

Communicate during the exam
Patient education

Negotiate and agree on plan

Close

Set the stage for the interview

Elicit chief concern and set

agenda

Begin the interview with non-focusing
skills that help the patient to express
themselves

Use focusing skills to learn symptom
story, personal context, and emotional
context

Transition to the middle of the
interview

Obtain a chronological description of
the HPI

Past medical history

Social history

Family history

Review of systems

End of the interview

Features

Simple to remember; more intuitive
approach

Explicitly includes patient’s perspective
Data in both inpatient and outpatient
settings that corroborate utility of model

Sequential approach
Lack of explicit naming of emotion

Specific, sequential steps within the model
include suggestions

Summary of large group of researchers
Combines strengths of several models

Comprehensive, sequential

Very specific, sequential steps

Detailed explanation of each step of the
interview, including biomedical aspects
Patient outcome data in internal medicine
residents that support its use
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4.2.5 Interaction Style

It is important to recognize when learners are
highly introverted or on the continuum of autism
spectrum disorder (see Chap. 13).

4.2.6 Diversity

Learners with cultural or language diversity may
not follow or understand social norms implicitly
understood by indigenous groups or native lan-
guage speakers.

C.L.Chouetal.

You arrange a meeting with the student
to discuss these observations, saying, “I’d
like to help you be more effective with
patients. Can we meet tomorrow afternoon
to talk about this further?”

Your initial steps in this meeting will include
these goals:

Step 1. Establish a supportive learning

4,3  Step 1:Establishing a
Supportive Learning
Environment

When the student arrives on your clerk-
ship, you observe his interactions with
patients, and indeed you see that his man-
nerisms are distracting and awkward.
Generally, the student has poor eye con-
tact and stammers when interacting. After
a patient completes a series of statements
and awaits the student’s responses, there
is an uncomfortable pause. When a patient
says something with emotional valence,
the student does not detect these and
moves forward with review of systems
questions.

Review of previous coursework showed
that there had been no prior concerns
about knowledge base; he had performed
at the class mean on the majority of pre-
clerkship written exams. Comments from
faculty observers in his pre-clerkship inter-
viewing skills course showed no glaring
deficits. However, some comments from
standardized patients in the end-of-second-
year OSCE reflected a sense of awkward-
ness but did not specifically describe the
deficits.

(continued)

environment

Step 2. Demonstrate your expertise on the

topic and process of communica-

tion skills by modeling those tech-

niques with the learner

Listen to and acknowledge the

learner’s emotions and understand

his/her perspective

Step 4. Encourage reflection on strengths

Step 5. Share one or more objective obser-
vations of learner performance
and encourage self-reflection

Step 6. Emphasize that it is important for
the learner to initiate the develop-
ment of his/her own learning plan
that is based on both self-reflection
and feedback

Step 7. Determine a period of time for
implementation followed by check-
ing in on progress, revisiting learn-
ing plans, and modifying learning
goals for continual improvement

Step 3.

We strongly recommend that conversations about
remediation begin with getting to know the
learner as a person—the equivalent of taking a
social history with a patient. Showing genuine
interest in the learner maximizes the possibility
of establishing a strong foundation of partner-
ship, trust, and “unconditional positive regard”
[3]. In addition, stating an explicit commitment
to work with the learner and to speak as nonjudg-
mentally as possible can enhance the learning
climate in this delicate time period.
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Sample statements: “As we begin our work
together, it is important to me to get to know you as
a person. What kinds of activities do you do that
you love? What influenced you to choose medicine
as a career? If you were not in the medical profes-
sion, what would you be doing?”

These questions are not idle cocktail party
conversation. Answers to these questions can
reveal the learner’s underlying passions, moti-
vations, and strengths. Eliciting learner
strengths in this appreciative manner can
often help remediators link personal attributes
to potential goals.

4.4  Step 2:Demonstrating
Expertise About the Topic
and Process of Communication

by Modeling

It is essential that remediators of communication
skills exhibit fluency and flexibility themselves in
one or more models of communication (Table 4.1)
and use those same principles when interacting
with struggling learners. The process of remediat-
ing communication skills depends as much on
modeling exemplary behaviors as it does on teach-
ing and facilitating learner behaviors. To explicitly
apply principles of patient-centered communica-
tion skills to the remediation process, we favor an
iterative process of interactional “AART” (see box).
Too often, struggling learners are subject to passive
learning practices, where remediators merely tell
their perspective without first eliciting the learner’s
thoughts. This approach may result in the learner
playing a less active role in his/her own learning.

Iterative, Interactional “AART”

Ask and frequently elicit the learner’s
thoughts

Actively listen and reflect the content of the
learner’s words

Respond with empathy

and only then:

Tell new insights from the remediator’s
perspective

4,5 Step 3:Listen toand
Acknowledge Emotions
and Understand the

Learner’s Perspective

You learn that this student felt great shame
about his poor performance. He knew
something was wrong but could not identify
exactly what by himself. He knew that he
felt anxious whenever interacting with
patients, and this anxiety was heightened
during observations (as with his psychiatry
clerkship). He felt that all of his classmates
were “superstars,” and that he could never
compete with them.

Learners whose patient—provider interaction
skills are judged to be lacking often feel a wide
range of emotions, including embarrassment,
frustration, sadness, awkwardness, and defen-
siveness. Many equate poor performance with
not being a nice person, or worse yet, being
devoid of compassion—for most, a very con-
demning self-judgment that exactly contradicts
the reason why they chose medicine as a career.
Often learners will say, in self-defense, “when
I’'m in a real clinical situation [as opposed to a
standardized or observed encounter], my patients
like me.”

Therefore, it is usually helpful to plumb the
emotions behind the learner’s reactions. Parallel
to the process of emotional partnering with
patients in clinical encounters, connecting emo-
tionally with a learner undergoing remediation
helps to build trust in the relationship. By express-
ing empathy and forming a connection, the work
of remediation is more of a collaborative partner-
ship and less of a required imposition. Rather
than reacting only with statements like, “Well,
you need to perform on this exam,” or, “I can
only evaluate you on what I observe,” empathic
statements such as those patterned after the mne-
monic “PEARLS” (see box) [4] can be very
helpful:
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“PEARLS”

* Partnership: “I want you to know that I
am committing to work with you on this.”

* Emotions: “I imagine it is frustrating to
feel that you are being judged on situa-
tions that may feel inauthentic to you.”

* Apology: “I’'m sorry you’re having to go
through this process.”

* Respect: “You have done a lot of work;
I’m glad to hear that your patients work
well with you.”

* Legitimization: “These exercises can
feel contrived. Anyone might feel awk-
ward about having to go through this
learning experience.”

* Support: “We can use your strengths
to build skills and help lessen your
frustration.”

Getting on the same page and fully empathizing
with the learner is highly powerful: from that
stance, a remediator can more easily explore
additional topics, such as

“I'd like to hear your ideas of how you might suc-

ceed on this exam, given that it doesn’t feel com-
pletely real to you.”

A word of caution: just because you may
acknowledge the learner’s emotions initially
doesn’t mean they will remain dormant for the
remainder of the remediation process. The emo-
tions arise again and again. Continuing to work
on emotional connection with empathy skills will
reap continued rewards.

4.6 Step 4:Encourage Reflection

on Strengths

Once the emotional connection begins to develop,
supporting the learner’s strengths and passions
can restore some of his/her confidence. Often in
remediation, the tendency is for both remediator
and learner to focus on deficit detection and

C.L.Chouetal.

elimination—what the learner is not doing well,
and behaviors that the learner most wishes to
change. An alternative approach is to turn instead
to Appreciative Inquiry [5], a learning process
that builds on success rather than focusing on
deficits (see Chap. 18). The premise underlying
the appreciative inquiry model is that all learners
have strengths upon which they can build.
Focusing on behaviors that encourage positive
outcomes allows the learner to start from a place
of known strength and comfort, which enhances
the chance of further success. Additionally, hav-
ing the student reflect on ideals of performances
they have seen may also be helpful; this exercise
serves as a point of inspiration for learners who
find difficulty seeing anything laudatory in their
own performances.

“Based on the video of your interaction with this
patient, 1'd like to hear from you about areas that
you believe you are doing effectively.”

“I agree that you use steady eye contact when
introducing yourself to the patient.”

One caveat, however, is that low-performing
learners may overestimate their abilities; deft
handling of these situations, without reinforcing
behaviors that should not be reinforced, is key.

(In discussing an area of possible disagreement):
“I am hearing that you think your eye contact with
the patient effectively communicated caring.”

This student desperately wished to connect
with patients and was highly motivated to
learn specific techniques to bring him in
connection. He thinks he had been an
excellent test-taker throughout college and
the first part of medical school; he just
buckled down and forced the information
into his head.

“It sounds like one of your strengths is not only to
take tests but also to assimilate information in a
way that makes sense to you. I am also glad to hear
that connecting with patients is very important to
you, and I am excited to work with you to develop
those skills.”


http://dx.doi.org/10.1007/978-1-4614-9025-8_18
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4,7  Step 5:Observe the Learner’s
Performance, Encourage
Self-Reflection, and Give

Direct Feedback

Direct observation—whether it be in real time or
via review of video recorded encounters, using
role play or with a real or standardized patient—
provides primary data for analysis. We recom-
mend following the same process of “AART” used
previously at the time of getting to know the
learner: begin with Asking the learner for his/her
own assessment of performance, Actively listen to
the learner’s responses and compare his/her self-
assessment with your own impressions, and begin
to determine if the learner’s strengths can be drawn
on to effect needed changes. Then, continue by
Responding with empathy, affirming those things
she/he did well and demonstrating your under-
standing of the learner’s self-assessment, and con-
clude by Telling your own impressions of the
learner’s areas of strengths as well as areas that
need work, and discussing next steps for practice
and improvement. As previously mentioned,
struggling learners tend to assess themselves more
positively than their actual level [6, 7]; therefore,
developing an increasingly accurate self-reflective
eye is the only process by which learners will con-
tinually improve. (See Chaps. 13 and 14 for more
on reflection and metacognition.) Following the
iterative “AART” process of eliciting self-
assessment and providing reinforcing feedback
early and often in the relationship can help the
learner to gain that accuracy and achieve success.

Initially this student wished to work on
skills using role play, with the faculty mem-
ber playing a range of patient presenta-
tions. To the student, this felt much more
manageable, and with the faculty member’s
understanding of the student’s goals, exer-
cises could be tailored specifically to this
student’s level of need.

One central tenet in developing expertise is an
emphasis on deliberate practice with structured

feedback [8]. It is important to set the learner up
for small successes that build on each other. For
example, one can start with a controlled or
simulated scenario that allows the learner to
employ strategies highlighting one of his/her own
strengths. As the remediator focuses feedback on
the effective behaviors that the learner exhibited,
the learner can start from a position of success.
Subsequently, the remediator can construct incre-
mentally more challenging practice sessions that
present progressively more challenging obstacles
for the learner. The confidence gained by recent
successful experiences allows the student to dis-
cover successful behaviors in these more chal-
lenging sessions. The educator can then deliver
specific feedback to enhance behaviors that hone
in on the desired skills.

The skill of engaging in specific feedback is
important for learners in remediation and can
be anxiety provoking (see Chap. 15). Feedback
sessions that are frequent, planned in advance,
and initially focus on reinforcing behavior more
than corrective behavior modifications reduce the
anxiety for the learner and the faculty member.
One simple format for feedback, using the
“AART” framework noted above, is to follow
these steps:

1. Create an environment that allows for privacy
and comfort.

2. Take an emotional reading of the learner:
“How do you think that went?”

3. Elicit the learner’s perception of successful
aspects of the interaction.

4. Confirm those items that actually added to
success. Add any not noted by the learner.

5. Elicit the learner’s perception of aspects of the
interaction that did not add to success or that
could be done differently.

6. Confirm those items that did not add to suc-
cess. Add any not noted by the learner. Be
careful to focus on a few items that are most
critical. An overwhelming number of items
may have a negative impact on learning.

7. Elicit from the learner any “take-home” items.
Allow the learner to state back learning points
in his/her own words.

Using a structure for feedback reduces the
potential negative emotional impact and allows
for collaboration (see Chap. 15).


http://dx.doi.org/10.1007/978-1-4614-9025-8_13
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Upon initiating feedback after a simulated
patient encounter involving a disengaged
teenager, the student demonstrates frustra-
tion with the lack of progress toward under-
standing the patient’s motivation and the
amount of time “wasted” during the inter-
view. The faculty member names the per-
ceived frustration, indicates that teenage
patients are often less able or unwilling to
speak spontaneously during the interview
(demonstrating understanding while respect-
ing the student’s frustration), and then sup-
ports the frustration as a positive indicator
that this student was able to perceive a bar-
rier to connecting with this patient. The emo-
tion of the learner is validated and through
creating the partmership, the ensuing correc-
tive feedback or suggestions for future suc-
cess are more likely to be accepted by the
learner.

4.8 Step 6:Emphasize
Development of Personal

Learning Plans

Effective learning plans are written documents
with specific goals and interventions toward
those goals. Learners often struggle at first to
develop personal learning plans because they
have previously had no active role in generat-
ing learning goals and how to reach them.
Work by Knowles in adult learning theory sug-
gests that learner-generated interventions and
goals result in increased frequency of applica-
tion of interventions and increased success
toward goals [9]. (See Chap. 13 on the role of
learning plans in metacognition.)

“Tell me an area where you would like to improve.”

“When you watch the video of that interaction,
where did you feel that you struggled?”

Often, learners name many goals that reme-
diators have not considered, usually making

C.L.Chouetal.

those goals worth pursuing for learners’ personal
growth. After identifying several of the learner’s
own goals, the remediator can take the opportu-
nity to ask for permission to add another goal
or two.

“Are you open to a suggestion or two from my per-

spective?” [This is where pre-establishing exper-
tise in this area can bolster your position.]

“You mentioned earlier that your eye contact
helped your communication with patients. 1'd like
to analyze those phases of these encounters with
you more closely—I have a different perspective.
Can we agree to put that on your learning plan?”

Goals as part of learning plans are most effec-
tive when they are “SMART”: specific, measur-
able, attainable, relevant, and time-bound [10].
The student can be challenged with beginning a
draft of a learning plan based on the discussion of
topics to be addressed. However, it is important
and helpful for the faculty to revise the learning
plan with the student in order to improve the util-
ity of the plans. Some sample learning plans for
this student might be:

“The next time I need to prepare a patient for hear-

ing bad news in an encounter, I will change my

tone of voice to be serious, not lighthearted, and I

will make a statement that gives them a warning

that the news is serious. I will say . . .”

“When the patient starts to cry, I will allow silence

instead of continuing to speak. I will hand them

tissues. After I count to 10 or when the sobbing has
subsided, I will gently ask them to share their
experience by saying ...”

Because this student’s strengths were
test-taking and a desire to connect, goals
collaboratively developed included: using
a Sstructured, standardized approach to
each encounter; making certain to use at
least one empathic statement during each
history of present illness; remembering to
ask about the patient’s explanatory model
of illness, and using the technique of sum-
mary to check his understanding of the
patient’s illness.


http://dx.doi.org/10.1007/978-1-4614-9025-8_13
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4,9  Step 7:Revisit the Learning
Plan and Modify Future

Goals

A learning plan is best used as a guide for contin-
ued intervention. Frequent review of the learning
plan during remediation not only serves to verify
intervention strategies but it also aids in recogniz-
ing progress. As the student works through the
goals, new goals may emerge which are then used
to update the learning plan.

4.10 Adapting the Approach to
Specific Circumstances

4.10.1 Learners Who Lack Verbal
Rapport-Building Skills

These learners feel compassion and empathy and

possibly communicate them nonverbally but do

not verbalize their empathy in a way that patients
can appreciate.

Remediator: [after eliciting effective behav-
iors from the learner and other areas to
improve] I wonder if I could bring up an
observation.

Learner: OK.

Remediator: [ noticed that while your eye
contact and vocal tone showed caring, I didn’t
hear a specific empathic statement.

Learner: But [ was empathetic.

Remediator: / saw your intention, but I'm not
certain that the patient did. I was guessing
that you were feeling the patient’s frustration,
but a more precise tool to communicate empa-
thy is an actual verbal statement.

Learner: They sound too touchy-feely.

Remediator: I'm hearing you feel uncomfort-
able saying words that communicate emo-
tion. At the same time, did you know that for
both surgeons and internists using a verbal
empathic statement actually shortens their
office visits?

Learner: No, I didn’t.

Remediator: It’s hard for patients to read our
minds. I wonder if you could find expressions
that would allow you to connect verbally with
a patient without sounding too hokey.

4.10.2 Learners with Intransigent
Attitudes

One approach is to gain understanding of the learn-
er’s ultimate professional goals and to draw con-
nections between these communication skills and
those goals. For instance, succeeding in fields
based on interactions between colleagues of differ-
ent disciplines and professions invariably requires
excellence in interpersonal skills.

Learner: I don’t need to learn this stuff. My patients
will like me because I can save their lives.

Remediator: I’'m glad to hear that you plan on
establishing medical expertise. Tell me what
areas of expertise you wish to achieve.
Another approach uses appreciative inquiry

(see above and Chap. 16): ask the learner what

characteristics define the most exemplary clini-

cians s/he has seen.

Remediator: Tell me of a time when you saw one
of your role models do what you admired.

Remediator: And now tell me how that role
model interacts with team members [data
gathering—potentially this role model does
not interact well].

Remediator: I’m wondering what your feelings
and thoughts were when you first saw that role
model in that interaction. Do you feel it is
acceptable for that role model to scream in the
operating room?

After establishing the learner’s perspective,
use the opportunity to share knowledge about
outcomes and pitfalls of ineffective communica-
tion skills for any practicing physician, including
decreased efficiency, increased malpractice risk,
poor patient outcomes and experiences of care,
and poor provider well-being.

I'm curious if you know data on the relationship

between the quality of interactions of exemplary
physicians in your field and malpractice risk.


http://dx.doi.org/10.1007/978-1-4614-9025-8_18
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4.10.3 Specialized Case: Adaptation
of the Approach to a
Residency-Level Learner

The internal medicine residency program
director asks you to meet with a first year
resident because of poor performance on a
standardized patient communication skills
assessment. You view the videos of the
interactions in advance of the meeting and
observe a lack of empathy, the resident’s
inability to modulate his speedy and abrupt
pace to the patients’ emotional tone and
tempo, and an insistence on adhering to
his own agenda at the expense of that of
the patient, to the point of being argumen-
tative. In his initial meeting with you, he
expresses that he prides himself on his
interactions with his patients and is not
sure he’s going to gain much from working
with you. He admits that there was “a lot
going on” for him on the day of the assess-
ment and that he feels that his performance
on that day did not accurately reflect his
skill level. He feels he develops good rap-
port with those around him.

How can you engage this learner
in improving his skills?

e Empathize with his difficulties on that day and
with the artificial nature of an interaction with

a standardized patient.

e Further establish a supportive learning envi-
ronment by acknowledging his sense of his
own strengths and suggesting that your time
together will help him to be even better than

he already is.

* Spend time getting to know the resident, such
as where he is from, where he trained, why he
chose internal medicine, and where his career
aspirations lie, as this builds rapport and
allows you as the remediator to assess his

motivations.

e Appreciate those areas that he feels are his

strengths.
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Ask for examples of times when he felt that he
did well.

Ask him for examples of when he observed
or experienced excellent communication
skills.

He cites many positive influences for good
communication, including how doctors
took the time to meet with his family while
his grandmother was a patient; a doctor in
medical school who served as a role model
for him in patient, colleague, and staff
interactions; and an ICU attending during
his internship year who took the time to
understand patients’ perspectives.

He also reflects on his experiences with
a patient during an ER rotation who was
viewed by everyone else as a “difficult
patient.” The patient, who was initially
refusing to talk, finally began to open up
when he took the time to empathize and lis-
ten to her concerns instead of only telling
what he wanted.

At this point, what is your diagnosis/
assessment of this learner’s
communication skill ability

and confidence?

L]

The resident’s attitude toward the importance
of communication skills is a positive one
(although his attitude toward his need for
work in this area is questionable). He agrees
that empathy is an important aspect of patient
care. However, his confidence about his abil-
ity to display empathy may outstrip his actual
ability to do so.

He does have a degree of self-awareness
because he knew that the standardized
encounters had not gone well; however, he
may also have some blind spots if he believes
that he is demonstrating empathy when he is
not doing so.
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How else can you diagnose the learner?

e In order to ascertain if his perception of his
performance is congruent with reality, you can
review the tapes with the resident and deter-
mine the accuracy of his self-assessment.

* You can also plan to spend some time observ-
ing the resident interacting with his patients
and debrief these interactions with him in real
time or afterward.

e Conversing with and reviewing evaluations
from those who have worked with him in the
past can also add important data.

How would you go about reviewing an

interaction with the resident?

* Ask the resident for his own assessment of his
performance first.

* Focus on strengths, asking him to name things
that he did well.

e Once you have established some nascent trust
and he is feeling more secure, then begin to
explore areas that he can improve.
Remediator: Tell me what you feel you did

well in this interaction.

Resident: / think I showed compassion toward
the patient.

Remediator: Can you give me specific exam-
ples, for instance, phrases that you used, to
demonstrate compassion?

You point out that he may have felt for the

patient, but that more of a demonstration of

empathy is needed.

He recognizes that he foucused excessively
on achieving his biomedical agenda rather
than acknowledging the patient’s emo-
tional needs. You commend him on his
observation and point out that, rather than
being a nuisance to have to manage the
strong emotion from the patient, if handled
well, it can serve as a means for under-
standing where the patient is coming from
and ultimately gain the patient’s trust and
ultimately achieve the desired biomedical
outcome.

How would you go about designing

a learning plan with this learner?

e Ask the learner to summarize what he has
learned to date.

e Ask him to list what he feels he did well, and
what he could do differently.

e Setup a follow-up meeting time to observe his
skills, and ask the learner both what he wants
to work on in the interim and what you will be
looking for in the observed interaction at the
next meeting.

The resident identifies two areas that he
wishes to work on: (1) negotiating an
agenda with the patient, and (2) dealing
with strong emotions during confronta-
tional encounters with patients.

Remediator: [ agree that those are good
areas to focus on. Is there anything else?

Resident: No, I think that is about it.

Remediator: May I make a suggestion to add
to your list?

Resident: Sure.

Remediator: I would be interested in seeing
how you demonstrate the empathy that you
feel for the patient’s situation.

e Ask the resident to remember how his mentors
demonstrated empathy.

* Assess his knowledge and skill level for dem-
onstrating empathy and review mnemonics for
empathy (for example, PEARLYS) if he is not
aware of these approaches.

4.11 Conclusion

Remediation can be a challenging endeavor for
the learner as well as for the remediator. We have
found that this structured, seven-step approach
can lead to major improvements in learners’
communication and interpersonal skills [11].
Approaching the struggling learner from a per-
spective of coaching and unconditional positive
regard, can be a challenging, especially if reme-
diators find they have little in common with their
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learners. Also the remediators must self-reflect
and investigate one’s own blind spots or issues of
countertransference with a learner, and consulta-
tion with trusted colleagues and experts in these
skills. Courses such as those held by the
American Academy on Communication in
Healthcare can also deepen skill sets and provide
connections and feedback from these colleagues
and experts.
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Remediation of Physical

Exam Skills

Tahlia Spector and Cha-Chi Fung

Abstract

Novice clinicians vary greatly in physical examination (PE) skill levels. In
this chapter, the authors define common PE deficits, explore institutional
and educator constraints to educating about physical exam skills, describe
methods of identifying learners needing remediation, describe potential
tools that can be used in remediation, and, finally, revisit each of the major
PE skills deficit domains with illustrative cases and specific remediation
strategies for those cases.

“Observe, record, tabulate, communicate. Use your
five senses. Learn to see, learn to hear, learn to feel,
learn to smell, and know that by practice alone you
can become expert.”

—Sir William Osler [1]

5.1 Introduction

Novice clinicians demonstrate a diversity of physi-
cal examination (PE) skill levels. Learners’
approaches to and facility with the PE are influ-
enced by many factors, ranging from knowledge
and application of physiology and pathophysiology,
to personal biases and perceptions, to workplace-
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based experiences (the “hidden curriculum”) during
the preclinical years and clerkships. In this chapter,
we will briefly name and define common areas of
deficits for PE skills, describe methods of identify-
ing learners needing remediation, describe potential
tools that can be used in remediation, and, finally,
revisit each of the major PE skills deficit domains
with illustrative cases and specific remediation
strategies. Notably, there is usually some overlap
between domains, and students often exhibit more
than one deficit.

5.2  Deficit Domains for Physical

Examination Skills

Deficit domains for physical examination skills
1. Basic motor and technical skills

2. Experience and medical knowledge

3. Interaction

4. Clinical reasoning
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5.2.1 Motor/Technical Skills Deficits
Typically, these deficits are readily observable in
the mechanical delivery of the skill—for exam-
ple, palpating the thyroid incorrectly, insufficient
force when percussing the lungs or abdomen to
produce adequate percussion tones, or auscultat-
ing using the bell of the stethoscope instead of
the diaphragm.

These types of deficits, however, may indicate
more complex educational system issues.
Students often learn the mechanics of PE skills
(for example, auscultating the lungs from one
side to the other in at least four places) in class-
room settings, on peers, or on standardized
patients. This method, though efficient and least
disruptive to busy clinical practice, separates the
relevance of PE skills from actual clinical con-
texts. A seasoned clinician, for example, would
auscultate the lungs differently in a patient sus-
pected of having a pneumothorax vs. one sus-
pected of being in heart failure. In addition,
students quickly pick up poor habits, such as lis-
tening to the heart and lungs through the patient’s
gown, from residents (or even attendings) on
clinical rotations, and remediating faculty should
remain aware that this strong hidden curricular
force around the PE can thwart their efforts.

5.2.2 Experiential/Medical
Knowledge Deficit

Learners with this type of deficit usually exhibit
some ability to perform an appropriately focused
exam but have difficulty with one of two types of
exam: what to look for in a well-person visit or a
follow-up examination for a chronic illness (for
example, the PE for an annual check-up or a
3-month diabetes follow-up), or inability to dis-
cern subtleties between disease entities (for
example, mistakenly identifying the dry “Velcro”
crackles of interstitial lung disease as “rales” of
congestive heart failure). Unless accompanied by
other deficits, this scenario typically represents a
teaching opportunity to expand a student’s expe-
rience and knowledge base.

T. Spector and C.-C. Fung

5.2.3 Interactional Deficit

This deficit constitutes a communication skills
problem—how learners interact with the patient
during the physical exam, and how they commu-
nicate physical exam maneuvers, results, and
findings. These deficits can range from forgetting
to wash their hands, to awkwardly performing
aspects of the physical examination, to poor or
omitted explanations to the patient about maneu-
vers the physician is doing, to not recognizing a
patient’s confusion during a jargon-filled expla-
nation. (Please refer to Chap. 4 for a more com-
plete discussion of remediating communication
deficits.)

5.2.4 Clinical Reasoning

This may represent the most challenging to diag-
nose, as there are multiple steps in the clinical
reasoning process (see Chap. 6). Many students
know how to perform the specific maneuvers or a
complete examination but lack the ability to
select the relevant (focused) physical exam
maneuvers to perform based on a presenting situ-
ation: they know “how” to do the exam but not
“when” to do the exam [2].

Overall, the problems encountered can be
found on a spectrum. At one end, learners dem-
onstrate a complete disconnect or lack of organi-
zation. These students may not have generated a
list of differential diagnoses prior to initiating the
exam. They may not understand that the physical
exam is supposed to support and refute the dif-
ferential diagnoses created. These students per-
form almost the same exam on every patient and/
or do not have an organized approach to the
encounter that causes them to miss the diagnostic
boat completely. In a clinic setting, this is the stu-
dent who is the “data collector.” He/she asks the
history questions according to a formula, then
performs a formulaic exam, presents the findings,
and expects the resident or attending to synthe-
size the information provided. In an exam setting,
he/she may run out of time to perform any exam
because of a disorganized approach. In the middle
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of the spectrum is a learner who creates a limited
differential diagnosis, and, therefore, a limited
and inappropriate exam ensues. This may be due
to omitting dangerous entities or often due to pre-
mature closure. Alternatively, the learner may
create an appropriate differential diagnosis, but
not know what they are looking for on exam, or
what positive findings represent. Finally, at the
other end of the spectrum, and often difficult to
differentiate from medical knowledge deficit, the
student may not know what specific maneuvers
represent or how they help differentiate between
disease processes.

5.3 Identification of Learners
Although seasoned clinicians would ideally
observe learners in multiple patient encounters in
their entirety to identify PE skills-related deficits
in clinical reasoning, knowledge, and/or skill,
logistical constraints usually limit this type of
comprehensive direct observation and feedback
[3]. Often, and more viably, faculty observe
learners performing small “essential” parts of an
exam, allowing for identification of some techni-
cal and interactional deficits. Unfortunately, the
format by which most learners’ skill levels are
assessed typically relies on conference room-
based “rounding”—hearing patient case presen-
tations that include the exam findings [4].
Although rounding efficiently addresses routine
patient care issues, it poses inherent challenges to
clinicians trying to accurately identify learners’
weaknesses in PE skills.

Without direct observation, the accuracy of
findings obtained by student’s examination comes
into question. For example, when told that the
“neuro exam was unremarkable,” which compo-
nents of the exam were done? If the learner reports
diminished reflexes, is this due to a physiological
problem, or were they just poorly elicited? Perhaps
the learner didn’t appreciate (or even listen for) a
carotid murmur but was “coached” about its pres-
ence by a resident. Finally, the interactional com-
ponent of bedside manner and approach to
performing sensitive exam maneuvers cannot be
assessed during these rounds. The ultimate danger
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is that inaccuracies can significantly compromise
the validity of patient management plans. As a rel-
evant aside, many have written about a “hidden
curriculum” among clinicians denigrating the
value of the physical examination because of the
presence of laboratory or imaging modalities.

Directed teaching and/or assessment of the physi-

cal examination can potentially interrupt perpetua-

tion of these myths.

Despite the logistical constraints posed by
busy clinical practice, several structured opportu-
nities, all of which require direct observation by
seasoned faculty clinicians, allow for the identifi-
cation of learner weaknesses in PE skills:

* Bedside teaching—Often used to demonstrate
a patient’s exam findings to a group of stu-
dents or residents (and not intended to put any
learner on the spot), bedside rounding can
allow a learner to demonstrate PE skills and
can effectively highlight motor, experiential,
and interactional deficits.

e Semiformal patient interaction—(e.g., clinical
evaluation exercise—CEX, Mini-CEX [5], or
BSCOs—Brief Structured Clinical
Observations)—These are structured opportu-
nities to observe a learner perform specific
parts of a clinical encounter and are more flex-
ible in terms of the setting and time. However,
faculty must know that multiple observations
are necessary when using these tools to
achieve an acceptable level of accuracy in
assessing a student’s performance [5].

e Formally structured skills courses or
workshops—These structured learning experi-
ences are specifically designed to teach spe-
cific skills (for example, cardiopulmonary or
musculoskeletal examination techniques) that
use standardized or real patients in small
group settings and present opportunities for
direct observation of student performance.

e Formal testing—(e.g., OSCEs—Objective
Structured Clinical Examinations using
Standardized Patients) [6]—Multiple sta-
tions with clinical encounters using stan-
dardized patients present opportunities for
faculty clinicians to review focused encoun-
ters and to identify deficits in clinical rea-
soning, knowledge, and skills. In addition,
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standardized patients complete checklists of
historical, PE-related, and interactional
components of the exam that assess learn-
ers’ clinical performance in a standardized
setting. These exercises are expensive to
carry out and thus would not be ideal for
many clinical learning settings [7, 8].
However, especially if they are videotaped,
OSCEs can provide objective information
about learner performance. For learners
with deficits, faculty can review perfor-
mance with learners, encourage learner self-
reflection, and prescribe individualized
remediation plans [9-11].

5.4  Approaches to PE Skills

Remediation

Once we identify the learners needing assistance

and the scope of the problem, we use a three-step

approach:

1. Identification of the students’ deficit(s)

2. Creation of an individualized remediation
strategy

3. Reassessment to ensure improvement
Exercises can be categorized into four major

types: clinical activities, independent study, pre-

cepted video review, and organized group activi-

ties [12]. The remediation strategies

recommended for the domains below incorporate

some combination of these exercises to optimize

learning outcomes.

5.4.1 Deficit Identification

Faculty-Observed Clinical Performance
Assessment: This assessment can be achieved by
precepted video review or by any of the direct
observation opportunities listed above. Certain
deficits are clear from direct observations (e.g.,
technical skills and interactional elements)
while others (especially clinical reasoning) must
be ascertained by provocative questioning.
Leading the learners through the thought pro-
cess behind why they chose to examine the
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patient a certain way, what focused exam they
would do, or how they would examine correctly
if done again is paramount. A self-reflection
exercise can help prepare the student for a video
review encounter and can also help guide the
discussion with the clinical faculty member [11]
(Example 5.1).

It is helpful to review either multiple videos or
key segments of multiple encounters to see if
detected deficits are global or specific to an
encounter. This understanding can point to lack
of experience or medical knowledge as the source
of the deficit.

Example 5.1

Learners’ instructions for a self-reflection
exercise while reviewing video recording
of their clinical performance examination.
A similar exercise can be adapted to assess
learners’ thinking in actual clinical settings,
rather than in the context of video review;
however, video reviews present a distinct
advantage in building in time for reflection
and metacognition (Chap. 13).

Self-reflection Exercise
There are four QUESTIONS you need to
answer for each case. To answer them, you
will need to think back to when you were
seeing the patient for the first time and
reflect on what you were thinking during
each of the four segments listed below.

1. Before starting your video, read the
Presenting Situation provided in the
folder and answer:

“What were you thinking after reading
the instructions on the door?”

2. Start the video and stop when you have
finished the history taking portion of the
encounter and answer:

“What did you think was going on at
this point in the encounter? Do you still
feel that way?”

(continued)
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3. Start the video again and stop after you

have finished the physical exam portion
of the encounter and answer:
“What did you think was going on at
this point in the encounter? Reflecting
back, is there anything that you would
have done differently?”

4. Start the video again and stop after you
have ended the encounter and answer:
“What do you think about the encoun-
ter? Reflecting back, is there anything
that you would have done differently?”

Examples of questions to ask during
performance review:

1. After completing your history, what are the
top (3-5) disease processes in your differ-
ential diagnosis in order of likelihood?

2. What are the disease processes you are
most concerned about that need to be
ruled out?

3. What do you think is going on at this
point in the encounter?

4. What pertinent positives or negatives
were you looking for or would you look
for now?

5. If you were to perform the physical
exam again based on this differential,
describe what you would do.

6. What examination findings would sup-
port or refute that hypothesis?

7. 1 see that you listened to the [heart]:
what were you listening for? How
would you change the exam to find what
you are looking for?

8. What do you think is the best position
for the patient to be in in order to elicit
that finding? Why?

We name other means of identifying PE
skills deficits with the individual cases in the
next section.

71

Individualized Remediation
Strategies

5.4.2

5.4.2.1 Real-Time Remediation

We find it highly efficient and meaningful to take
learners to the bedside to demonstrate correct PE
techniques, discuss underlying physiological
rationale for those techniques, and to teach PE
pearls (e.g., how to examine a ticklish patient).
Obviously, when a more in-depth teaching con-
versation is needed, teaching at a patient’s bed-
side may be inappropriate.

5.4.2.2 Independent Study/Self-directed
Learning Exercises

We often pair these activities with other experiential
activities (for example, practice interactions with
standardized or real patients) in order to establish the
fundamental knowledge base needed to learn more
skills. Many of these activities can be done alone or
in small study groups. Useful exercises include:

e Listing differential diagnoses for certain chief
complaints based on age, gender, and possible
comorbidities in order of most common and
most dangerous.

e Creating charts that discriminate which
exam findings are consistent with or help
discern between different but similar entities
(Example 5.2).

e Considering what examination elements
would be required in a patient with various
chief complaints—can be done as an exercise
on a simulated patient (either role play with
another student or on paper) (Fig. 5.1).

¢ Considering what examination should be per-
formed in a well-person visit when the patient
has various underlying medical problems.
This is usually a two-step process: first, identi-
fication of the possible complications of a dis-
ease process, followed by demonstration of an
exam to look for those items (Example 5.3).

* Reading parts of a PE skills textbook or watch-
ing videos that elucidate appropriately and
correctly performed PE maneuvers. Texts that
are organized by cases or chief complaints
rather than by organ system may have the
added benefit of modeling more accurate and
complete examinations.



Example 5.2:

Example of a Focused Physical Exam exercise using a case adapted from the Hypothesis-Driven
Physical Examination Student Handbook. [13]
FOCUSED PHYSICAL EXAMINATION EXERCISE

Complaint: Abdominal Pain

Daniel, 40 years old, came to the doctor because he has been experiencing abdominal discomfort
on his right side and appetite loss. He has also noticed a low-grade fever over the past few days.
He’s been a steady drinker. You are thinking of possible alcoholic hepatitis or cholangitis-cho-
lecystitis. In anticipation of your physical exam of the abdomen, list the positive sign(s) associ-

ated with each diagnostic hypothesis.

Alcoholic hepatitis

Cholangitis — cholecystitis

Observe Sclera

Observe skin

Auscultate abdomen, all 4 quadrants

Percuss liver span

Percuss abdomen, all 4 quadrants

Palpate liver edge

Palpate spleen

Palpate abdomen LUQ

Palpate abdomen RUQ

Palpate abdomen RLQ

Palpate abdomen LLQ

Indicate on the figure where you
would examine the patient and
what you are looking for in each
of the following chief complaints:
1. Syncope in a young female

2. Chest pain in a middle aged

male

3. Abdominal pain in a young
male

&

-«

Fig.5.1 Focused exam worksheet. This exercise can be done on live humans such as standardized patients, on simula-
tors, or on a worksheet like the one in this figure (original artwork by Zachai Kalet-Schwartz)
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Example 5.3

Sample  exercise—Considering  what
examination should be performed in a well-
person visit when the patient has various
underlying medical problems.

What examination would you perform
in a 48-year-old man with diabetes at his
3-month visit?

1. Consider the possible complications of
diabetes pertaining to each organ
system.

« HEENT

» Cardiovascular

* Respiratory

* Gastrointestinal

* Genito-urinary

e Muscular

e Skin

* Neurological
2. What examination would you perform

to evaluate/rule out each of the compli-

cations above that you identified?

Describe what exam you would do

(including special tools used) and spe-

cifically what you are looking for (e.g.,

for a patient with a headache—ophthal-

moscopic exam of discs to rule out
papilledema).

5.4.2.3 Clinical Activities Focused
on PE Skills

These are activities specific to the learners’ defi-
cits and can be incorporated as part of the regular
clinical rotation. Examples include: (1) practice
with systematizing approaches to the history and
physical exams, (2) practice creating an appropri-
ate differential diagnosis that includes dangerous
entities, asking specific questions to rule these in
or out and then performing an exam that sup-
ports/refutes these entities in the differential, (3)
increase the speed and flow of the encounters to
improve patient comfort, and (4) practice per-
forming certain examinations (e.g., ophthalmo-
logical or cardiovascular exam) on each patient
during a clerkship.
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5.4.2.4 Organized Group Activities/
Courses

Courses have been designed for third- or
fourth-year students specifically to address the
deficits identified either via a structured curricu-
lum or faculty teaching at the bedside. They can
be faculty-intensive but are often very well
attended and appreciated.

e Advanced diagnostic skills course uses real
patients with chronic but stable medical prob-
lems to appreciate the subtleties of the physi-
cal exam.

* Teaching pre-clerkship students helps review
fundamental PE skills.

* Hypothesis-driven PE workshops use stan-
dardized patients to act out different medical
problems to guide learners through the rea-
soning process in conducting a focused physi-
cal examination based on a chief complaint
[14, 15].

e Evidence-based PE workshops that use the
Rational Clinical Examination series from the
Journal of the American Medical Association
to recap basic PE skills and to learn the
highest-yield disease-specific PE maneuvers.

5.4.3 Reassessment

Reassessment can take the form of any of the strate-
gies used for primary assessment. It is most helpful
to have an evaluator who is aware of what specific
deficit(s) had been the focus of the remediation to
ensure it remains a focus in the reassessment.

5.5 Tailored Remediation
for Specific Physical

Examination Deficits

Learners require individualized remediation strat-
egies depending on their learning needs and the
domain(s) involved. Strategies that incorporate
hands-on, practical, and interactive activities are
more effective than reading and shadowing alone
[16]. For fundamental knowledge gaps, reading
ideally precedes interactive case-based exercises
that promote the transfer of knowledge [17].
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For each PE skills deficit domain, we provide
some learner profile examples and the remedia-
tion plans prescribed for the specific deficits we
uncovered.

5.5.1 Motor/Technical Skills Deficit

Case 1

Frank is a third year medical student who
saw an older male with atherosclerotic dis-
ease who had gnawing back pain. Frank
palpated below the umbilicus to a depth of
about 1 cm, checking for an enlarged pul-
sating aorta. Frank did not feel the enlarged
pulsating mass that was quite obvious with
palpation to the correct depth in the correct
location and with the correct technique.

Case 2

Ming was auscultating the lungs of a stan-
dardized patient with possible asthma or
COPD during a diagnostic skills course.
She listened only to the beginning of expi-
ration before moving her stethoscope to
another area. After a discussion about the
pathophysiology of the diseases, she recog-
nized that it would be difficult to hear end-
expiratory wheezes with her technique.

Remediation

Step 1: Deficit identification:
Engage in a conversation with the student to
ascertain if there are additional deficits involved.
Besides not understanding the physiology of
the aorta and where it branches, Frank com-
mented that he did not palpate very deeply for
fear of hurting the patient. On further discussion,
the fear of causing patient discomfort was a
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recurrent problem that transcended many exami-
nation elements. This interactional deficit high-
lighted that Frank still needed to acquire the
emotional maturity needed to ultimately balance
the patient’s comfort with the need for an effec-
tive clinical exam.

Ming demonstrated an additional deficit in
medical knowledge about what exam characteris-
tics suggest severity of disease, as well as how
the character and timing of a wheeze can confer
information about the type of obstruction that
may be present in the respiratory tract.

Step 2: Real-time remediation:

Demonstrate correct technique and rationale
(e.g., physiology or pathophysiology) so students
can observe the difference between correct and
incorrectly performed techniques, and follow by
close observation of student re-performance of
the PE elements. Note that if the student requires
more in-depth teaching due to a concurrent
knowledge deficit or complete lack of knowledge
about approaching a patient, these conversations
could more appropriately occur away from a
patient’s bedside.

Step 3: Planned remediation for motor/technical

skills deficit:

Recommend resources to improve the technical

skills aspect of the physical exam. Possible

resources include:

e Physical examination textbooks
— Bates’ physical examination and history

taking [18]
— DeGowin’s diagnostic examination [19]

e Online videos or real-life/real-time demon-
stration of correct exam techniques (Bates’
Physical Examination Videos provided as part
of the textbook package; UCSD Practical
Guide to Clinical Medicine) [20]

e Course in diagnostic or physical examination
skills
We directed both students to books and online

resources and suggested studying a certain tech-

nique one day followed by deliberate practice of
that technique on every patient seen in their
clerkship the next day, considering what findings
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they would expect (even if normal). We encour-
aged them to choose a new technique once they
feel they had perfected the prior set of skills.

Step 4: Remediation for other deficits:

Frank and I returned to the patient to solicit his
experience with the “correct” exam that we had
conducted. The patient’s reassurance that the
exam was more ‘“uncomfortable” than painful
and that he understood that we needed to do
“whatever was necessary to figure out what was
going on,” referring specifically to inflicting pain
as part of the exam, reassured the student. Frank
also found it advantageous to have the exam per-
formed on him to experience the depth and degree
of discomfort.

Ming read more about lung diseases and made
extra efforts to practice auscultation on patients
with lung diseases. She was also directed to
online audio recordings that demonstrated differ-
ent breath sounds and their diagnoses (recom-
mendation: search on MedEd Portal www.
mededportal.org) [21].

Step 5: Reassessment:

This step must involve direct observation of

learner’s performance with specific feedback

after steps 1-4 above.

e Formal (standardized patient experience) or
informal (at the clinic/bedside) direct observa-
tion of learner performance

e Testing to verify improvement/mastery of
skills
Frank was reassessed at the end of his rotation

on another patient presenting with back pain.
Ming was reassessed during a clinical perfor-

mance examination of a patient with shortness of
breath.

5.5.2 Experiential/Medical
Knowledge Deficit

We divide this section into experience/knowl-
edge deficits for initial diagnosis and for manage-
ment of chronic illness.
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5.5.2.1 Initial Diagnosis

Case 3

Paulina recognized that her patient had
cellulitis. She even knew that she should
consider necrotizing fasciitis in her differ-
ential, but did not have the medical knowl-
edge or experience to identify the findings
that would help differentiate the two.

Case 4

During an observed history and exam,
Carlos determined that his middle aged
female patient had some sort of arthritis.
He couldn’t recall whether distal interpha-
langeal (DIP) joint involvement was more
common in rheumatoid arthritis or psori-
atic arthritis.

Step 1: Deficit identification:

This deficit is usually detected during a patient
presentation, with direct inquiry about how the
student could differentiate between similar dis-
ease processes. It is helpful to go to the bedside
and ask for a demonstration of the PE (if not
already witnessed) to ensure correct technique
and to ascertain if there are additional deficits
involved.

Paulina had a basic understanding about soft
tissue infections but thought that necrotizing fas-
ciitis was just a very bad cellulitis that needed
intravenous medications.

Carlos recalled something about polyarticular,
oligoarticular, and monoarticular arthritis and
that they affected different joints. He even
recalled that PIP vs. DIP involvement was a dif-
ferentiating characteristic, but could not recall
which joints were involved with which disease
process between rheumatoid, psoriatic, gout, and
osteoarthritis.
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Step 2: Real-time remediation:

Discuss using a query format about physiology
or pathophysiology and how to differentiate
between disease processes.

Paulina and her faculty advisor returned to the
patient to discuss exam findings—toxic appear-
ance, satellite lesions, pain out of proportion to
exam, rate of spread, etc.—as well as laboratory
evaluations that would be most consistent with
necrotizing fasciitis.

Carlos demonstrated his PE findings of asym-
metric joint swelling with DIP involvement. On
closer observation, we were able to discern pit-
ting in the nails and mild scaling of several exten-
sor surfaces.

Step 3: Planned remediation:

* Reading about similar diseases and examina-
tion findings that help discriminate between
them

e Making a chart of similar diseases with
expected historical and physical differences
(see Chap. 6)

e Pairing with a clinician who can provide
one-on-one guidance: practice creating dis-
criminating questions/exam characteristics that
differentiate between similar disease processes
Paulina read about soft tissue infections.
Carlos created a spreadsheet of the different

arthritides and how they differ both clinically and

historically.

Step 4: Reassessment:

This step must involve direct observation of

learner’s performance with specific feedback

after steps 1-3 above.

e Formal (standardized patient experience) or
informal (at the clinic/bedside) direct observa-
tion of learner performance

e Testing to verify improvement/mastery of
skills
After reading about soft tissue infections,

Paulina sought out additional patients and pre-

sented her findings to another attending.

Carlos referred to his spreadsheet when evalu-
ating other patients with arthritis complaints.
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5.5.2.2 Management of Chronic lliness

Case 5

During a clinical performance exam, Beth
does poorly on a case involving a patient
with diabetes who presented for a 6-month
follow-up. She does a great job assessing
the patient’s history since the last visit in
regard to diet and medication and even
asks questions about potential conse-
quences of his disease, but she has diffi-
culty focusing the physical exam. She
examines the feet for peripheral neuropa-
thy using light touch only and fails to per-
form a fundoscopic exam, a cardiovascular
exam, or check for neuropathy with a
microfilament or tuning fork.

Step I: Self-reflection exercise:
In preparation for a face-to-face meeting, Beth
was asked to review her video and complete a
self-guided reflection exercise.

Step 2: Deficit identification:

We engaged in a conversation to ascertain if there
were additional deficits involved or any other
issues that may have prevented her from per-
forming better. Beth stated that she had no idea
what, if any, examination was expected from her
with this kind of patient. She thought she was
being tested on how well she counseled the
patient on diet and exercise. During our discus-
sion, Beth demonstrated appropriate knowledge
about the expected disease progression and pos-
sible consequences of poorly controlled diabetes,
including problems involving the ocular, cardio-
vascular, renal, and neurological systems. The
additional deficit elicited in the discussion per-
tained to knowledge about which neuroanatomi-
cal tract is most affected in diabetes and about
the use of a microfilament to test for peripheral
neuropathy.
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Step 3: Real-time remediation:

Review general expectations of chronic care/fol-
low-up/well-person visits—focusing a query-
based discussion on rationale and correct
technique (e.g., pathophysiologic consequences
of progression of disease process or expected
“screening exam”).

After our discussion, Beth appropriately dem-
onstrated which head-to-toe exam maneuvers she
would have performed if allowed to repeat the
case.

Step 4: Planned remediation for awareness deficit:

* Videos of an encounter/observe a clinician
conducting such type of encounter

e Reference to national standards/guidelines
(e.g., Standards of Medical Care in
Diabetes-2012 by the American Diabetes
Association)

e Shadowing an expert clinician (must make
sure this is someone who can demonstrate the
“correct” approach or one agreed upon by a
consensus panel)

e Deliberate practice during clerkships

Step 5: Planned remediation of other deficit:

It was suggested that Beth review the pathophysi-
ology of diabetic neuropathy and the examina-
tion maneuvers that elicit findings in each of the
spinal tracts.

Step 6: Reassessment:

This step must involve direct observation of

learner’s performance with specific feedback

after steps 2-5 above.

e Formal (SP experience) or informal (at the
clinic/bedside) direct observation of learner
performance

e Testing to verify improvement/mastery of
skills
Beth was required to take a mini-clinical per-

formance exam where a clinical educator

observed her and provided feedback.

Step 7: Curricular questions:

A students’ expression of knowledge and skill
not only reflects his/her own abilities but is also
an expression of the education and training he or
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she is receiving. If multiple students are noted to
have similar deficits of this type, the question
arises whether there is a deficiency in the curricu-
lum and whether there needs to be additional
education and/or skill building in this arena.

Once a consensus is reached (perhaps by the
medical education committee or other assigned
committee) about what should constitute a
“screening examination” or “well patient visit,” a
decision about where to implement this learning
needs to be reached, and, ideally, the educators
need to be trained to teach consistently with this
vision. Should this be part of a Fundamentals
course? Should it be a required lecture during a
clerkship? Should a patient encounter be required
during a primary care clerkship?

5.5.3 Interactional Deficit

Case 6

Ivan was uncomfortable with having to
perform a rectal exam on a male patient to
assess for a perirectal abscess. His
extremely tenuous and awkward approach
was met with so much hesitation and con-
cern from the patient, the patient ultimately
requested that a faculty clinician perform
the exam instead.

Case?7

During Ken’s clinical performance exam,
he acted very distracted and disinterested—
repeating questions, looking at his watch,
leaning back in his chair with his leg
crossed over his knee and his arms crossed.
The exam was curt and dissociative. The
standardized patient’s response was quite
negative and cited feeling uncared for, not
listened to, and unimportant. Ken failed the
physician interaction component of the
exam.
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Step 1: Deficit identification:

Discuss with the learner about how the encounter
went and how well he/she interacted with patient.
It is important to determine whether the learner
was aware of what the patient’s reaction to the
encounter was. Ascertain whether there are addi-
tional deficits. This can be done after the patient
encounter or after reviewing a video-recorded
encounter. Self-reflection exercises that target
communication/interactive type of skills are
often useful.

After Ivan’s encounter, when asked about his
tenuousness, he reported feeling uncomfortable
“probing a man there.” He felt it was disgusting.
He also lacked knowledge about the differential
diagnosis of perirectal abscess.

Ken was assigned to complete a self-reflection
exercise prior to his video review. Upon review,
he lacked insight into why he failed—he felt he
said all the right things.

Step 2: Real-time remediation:

e Discussion and acknowledgement of
discomfort with exam maneuvers

e Simulated student experience—student
becomes the patient who would have a simu-
lated physical exam while having legs dangle
off end of gurney, uncovered while in lithot-
omy position (though clothed), or awkwardly
vs. confidently requesting to perform exam
maneuvers for which the patient may feel
uncomfortable

e Simulated feedback—Experience of the reme-
diation itself with negative followed by posi-
tive nonverbal communication while providing
feedback (body language, distractibility vs.
focus, etc.)

It was critical to acknowledge Ivan’s discom-
fort and distaste for the exam. At the end of our
discussion, he recognized the need to differentiate
perirectal from perianal abscess because of the
differences in work-up and management. Ivan
also came to realize that the patient was probably
more uncomfortable than he was, and that dis-
playing confidence and normalizing the exam to
patients can help alleviate their discomfort.
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During the first part of Ken’s video review, the
remediator provided feedback on the case while
displaying distracted nonverbal behaviors such
as repeatedly checking the cell phone and watch,
sitting back, crossing arms, and looking away
disinterestedly. Then the remediator asked Ken
to consider how he felt about the feedback
encounter. The remediator then continued the
session while leaning forward, focused and
engaged in the discussion of the case, followed
by discussing how different these experiences
could be for the patient and while reviewing por-
tions of the history and exam with special note to
his nonverbal communication.

Step 3: Planned remediation:

¢ Readings about patient experience. We often
add reading on the potential legal ramifica-
tions of positive vs. negative patient experi-
ences and bad outcomes [18]

* Possible counseling about personal aversions
to performing exam maneuvers

e Deliberate practice being empathetic to the
patient experience during exam maneuvers
assuming that the patient is scared, wary, and
in pain with each encounter

* Shadowing clinical faculty with excellent bed-
side manner
Both Ivan and Ken were provided some read-

ings and were asked to deliberately practice per-

forming examinations paying attention to patient

experience.

Step 4: Reassessment:
This step must involve direct observation of
learner’s performance with specific feedback
after steps 1-3 above
e Formal (standardized patient experience) or
informal (at the clinic/bedside) direct observa-
tion of learner performance
e Testing to verify improvement/mastery of
skills
Ivan was observed performing a pelvic exam
on a young woman (another procedure he felt
uncomfortable with). Again, the clinician
needed to guide him through maneuvers that
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ensured patient comfort such as properly cover-
ing the patient and explaining what he was
doing. He continued to feel awkward with
subsequent observed examinations, but did
eventually perform the appropriate mechanics of
the maneuvers.

Ken retook a clinical performance exam and
demonstrated some improvement in nonverbal
communication skills. However, he needed fur-
ther coaching in communication skills overall.

5.5.4 Cognitive/Clinical Reasoning

Case 8

On three different presenting situations
on the clinical performance exam, Leon
performed the following exam: Swung
light back and forth between patient’s
eyes, listened to the heart in four places,
listened to the lungs in four places, and
palpated the abdomen in four places.
When asked what the student was looking
for during each of these maneuvers, he
had no clear idea.

Case 9

A patient presented to the Emergency
department with RLQ pain. Her history
was concerning for appendicitis. Upon
presenting the patient, Martin reported his
exam findings that included rebound and
guarding of the abdomen and tenderness
at McBurney’s point. His plan was to per-
form a CT scan. He missed considering
gynecological causes and did not perform
a pelvic exam. The patient had an ectopic
pregnancy.

Case 10

On review of a clinical performance exam
in a patient with chest pain, Paris recog-
nized that the patient needed a “cardiac”
exam. She palpated and auscultated the
heart in the appropriate places with the
patient upright, at 30°, and lying on his left
side with both the bell and the diaphragm.
She felt for PMI and heaves in various
positions, then she looked for pedal edema.
She did not listen to the lungs.

Case 11

Jody recognized that her patient present-
ing with mechanical falls needed a neuro-
logic exam to determine whether the cause
was muscular, sensory, or balance. She
discovered that the patient had difficulty
with gait and her Romberg test was posi-
tive. She tested for strength and sensation
and noted rapid alternating hand and fin-
ger nose tests were all normal. Lacking an
understanding about what the Romberg
maneuver tests are for, she did not pro-
ceed to test position or vibration sense in
order to assess for pathology in the dorsal
columns.

Case 12

Xavier was evaluating a young male with
syncope. He recognized that he should lis-
ten for a cardiac murmur consistent with
hypertrophic cardiomyopathy but did not
recall the exam maneuvers that would
express the murmur so he did as many as
he could think of.
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Step 1: Deficit identification:

In order to identify deficits in clinical reason-
ing, one must first ascertain what differential
diagnosis forms the basis for a student’s physi-
cal exam. This is especially true for chief
complaint-based examinations that require
more focused maneuvers to rule in and out the
various disease processes in the differential. In
addition, it is important to determine if the stu-
dent has developed any kind of systematic
approach to the examination, as it will aid in
providing remediation strategies. Finally, one
must ascertain if there are additional deficits
involved.

We found Leon to be disorganized in all
aspects of data collection. He suffered from
examination anxiety and was attempting to pass
via a shotgun approach to collecting as much data
as possible to accrue points. He also lacked the
ability to limit a differential diagnosis to the most
common and most dangerous entities because of
his disorganization that proved to transcend test-
ing situations.

Martin felt that he has seen patients with
symptoms of appendicitis like this one so many
times on his surgery clerkship, that the diagnosis
seemed obvious.

We questioned Paris about the incompleteness
of her examination. She stated that auscultating
the lung was part of the “pulmonary” exam and
was therefore not part of a focused exam for car-
diac concerns. We diagnosed that she lacked
understanding of how a pulmonary examination
helps with cardiac diagnoses such as congestive
heart failure, and likely had insufficient under-
standing of cardiac pathophysiology.

Jody performed the neurological maneuvers
she learned without having a clear understanding
what a positive result represented or what further
testing would be required.

Xavier had created a good differential and
even performed the cardiac examination with
technical skill. His deficit was a lack of under-
standing of the pathophysiology of hypertrophic
cardiomyopathy and a lack of recall about how to
elicit the murmur.

T. Spector and C.-C. Fung

Step 2: Real-time remediation:

Faculty demonstration of correct technique and
rationale (e.g., physiology or pathophysiology) pro-
vides the most useful and immediate feedback.
Almost every student who requires remediation can
benefit from suggestions about how to improve
organization or how to employ strategies to gener-
ate memory triggers to help prevent missing histori-
cal or examination data that would help hone the
differential. Over the years, we have included in
almost every remediation session a brief discussion
about how to utilize the review of systems to ensure
that no important historical data is missed. This
exercise can be done as part of a systematic approach
to a “relevant and focused” head-to-toe exam.

An example script: “My clinical examination
begins with an assessment of the eyes of every
patient. It establishes rapport and gives relevant
information—for patients with abdominal pain, [
look for icterus and conjunctiva pallor, for dia-
betic patients, I perform a funduscopic exam,
and for rheumatological complaints I look for
evidence of uveitis. While 1 begin the exam
with the same body part systematically, 1 con-
sider the differential in the findings for which
I am searching.”

Step 3: Planned remediation:

¢ Creating a “scut sheet” exercise (Fig. 5.2) that
helps organize historical and exam data, in
addition to lab data and patient to-do lists

e Constructing an individual or group exercise
to go through appropriate differential diagno-
ses for chief complaints given different demo-
graphics, followed by an exercise in creating
lists of discriminating questions and focused
exam maneuvers to differentiate between sim-
ilar disease processes

¢ Referring to books or videos that demonstrate
system-based or chief complaint-based physi-
cal examinations (e.g., hypothesis-driven
physical examination) [15]

e Referring to online or computer-based soft-
ware (several commercial offerings available)
that provide exercises in systematic approaches
to doing PE, for example, asking “what exam
would I do to support/refute items in a given
differential ?”
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(neuro, card, pulm, Gl, renal, FEN, heme, ID)
Name: ID: Room:
DOB/Age: DOA:
HPI: (quality, onset, duration, frequency, severity, better/worse, relief, assoc
symptoms)
PMH/PSH: All.:
Meds:
Fam Hx: (CAD, HTN, CA, DM) PE:
Mom T BP P R
Dad O, sat
HEENT:
Soc Hx.: Neck:
Cor:
Pulm:
EtOH Abd.:
tob Back:
IVDA GU/Rectal:
Ext:
Skin:
Neuro — CN Il = XII
Motor
Sens
Cereb/Gait
Reflexes

Fig.5.2 This “scut sheet” exercise can help organize historical, examination, laboratory, and imaging data - this example
only lists the history and physical examination
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e Offering a course in diagnostic or physical
examination skills that provides practice in
creating appropriate differential diagnoses
with case exercises

* Practicing a systematic approach to both his-
tory and PE

* Shadowing exemplary clinical faculty

e Practicing an organized review of systems
approach (for example, head-to-toe) to gather
relevant data and prevent premature closure
All of the above was recommended to Leon.

He was required to take the skills course and

online practice prior to re-testing for the clinical

performance exam. He was also given a referral
to a specialist to discuss his testing anxieties.

We pushed Martin to consider all dangerous
entities when generating differential diagnoses.
We asked him to purposefully broaden his differ-
ential if he noted that a diagnostic conclusion
came to him quickly during patient encounters,
and recommended that he deliberately practice
using the review of systems and ‘“head-to-toe”
exam to ensure that he didn’t miss any important
organ systems.

We recommended that Paris and Jody review
the anatomy, physiology, and pathophysiology of
the cardiovascular and neurologic examination,
respectively. We offered them a preceptor shad-
owing experience. We also enrolled them in our
diagnostic skills course and asked them to delib-
erately practice what they learned during their
subsequent clerkships.

Xavier took an online cardiac course created
for students and residents to learn with visual and
auditory cues about physiology and pathophysi-
ology of the cardiac exam [22]. He was also
asked to deliberately practice such an exam.

Step 4: Reassessment:

Must involve direct observation of student’s per-

formance with deliberate feedback after steps

1-3 above.

e Formal (standardized patient experience) or
informal (at the clinic/bedside) direct observa-
tion of student performance

e Testing to verify improvement/mastery of
skills. (See Chap. 6 for additional information
on Clinical Reasoning deficits.)

T. Spector and C.-C. Fung

Step 5: Curricular questions:

As previously mentioned, a students’ expression
of knowledge and skill reflects the education and
training they receive. If multiple students are
noted to have similar deficits, this may indicate a
systematic deficiency in the curriculum and
whether students need additional education and/
or skill building in this arena. For example,
several students independently claimed that their
teaching of the cardiovascular exam omitted the
pulmonary component. Perhaps confusion arises
when these examinations are taught in separate
contexts. Should this be further and more explic-
itly or even repeatedly taught? Should there be
some methodological change in an area of the
curriculum that focuses on system or chief com-
plaint-driven examinations?

5.6  Conclusion
Remediation of PE skills is a complex enterprise.
We have discussed four deficit domains, but most
learners requiring remediation will demonstrate a
combination of deficits, suggesting that remedia-
tion strategies must be individualized for best
results. Though remediation can occur simply at
the bedside using role modeling and impelling
students toward deliberate practice, strategies
increasingly include technological aids, for example,
using simulation, multi-headed teaching or digi-
tally enhanced stethoscopes, simultaneous cardiac
echo, online games that reward accuracy, among
others. Even You-Tube videos of examination
skills can be useful teaching aids, though, ideally,
there would be a catalog of “approved” ones that
are most accurate and effective. Early identifica-
tion, use of diverse remediation strategies targeted
to learner needs, and confirmation of improving
skill represent the core three steps to maximize
learner proficiency in the physical examination.
Yet, significant logistical constraints in the
remediation process remain to be addressed.
Accumulating common themes of student PE
errors can indicate a need to reassess or alter
medical school curricula to ensure effective
teaching of PE skills. Faculty clinicians with
exemplary PE skills must have time and resources
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available in order to perform assessments,
remediate, and then reassess learners. Ultimately,
with these approaches and close coaching, we
believe that learners will attain the skills to be
both excellent clinicians and capable teachers for
future generations.
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Assessing and Remediating
Clinical Reasoning

Andrew Mutnick and Michael Barone

Abstract

Trainees must have excellent clinical reasoning skills to practice medicine
safely and effectively. Even when a trainee has an impressive knowledge
base, he or she can have difficulty applying that knowledge to patient
problems. In this chapter, the authors discuss how the cognitive processes
involved in decision-making apply in medicine. They propose a frame-
work for how educators can teach and model decision-making to medical
trainees based on the literature and their extensive experience with novice
clinicians. They propose that learners should manifest progress of clinical
reasoning in four ways: (1) an improved ability to develop and share a
concise verbal or written problem representation; (2) an increasing and
consistent use of semantic qualifiers; (3) the ability to state, seek, identify,
and recall the defining and discriminating features of a patient’s history
and physical exam and link this to their knowledge base of “illness scripts”
and (4) demonstrate an increasing metacognitive awareness which reduces
cognitive biases in patient evaluations. They provide detailed descriptions
of an array of strategies to address immature clinical reasoning.

Introduction

is a foundational focus of medical education.
Students begin by accumulating a medical science

Physicians must have sound clinical reasoning that
consistently leads to accurate diagnosis. Ensuring

knowledge base, through a curriculum, which at
most US medical schools is organized in organ- or

that trainees develop this complex skill system-based modules. However, patients present
with symptoms and complaints, not organ- or sys-
A. Mutnick, M.D. (£4) tem-based diseases. Clinical students must synthe-
Columbia University College of Physicians size and interpret this problem-based information
and Surgeons, New York, NY, USA gathered from patients and learn to make a diagno-
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sis. As medical educators we have a responsibility
M. Barone, M.D., MPH. . to our trainees and our patients to teach and assess
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Baltimore. MD. USA clinical reasoning and be equipped with remedia-
e-mail: mbarone @jhmi.edu tion strategies for use when the need arises.
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The 1999 Institute of Medicine report To Err
is Human estimated that up to 98,000 preventable
deaths of hospitalized patients occur annually
[1]. Initially, it was concluded that the majority of
medical errors responsible for bad outcomes
were the result of “faulty systems, processes, and
conditions that lead people to make mistakes or
fail to prevent them.” Of late, diagnostic failure
and misdiagnosis harm has been considered the
next frontier of patient safety. Recent data have
shown that 40,000-80,000 deaths related to mis-
diagnosis occur annually in the USA, and an esti-
mated 5 % of autopsies demonstrate errors for
which expedient diagnosis and treatment might
have saved the patient. It is therefore imperative
that diagnostic decision-making must be explic-
itly taught and modeled for physician trainees—
in order to minimize these errors and enhance the
safety of our patients [2].

In this chapter we will first selectively review
research-informed conceptual models relevant to
teaching, assessing, and remediating clinical
decision-making. These will touch on the pre-
dominant human cognitive process related to rea-
soning and problem solving, how medical
knowledge is organized, and common cognitive
dispositions to respond (CDR’s) which can trip
up even the most experienced clinicians. Then we
will propose criteria to assess normal develop-
ment of clinical reasoning, describe two of the
most common ways novices tend to struggle and
share road-tested strategies to work with these
learners to get them back on course.

How Humans Think: Dual
Process Theory

6.2

There has been much interest in human informa-
tion processing and decision-making. While
clearly complex, decades of cognitive psychol-
ogy research have given us some models, theo-
ries, and basic principles to guide us in teaching
and assessing the reasoning of our trainees [3].

To start off, this work has demonstrated two
distinct systems involved in decision-making—
the fast, unconscious, highly efficient, yet error
prone System 1 and the slow, effortful, analytical,
less efficient, yet more reliable System 2.

A. Mutnick and M. Barone

To understand how this works, consider the
following problem and work to solve it as fast as
you can:

A bat and ball together cost $1.10.
The bat costs $1.00 more than the ball.
How much does the ball cost? [4]

Chances are at least half of you answered 10
cents. At first glance, the answer 10 cents cer-
tainly makes intuitive sense, however, on closer
inspection the math just doesn’t add up. If the
ball cost 10 cents and the bat was $1 more, then it
alone would cost $1.10 and together the items
would cost $1.20. In order to satisfy the
stipulations of the question, the ball must cost 5
cents. The bat would then cost $1.05 and together
they cost $1.10. Kahnemann and Frederick deliv-
ered this question and two others as part of a
Cognitive Reflection Test (CRT) to thousands of
subjects—many of whom were students at elite
US universities. Fewer than 50 % of those sub-
jects answered the questions correctly. Why?
Because System 1 operates quickly and uncon-
sciously, relies on patterns or shortcuts—and is
often wrong.

Now, consider and solve the following problem:

17x24 =

Likely, for this problem you set down to
crunch some numbers. Perhaps you began with a
rough estimate—less than 1,000 but more than
250—and then settled into some mental effort to
arrive at the answer, 408. This process illustrates
the work of System 2, which allocates attention
to effortful mental activities—such as calcula-
tions. System 2 processes can be painstaking and
time-consuming, but it’s a highly reliable system
and less error-prone than its counterpart System
1. An awareness of these two systems and their
interplay is helpful when discussing cognitive
models of clinical reasoning.

The dual-process theory blends hypothetico-
deductive strategies (described below) and intui-
tive reasoning and implies that both systems are
jointly involved in clinical reasoning at all levels
of expertise. Valences shift toward one approach
or the other based on a number of factors that
relate to the particular problem encountered.
Intuitive, or System 1, processes prevail when
time is constrained and problems are routine,
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certain, and easily recognized. Analytic, or
System 2, processes dominate when time permits,
stakes are high, and problems are complex or
unfamiliar. There is some evidence to show that
novices primed to employ both System 1 and
System 2 in their diagnostic decision-making
may achieve the greatest diagnostic accuracy [5].

6.3  Models of Clinical Diagnostic

Reasoning

The past 35 years has seen an evolution in the
understanding of clinical reasoning and the way
doctors think [6]. Elstein, Shulman, and Sprafka’s
original work through the Medical Inquiry Project
described a hypothetico-deductive or analytic pro-
cess of clinical reasoning [7]. This method relies
upon cycles of data acquisition and the develop-
ment and testing of hypotheses. The accuracy and
quality of this reasoning process is dependent on
the amount and organization of prior knowledge
and highly influenced by the experience of the cli-
nician or trainee as well as the context in which

Knowledge

Context —>

Experience

Fig. 6.1 Key elements of the clinical diagnostic reason-
ing process. Reproduced with permission from N Engl J
Med, Bowen JL, Educational strategies to promote clini-

Accurate “problem representation”

Generation of hypothesis

Search for and selection of iliness script <—
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the patient is being seen. Bowen has lucidly
mapped out this process [8] (Fig. 6.1).

In order to illustrate Bowen’s model of the
clinical diagnostic reasoning process, consider
the following case:

A 15-month-old male presents during the winter, with
a 3-day history of low-grade fever and runny nose.
He has now developed a cough and trouble breath-
ing. His mother states that over the past day, he has
had episodes of fast breathing, and she notices his
belly moving more than usual. He has had one epi-
sode of vomiting after a coughing attack and no diar-
rhea. His immunizations are up to date. He has a
3-year-old sibling who is in daycare. There is no
rash. There has been no travel or new exposures.

On PE, temperature was 100°F and RR
40/min. Heart rate and BP are within normal
range. Oxygen saturation is 91 % on room air.
The toddler is quiet in his mother’s arms. There
are intercostal retractions. HEENT exam is nor-
mal. The heart rhythm is normal, and there are
no murmurs. There is good air exchange and
wheezing with occasional crackles on lung exam.

Patient’s story

Data acquisition <———

Diagnosis

cal diagnostic reasoning, 335(21):2217-2225. Copyright
© 2006 Massachusetts Medical Society. Reprinted with
permission from Massachusetts Medical Society
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The abdomen is soft and non-tender. Tone is nor-
mal, and there are no focal neurologic findings.

As the patient’s story unfolds, first through the
chief complaint and subsequently through history
and physical, a clinician forms impressions. The
challenge for all clinicians, from novices to
experts, is to synthesize the gathered data into a
cohesive and accurate abstraction of the case that
represents the overall clinical picture. This is
referred to as the “problem representation.”
Problem representations are summaries or “bul-
lets” that encapsulate and succinctly organize
the information about the patient’s presentation
and guide clinical reasoning in the development
of diagnostic possibilities.

Problem representations for the above case
might take myriad forms. The novice may have
difficulty in making editorial choices around key
elements of the history and physical and not
appreciate pertinent positive and negatives asso-
ciated with the case. What might follow is an
overlong problem representation that will merely
rehash the history and physical. More experi-
enced trainees will begin to separate wheat from
chaff and hone in on elements that will suggest
specific disease entities.

An accurate problem representation of this
case scenario is as follows:

“A toddler with acute onset of moderate respira-

tory distress and low-grade fever with diffuse
lower respiratory findings on chest exam”

Key for the development of an accurate
abstraction of the case is the judicious use of
semantic qualifiers or axes. Semantic qualifiers
are “paired, opposing descriptors that can be used
to compare and contrast diagnostic consider-
ations” [8] (Table 6.1). In this case, “3-day his-
tory” became ‘‘acute-onset” the respiratory
parameters were transformed to “moderate respi-
ratory distress” and the chest exam findings of
“good air exchange and wheezing with occa-
sional crackles” became “diffuse lower respira-
tory findings.”

In this way, the problem representation can
ignite clinical memory and activate a search for
stored experiential or book knowledge in the

A. Mutnick and M. Barone

Table 6.1

Semantic qualifiers

Acute Chronic
Sudden Gradual
Delayed Abrupt
Progressive Waning
Constant Intermittent
Unilateral Bilateral
Painful Painless
Mild Severe

form of illness scripts [9, 10]. Illness scripts are
mental representations comprised of the follow-
ing three key elements of a medical condition—
first, the enabling conditions or predisposing,
epidemiologic features; second, the fault or the
relevant pathophysiologic process; and third, the
consequences of the fault or the clinical features
and sequelae.

The broad features of this case scenario might
activate the particular illness scripts of bronchiol-
itis, croup, and foreign body—all conditions
being associated with toddlers in respiratory dis-
tress. Clinicians then test this array of diagnostic
considerations based on defining or discriminat-
ing features (Fig. 6.2). While bronchiolitis,
croup, and foreign body aspiration might all pro-
duce respiratory distress (defining features), of
these three diagnostic possibilities, only bronchi-
olitis produces respiratory distress with diffuse
lower respiratory findings on auscultation (dis-
criminating features).

This clinical reasoning model is an analytic or
hypothetico-deductive process. It might also be
described as a largely System 2 operation.

In addition to this analytic model of clinical
reasoning, there are alternate cognitive functions
in play that are non-analytic, rapid, and intuitive.

Consider the following case:

A 50-year-old man presents after the eruption of
a rash on his chest. The appearance of the rash
was preceded by 2-3 days of burning and tin-
gling over the affected area. There has been no
fever or associated systemic signs and no new
exposures. His exam is notable for an erythema-
tous, vesicular rash in a horizontal, band-like
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Defining
Feature

Respiratory
Distress

Fig. 6.2 The problem representation allows identifica-
tion of three illness scripts that fit the defining features
of this toddler with respiratory distress case. Diffuse

distribution across his left torso over an area that
corresponds to the T6 dermatome.

For many physicians, this pattern is immedi-
ately recognized and a diagnosis of shingles is
rapidly made. The need to consciously develop a
problem representation or analyze the case in an
iterative process is bypassed and minimal con-
scious effort is expended. This is a typical System
1 process—rapid, unconscious, efficient, and
accurate. Undoubtedly, the ability to recognize
this pattern relies on prior experience with simi-
lar cases. One might conclude that novices do not
have access or rights to this cognitive domain and
are bound to the hypothetico-deductive model.
Actually, it has been shown that both novices and
experts use non-analytic processes to solve clini-
cal problems. In fact, both groups toggle between
analytic and non-analytic approaches and, as Eva
states, “...the strategy employed by even the
most junior medical students is qualitatively
indistinguishable from that employed by experi-
enced doctors—both groups generate hypotheses

Diffuse lower-respiratory
findings on auscultation

Bronchiolitis

Problem

Discriminating
Feature

Foreign
Body

lower respiratory findings on auscultation is the key
discriminating feature, which allows a diagnosis of
bronchiolitis

very quickly, presumably based in part on non-
analytic reference to past experiences” [11]. The
difference between novice and expert, beyond the
amount of knowledge and experience, is in the
extent to which their knowledge is organized into
detailed and accurate illness scripts.

6.4 Knowledge Organization

and Clinical Reasoning

Bordage [12] described four types of knowledge
organization in physicians and trainees—
reduced, dispersed, elaborated, and compiled,
each with its own characteristics and impact on
making an accurate diagnosis. For practical rea-
sons, the four levels of organization may be con-
sidered as stages of development within a content
domain. Learners with:
* Reduced knowledge have either very limited
or inaccessible illness scripts. They are often
unable to translate relevant information from a
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patient’s presentation into meaningful diag-

nostic categories.

e Learners with dispersed knowledge possess
more abundant illness scripts, but these still
tend to be formulaic or static and thus remain
difficult to adapt to the dynamic, multisystem
presentations of patient care.

* Elaborated knowledge features improved use
of structural semantics and use these relation-
ships to hypothesis test against various diag-
noses in their existing, more robust knowledge
bases.

e Compiled learners, often considered expert
clinicians, are able to quickly sift through
clinical data based on their diversified set of
semantics and deep knowledge base. These
clinicians often demonstrate rapid pattern rec-
ognition and the unique ability to seek missing
elements in the case.

Physicians with expert clinical reasoning and
compiled knowledge should expend effort with
novice learners to discuss how they think through
a case - i.e. toggling between System 1 and
System 2 - thereby demonstrating both the neces-
sary knowledge and the cognitive connections
one needs to become an accurate diagnostician.

It is important to remember that expertise in
this domain is influenced more by prior knowl-
edge and clinical experience in the specific
domain than by training level. For example, a
medical student who has had extensive experi-
ence with respiratory illnesses in children may
demonstrate compiled knowledge and the ability
to reason non-analytically and intuitively with
accuracy in this domain but not in others. Critical
thinking is the distinguishing characteristic of
clinicians who are expert in clinical reasoning
across content domains. Such individuals have a
habit of being aware of their own thinking and
therefore avoid common, dangerous cognitive
biases.

6.5 Metacognition and

Cognitive Bias

“Awareness of [cognitive psychology] might
accomplish three things. First, it might broaden the
list of pitfalls that a clinician can anticipate and

A. Mutnick and M. Barone

possibly avoid. Second, it can provide a language
and logic for understanding repeated mistakes.
Third, it may encourage greater circumspection in
daily practice...”

—Redelmeier et al. [13]

With an understanding of our own thinking, stu-
dents, residents, and fellows might better invoke
and utilize analytic processes (System 2) appro-
priately, while confidently employing intuitive
routes (System 1) in the proper context. Elder and
Paul [14] define critical thinking as “the ability
and disposition to improve one’s thinking by sys-
tematically subjecting it to intellectual self-
assessment.” Their theory describes elements of
excellent reasoning and intellectual standards
and traits that characterize the “well cultivated
critical thinker.” Croskerry states, “The various
approaches that have been taken toward decision-
making have two implicit purposes: first, to
explain the ways in which we think and, second,
to generate a practical approach to decision-
making that has important clinical utilization”
[15]. This deliberate, heightened awareness of
the processes and systems that govern our rea-
soning is referred to as metacognition. Quirk
describes this as “thinking about one’s own and
another’s thinking and feeling” [16] (see also
Chaps. 13 and 14). Although limited evidence
exists, there remains hope that metacognition
might act as a powerful forcing strategy to help
students and physicians slow down their thinking
when necessary and avoid making diagnostic
errors that result from biases and fallacies typi-
cally produced from System 1 processes. These
cognitive biases have been collectively termed
cognitive dispositions to respond (CDRs).
Although Croskerry has compiled and described
over 30 CDRs, a select few common cognitive
biases deserve mention [17].

Premature closure: the tendency to accept a diag-
nosis before it has been fully verified. The conse-
quences of the bias are reflected in the maxim:
“When the diagnosis is made, the thinking stops.”

Anchoring: this is the tendency to lock onto
salient features in the patient’s initial presenta-
tion too early in the diagnostic process and fail-
ing to adjust this initial impression in the light of
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later information. This CDR may be severely
compounded by the confirmation bias.

Confirmation bias: the tendency to look for con-
firming evidence to support a diagnosis rather
than look for disconfirming evidence to refute it,
despite the latter often being more persuasive and
definitive.

Availability: the disposition to judge things as
being more likely, or frequently occurring, if they
readily come to mind. Thus, recent experience
with a disease may inflate the likelihood of its
being diagnosed. Conversely, if a disease has not
been seen for a long time (is less available), it
may be underdiagnosed.

Diagnosis momentum: once diagnostic labels are
attached to patients they tend to become stickier
and stickier. Through intermediaries (patients,
paramedics, nurses, physicians), what might have
started as a possibility gathers increasing momen-
tum until it becomes definite, and all other pos-
sibilities are excluded.

6.6 The Development of Clinical

Reasoning Competency

How do you know if your students are moving
through the appropriate stages on their way to
becoming efficient and accurate diagnostic thinkers?
Although medical educators have not embraced a
single predominant model for assessing clinical rea-
soning, we propose that trainees should demonstrate
progressive mastery in:

* Developing and sharing a concise verbal or
written problem representation of the patient
case which communicates their assessment of
the problem.

* Consistently using semantic qualifiers in their
problem representations (see Table 6.1).

e Seeking, identifying, and recalling the defin-
ing and discriminating features (‘“‘pertinent
positives and negatives”) of a patient’s history
and physical exam and linking this to appro-
priate illness scripts.
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e Demonstrating an explicit metacognitive
approach to patient evaluations with fewer
examples of bias (availability, anchoring).

6.7  Strategies for Assessing

Clinical Reasoning

Many studies of how health professionals think
employ a technique known as “think aloud” [18],
wherein subjects speak about how they are think-
ing about a case or a clinical problem. This is the
best available strategy in the day-to-day activities
of teaching in a clinical setting to assess how our
medical learners are thinking about and solving
clinical problems. In the next section we list
some examples of these opportunities.

6.7.1 Direct Observation

of Clinical Skills

You can observe a lot just by watching

—Yogi Berra

While it may be resource- and time-intensive,
direct observation of trainees in the clinical set-
ting is invaluable. Doing so allows for insight
into the learner’s ability to actively generate
hypotheses and ask appropriate follow-up ques-
tions as well as their ability to consider, search
for, and elicit relevant findings on the physical
exam. Some of the more common frameworks
for direct observation include:

1. The Structured Clinical Observations (SCOs)
described by Lane and Gottlieb [19] highlights
three major domains of the encounter: history
taking, physical examination, and information
giving. SCOs can be tailored to unique assess-
ment needs [20] and have been shown to be
useful for learner self-evaluation [21].

2. The Mini-Clinical Examination (Mini-CEX)
instrument has been broadly applied to inpa-
tient and outpatient in-training assessments
(ITAs) (see also Chap. 19) and has been widely
adopted in clerkships and residency training
programs. A single faculty or resident observer
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typically completes the instrument, which is a

single nine-point Likert scale for each of seven

domains: Medical Interviewing Skills, Physical

Examination Skills, Humanistic Qualities/

Professionalism, Clinical Judgment, Counseling

Skills, Organization/Efficiency, Overall Clinical

Competency. The total time invested for the

observation is approximately 20 min, and the

tool is intended for the direct observation of a

focused history and physical examination. Of

all the direct observation tools, the mini-CEX
has been shown to have the strongest inter-

rater reliability and validity [22-26].

The Brief Structured Clinical Observation

(BSCO) [27] can be useful in very busy clinics

in which one preceptor is working with mul-

tiple learners. The preceptor focuses on a seg-
ment or a portion of the patient history in any
one episode. Ideally in a longitudinal precep-
tor—student relationship, there are a number of

BSCOs of a single learner performing multi-

ple parts of the history (HPI, family history,

sexual history, etc.) so that feedback can be

given on each skill and summarized into a

comprehensive evaluation at the end of a rota-

tion. There are four phases of the BSCO as
follows:

* Observe and record—the observer writes
down the learner’s history gathering ques-
tions verbatim categorizing them as open-
ended and leading or closed-ended
questions.

e Debrief the learner—the preceptor asks
the learner “What did you find out with that
question?” and “What else might be
important?”

* Review the script—the preceptor and the
learner discuss what questions led to useful
information and what additional questions
might be needed.

e Conclude—the preceptor points out 1-2
strengths and 1-2 things to improve upon.

The BSCO can also be adapted to the
specific aspects of the physical exam.

Oral case presentations: The prepared pre-

ceptor can use the clinical setting to assess

and coach student clinical reasoning by
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listening to presentations and exploring the
student’s ability to gather relevant data and
synthesize information in the form of a prob-
lem representation which then leads to a dif-
ferential diagnosis. Novices may struggle
with determining what information is diag-
nostically salient. After they state their
patient assessment, ask them to “repeat it,
but this time a little shorter.” Coaching them
to use more semantic qualifiers and identify
pertinent defining and discriminating fea-
tures (“pertinent positives and negatives”).
Doing this once or twice allows them to effi-
ciently flex their “salience determination”
muscles.

6.7.2 The One Minute Preceptor

The One-Minute Preceptor, or the 5 microskills

model, is widely used because it is adaptable to

many clinical teaching settings [28]. In precept-

ing the learner, the faculty member structures the

session by doing the following:

1. Asks for a commitment from the learner
regarding the patient’s likely diagnoses

2. Probes the learners’ thinking about “support-

ing evidence” for their decision

Teaches general rules about the patient/topic

4. Reinforces with the learner’s reasoning
strengths

5. Corrects
reasoning

bt

any errors in knowledge and

6.7.3 Small Group Case
Presentations

Small group case presentations such as teaching
rounds, morning report, or didactic attending
rounds allow for multiple pauses to discuss rea-
soning as a clinical case unfolds. Facilitators can
probe the thinking of a number of learners of
varying levels, from students to seasoned resi-
dents. Allowing for peer-to-peer facilitation in
these settings can also lend insight into the teach-
ing and reasoning skills of trainees.
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6.7.4 Reading and Giving Feedback
on Patient Notes in the
Setting of Clinical Care

Many medical educators are concerned about
the potential negative impact of electronic medi-
cal records on learners’ clinical reasoning. This
is due to the tendency to “copy forward” infor-
mation and, as a result, not slow down and
“think the case through” (a metacognitive strat-
egy) [29]. Health profession students should be
challenged to “force” themselves to generate
updated problem representations on a daily
basis. In this way—*“A toddler with acute-onset
of moderate respiratory distress and low-grade
fever with diffuse lower respiratory findings on
chest exam” might ultimately give way to, “a
toddler with acute bronchiolitis.” By reading
progress notes with sensitivity to this type of
progression in thinking, faculty members can
assess a learner’s clinical reasoning and give
feedback aimed at developing the trainee’s criti-
cal thinking.

6.7.5 Computer Cases with
Diagnostic Frameworks

Instructional cases such as those available in Med
U (http://www.med-u.org/) require that students
list potential diagnoses and rank them in degree
of likelihood.

6.7.6 Comprehensive Clinical
Skills Exams

In June 2012, the USMLE Step II CS examina-
tion adopted modifications to the patient note,
which require examinees to create a reasoned,
focused differential, listed in order of likelihood,
and supported with data from the history and
physical examination. This extends the SOAP
(Subjective, Objective, Assessment, Plan) note
format, which only reflected the student’s data
gathering and initial diagnostic reasoning. Many
medical schools have adopted a similar frame-
work for their internal comprehensive clinical
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skills examinations or observed structured
clinical examinations (OSCE). This framework
explicitly asks students to share their illness
scripts and therefore can serve as a measure of a
student’s clinical reasoning skills.

Remediation of Common
Clinical Reasoning Problems

6.8

According to the literature and our extensive
experience with medical students and residents
the two most common clinical reasoning prob-
lems are [30]
1. Inadequate problem representation
2. Ineffective development or storage of illness

scripts

These deficiencies may manifest individually
or together, and both can contribute to trouble in
developing a differential diagnosis. Of course,
weak foundational knowledge (“reduced”) is
common among trainees; however, we caution
clinical teachers against simply advising the
trainee to “read more” (see Chap. 3) without also
providing them with support in organizing their
knowledge into useful illness scripts as part of
active clinical reasoning practice. What follows
are detailed descriptions of strategies we have
found useful and effective (Fig. 6.3).

6.8.1 Difficulty with Problem

Representation

6.8.1.1 Major Symptoms
Students who experience difficulty developing a
problem representation may limit or completely
eliminate their assessment—or commitment to
what they believe the differential diagnosis is—
from a case presentation. This results in what
some refer to as SOP (Subjective, Objective,
Plan) or SOSOP (Subjective, Objective,
Subjective, Objective, Plan) presentations [31].
For instance:
SOP: “This is a 15-month-old male with a 3-day
history of low-grade fever, runny nose, cough
and trouble breathing. There is good air
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Major Symptoms

Primary Problem

Remediation Strategy

Reverse presentation
Problem generation an
assessment R
Inadequate problem Buy a qualifier
representation/patient
| abstraction
Precepting models
Problem developing a —
differential diagnosis |
Highlighting exercise;
. Persuade the MD
Ineffective
= development or storage
of illness scripts
Read about symptoms;
Problem gathering and B Script sorting

reporting relevant data

Fig. 6.3 A strategy to understand and address the most common clinical reasoning problems of medical students

exchange and wheezing with occasional
crackles on lung exam. I would like to get a
CXR and give a trial of a bronchodilator.”
SOSOP: “This is a 15-month-old male with a
3-day history of low-grade fever, runny nose,
cough and trouble breathing. On lung exam
there is good air exchange and wheezing with
occasional crackles. So my assessment is a
15-month-old male with a 3-day history of
low-grade fever, runny nose, cough and trou-
ble breathing whose exam reveals wheezing
with occasional crackles. I would like to get a
CXR and give a trial of a bronchodilator.”
Since an accurate problem representation
serves as a launching off point for creating a rel-
evant differential diagnosis, even students with
well-developed knowledge compiled as illness
scripts may struggle with developing a differen-
tial diagnosis if they cannot first articulate an
accurate case summary. As a result, these stu-
dents may give a “silo-ed” differential (a separate
set of diagnoses for related symptoms), or a
poorly prioritized differential diagnosis.

Silo DDx: “This is a 15-month-old male who
presents with a 3-day history of fever, rhinor-
rhea, cough and trouble breathing with respi-
ratory distress and crackles on pulmonary
exam. The differential diagnosis of fever
includes viral infections, bacterial infections,
connective tissue diseases and drug fever. The
differential diagnosis of cough includes for-
eign body, tracheomalacia, etc.”

For the case above, a student with a poorly pri-
oritized differential diagnosis might mention
aspiration pneumonia (e.g., very unlikely in this
scenario) at the top of his or her list of diagnostic
possibilities.

6.8.1.2 Remediation and Practice
Strategies

Strategies that help a student who is knowledge-
able enough with the expected breadth and
sophistication in his or her illness scripts but can-
not develop a problem representation include (1)
reverse presentations, (2) practicing the use of
semantic qualifiers (“Buy a qualifier game”), and
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(3) analyzing students’ presentations using

SNAPPS [32] or IDEA [33] precepting models.

1. Reverse presentation (ASOAP): Ask the learner
to start the patient presentation with their assess-
ment. The preceptor then carefully listens to
determine if the proper positive and negative
supporting data are reported which make the
assessment credible. As an example, the student
would start with the following assessment:

“This is a 15 month old male with bronchi-
olitis versus viral pneumonia and hypoxia.
I believe he should be admitted to the hos-
pital for supportive care with oxygen and
1V fluids.”

The preceptor then listens carefully and
coaches the student to include in the presentation
elements that support the diagnosis and manage-
ment plan.

2. Practice with semantic qualifier (“Buy a qual-
ifier”): When the student presents the case
like this:

“15 month-old male with a 3-day history of
low-grade fever, runny nose, cough and
trouble breathing. On exam there is good
air exchange and wheezing with occa-
sional crackles on lung exam”

The preceptor should display a list of useful
semantic qualifiers (see Table 6.1) and ask the
student to “buy two.” The student then, with play-
ful coaching, gets a chance to analyze their
assessment and rework it, hopefully toward a pre-
sentation that sounds more like this:
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“A 15 month-old with acute onset of mod-
erate respiratory distress and low-grade
fever with diffuse lower respiratory find-
ings on chest exam.”

3. Precepting models: Formal student presenta-
tions in the clinical setting can limit the
opportunity to judge a student’s reasoning.
There are a number of precepting models,
which focus on a student’s reasoning. Such
models as the One Minute Preceptor
described above [27] are faculty-driven, with
faculty providing the questions which prompt
reasoning (“What do you think is going on
with this patient? Why?”). Other models,
such as SNAPPS and IDEA, are learner-
driven and are useful for oral presentations
and patient notes. Many video demonstra-
tions of these models exist on the Internet.

SNAPPS: This model is structured explicitly to
force the learner to articulate their clinical rea-
soning process. Originally described as a model
for ambulatory teaching, the SNAPPS model is
also easily adaptable to inpatient teaching—espe-
cially when rounds are hurried and need to be
focused! The learner is provided with this six-
step framework for the case presentation:

S—Summarize briefly the history and
physical

N—Narrow the differential to 2 or 3 rele-
vant possibilities

A—Analyze the differential by comparing
and contrasting the possibilities

P—Probe the preceptor by asking ques-
tions regarding uncertainties

P—Plan management for the patient

S—Select an issue for self-directed study
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The SNAPPS model has been shown to facili-
tate development of students’ diagnostic reason-
ing in the ambulatory setting [31].

Let’s listen to what a dialogue might sound
like between a preceptor and a learner using the
SNAPPS format:

Preceptor to John, medical student:
“Thanks for going to see that 15 month
with respiratory issues John. Remember at
the start of the clinic session, we discussed
the SNAPPS framework. I'd like you to try
to present the patient to me using SNAPPS.
John: “OK, I will give it a try.”

(S) I just finished seeing a 15 month-old
male named Kevin. He was brought in by
his father due to a 3-day history of low-
grade fever, runny nose, and cough. He
also developed some trouble breathing this
morning described by his dad as fast
breathing rate, using extra muscles to
breathe and making some noises with
breathing. There is no history of foreign
body ingestion or aspiration. He’s had sick
contacts in daycare. He’s fully vaccinated
and he’s had no recent travel out of the
country or exposure to people with chronic
cough. The rest of his systems review is
negative for GI symptoms such as vomiting
or diarrhea, as well as for rash, or growth
problems. His father says that Kevin’s pri-
mary care physician doesn’t have any
ongoing health concerns about Kevin.
Kevin takes no medications. On exam he’s
a happy appearing child in mild to moder-
ate respiratory distress as demonstrated by
his respiratory rate of 45. He’s using some
accessory muscles to breathe and demon-
strates suprasternal retractions and some
nasal flaring. He has a prolonged expira-
tory phase. On his lung exam, there is good
air exchange and I hear wheezing with
occasional crackles in his bilateral mid to
lower lung fields.

(continued)
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(N): I think this child most likely has bron-
chiolitis, asthma or perhaps bacterial
prneumonia.

(A): The reason I think he has bronchiolitis
is that he is in the right age group (less
than age 2), he has sick contacts in daycare
who are probably sharing the same viral
infection, and he has a bilaterally symmet-
ric exam with wheezing. He also has other
signs of a viral infection such as rhinor-
rhea. I thought about asthma, but there is
no family history of asthma and the father
says the child has never been sick like this
before. I guess it could be the child’s first
asthma exacerbation, triggered by a viral
infection, but I think this is less likely—
especially given how common bronchiolitis
is. Lastly, I thought about bacterial pneu-
monia based on the crackles on exam and
the fact that he developed respiratory dis-
tress 3 days into a viral upper respiratory
infection, suggesting maybe bacterial
superinfection. But Kevin is not that ill
appearing and his exam demonstrates
bilateral crackles with wheezing which
would be less common in bacterial
phneumonia.

(P) I also thought about atypical organism
infection—such as Mycoplasma, but I don’t
know how those present in children or even
if they are pathogens in this age group.
Can you tell me about that? Come to think
of it, I also can’t recall the most common
viral causes of bronchiolitis.

(P) I would like to get a chest X ray given
that it’s Kevin’s first episode of respiratory
distress and also because there is an out-
side consideration of bacterial pneumonia.
I would also like to give a bronchodilator
and perhaps send some viral studies.

(S) Before sending any tests, I am going to
quickly find out which viruses we might test
for and how long it takes for the results to
return, in order to see if any testing at all
would be useful.
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IDEA: The IDEA framework was developed to

enable a clinical teacher’s assessment of a stu-

dent’s clinical reasoning based on the written

note. Students are encouraged to organize the

assessment section of their write-up using the

following anchor points:

I: Interpretive summary—a summary of the
patient with the use of semantic qualifiers

D: Differential diagnosis with commitment to the
most likely diagnosis

E: Explanation of reasoning for selecting the
most likely diagnosis

A: Alternative diagnoses with an explanation of
reasoning

An example of a written patient assessment
in IDEA format might look like the
following:

(1): This is a 15 month-old with acute onset
fever and upper respiratory symptoms,
progressing to moderate respiratory dis-
tress, accompanied by diffuse lower respi-
ratory findings on chest exam.”

(D): Diagnostic possibilities include (in
descending  likelihood)  bronchiolitis,
asthma, bacterial pneumonia.

(E): Bronchiolitis seems most likely given
the child’s age, sick contacts in daycare
and his bilaterally symmetric exam with
wheezing. Asthma is a possibility but less
likely due to no family history of asthma
and no previous episodes. Lastly, there is a
small consideration for bacterial pneumo-
nia given the crackles on his exam and the
progression of his illness.

(A): Other less likely diagnoses would
include aspiration pneumonia, foreign
body aspiration, cystic fibrosis but there
are no specific factors of the history or
physical which support these strongly.

The strategies listed above provide a remedia-
tion coach with the data needed to assess whether
the struggling student has made progress. All
remediation activities should be documented (see
Chap. 20).
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6.8.2 Problem with “lliness Scripts”
(See Fig. 6.3)

As mentioned earlier in this chapter, the problem
representation step allows for ignition of clinical
memory that in turn leads to a search for stored
illness scripts. Students with limitations in the
quantity or organization of their illness scripts
may be able to gather some data, but it will not
typically have the proper attention to those key
features that can help to generate, confirm, or
refute hypotheses. As a result, these students may
also struggle to generate a differential diagnosis.

6.8.2.1 Major Symptoms

Students with illness script problems miss relevant

data on the history or examination due to their

inability to test diagnostic hypotheses in real time,

a process known as co-selection. Students may also

focus unnecessarily on items of little relevance, or

gather and report back information in their “com-
fort zone,” for example, the social history, even if
this is not particularly relevant. This has been

described as the “unfiltered data dump” [30].

In addition to data gathering problems, stu-
dents with deficient illness scripts may also have
challenges creating differential diagnoses. Some
differential diagnoses may be frankly inaccurate
or can have other characteristics, often referred to
as “frozen” or “zebra” differentials.

* Frozen differential diagnosis ignores relevant
data, in this case a normal chest X ray: “This
is a 15-month-old male who presents with a
3-day history of fever, rhinorrhea, cough and
trouble breathing with respiratory distress and
crackles on pulmonary exam. The differential
diagnosis includes viral upper respiratory tract
infection, viral or bacterial lower respiratory
tract infection, foreign body aspiration and
gastroesophageal reflux with aspiration. His
CXR is negative. Given the fever and respira-
tory distress, I think the child most likely has
bacterial pneumonia.”

e Zebra differential diagnosis includes highly
unlikely or rare diagnoses “This is a 15-month-
old male who presents with a 3-day history of
fever, rhinorrhea, cough and trouble breathing
with respiratory distress and crackles on
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Toddler with a Limp
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Fig. 6.4 Horizontal reading exercise - The student is encouraged to do outside reading (asynchronous learning) and
populate category boxes with 2—3 bullet points of relevant clinical information

pulmonary exam. The differential diagnosis
includes viral upper respiratory tract infection,
atypical infection such as Legionella or gram
negative pneumonia.”

6.8.2.2 Remediation and Practice
Strategies

Strategies to remediate problems with illness
scripts generally fall into two categories. The first
can be considered “asynchronous,” in that the
learner can, with guidance from the teacher, work
on remediation on his or her own time.
Asynchronous techniques focus on building
knowledge and interconnecting illness scripts.
The other, synchronous or just-in-time strategies,
involves teachers more actively as a coach and
facilitator. Which strategies are used depends on
time and other resources. In a busy clinical set-
ting, it may not be practical to spend an addi-
tional 10 min per patient probing and remediating
the reasoning around every case. In those cases,
identifying the learning needs and giving the stu-
dent an assignment to be reported on at a later
time can be a more efficient strategy.

Asynchronous Strategies
Horizontal reading allows a student to transform a
knowledge base that is organized in organ systems

into one that applies more readily to patients’ pre-
senting symptoms. With a symptom as a starting
point, for example, a toddler presenting with a
limp, a student is asked to read about features of
specific, common, and “can’t miss” diagnoses.
Such an exercise will promote the development of
illness scripts with defining and discriminating
features as well as encourage a more purposeful
retrieval of their knowledge base. Figure 6.4
illustrates a typical grid for horizontal reading. This
can be given to a student as a nightly assignment.

Script sorting: This technique is also based on the
concept of discriminating and defining features
as shown in Fig. 6.5. This process can allow stu-
dents to compare and contrast certain signs and
symptoms across a differential diagnosis, ascrib-
ing positive value to those signs or symptoms that
speak strongly for a diagnosis and negative values
to those that speak against a diagnosis. The end
result demonstrates a representation of the
relative likelihoods of various diagnoses given
certain diagnostic features. A typical grid, again
using the example of a toddler with limp, may
look like the following, with (++) speaking
strongly for the diagnosis, (+) speaking for diag-
nosis, (0) neutral, (—) speaking against diagnosis,
and (- —) speaking strongly against.
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Fig. 6.5 Script sorting exercise

A 16 yo male with no significant PMH who presents with chronic abdominal pain and reports of
intermittent bloody diarrhea. Approximately 1.5 months ago, the patient started having waxing
and waning sharp, generalized abdominal pain, which has been worsening over the past week.
He states that the pain is constant and is worse in the RUQ. He has also had intermittent diarrhea
with three episodes of large green grossly bloody stools in the past 2 days. Initially the patient
had a few episodes of NBNB vomiting but then developed relative anorexia. His mother reports
that the young man used to eat well but now barely eats one meal per day. He has been
tolerating fluids well. No fevers. The patient reports that he has lost 10 pounds over the past
month. He has also been fatigued. He has tried over the counter antacids without relief. He
presented to an emergency department 4 days prior to this presentation due to the pain. At that
visit, labs including a basic metabolic panel and complete blood count were normal. He was sent
home on pain medication, which he reports, is not helping his pain. The patient has missed

several days of school secondary to pain.

Fig. 6.6 Example of highlighter exercise

Synchronous/Just in Time Strategies
Diagnostic reframe: When students first learn the
concept of differential diagnosis, mnemonics are
often taught (e.g., VINDICATE), which prime the
student to consider al/l known possible causes for
particular patient’s presentation. While this can be
a useful exercise, many of the items are often dis-
embodied from the case at hand. It is more effec-
tive to challenge students to first generate a
relevant list of diagnoses based on the presenting
complaint, and then revisit the comprehensive
VINDICATE list. In revisiting the comprehensive
list, students should be encouraged to focus on
committing only to what they can justify are the
most likely diagnoses and indicate which diagno-
ses may be rare or “can’t miss.” In this way the
teacher coaches the student to reason through the
initial list generated by the mnemonic.

Highlighter exercise: This highly effective
strategy, as described by Stuart et al. [31] can be
used with single or multiple learners. Starting
with a written case presentation (a note from the
electronic health record, case report from jour-
nal, etc.), learners are asked to highlight rele-
vant information in the history they feel will
help them discriminate among diagnostic pos-
sibilities. In general, when this is done with
multiple levels of learners, the more novice
learners highlight a great deal while the more
expert clinicians highlight only a few high-yield
items. Comparing and contrasting different
results can lead to effective peer-to-peer teach-
ing. Teaching faculty can debrief with one or
many learners and discuss the clinical relevance
of certain history and physical examination
findings (for example, see Fig. 6.6).
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Persuade the MD: This role-play scenario has the
learner assume the role of a patient. The learner’s
challenge is to, in limited time, convince the pre-
ceptor that the “patient” has a certain diagnosis
by giving a highly relevant medical history. For
example, the preceptor might say to the student,
“Let’s assume you have a chronic cough: con-
vince me in 30 seconds or less that you have
tuberculosis.” The novice learner, in playing the
role of patient, may begin to wander in the pre-
sentation, talking about a long-lasting cough
while forgetting to include defining features. The
more seasoned learner would immediately use
semantics such as progressive cough with fever,
hemoptysis, and night sweats as well as include
the relevant travel or exposure history. This dem-
onstrates the seasoned learners’ awareness of the
key features (illness script) for this diagnosis.
This type of exercise can be used to analyze the
reasoning in a student’s previous case presenta-
tion. For example, a teacher—learner dyad dis-
cussing a case may take one item on the student’s
differential diagnosis. “Let’s say for example that
you were this patient and you indeed have chole-
cystitis. Convince me in 20 seconds that this is
your diagnosis.” <student responds> “Now, how
did your presentation compare to the one of the
patient we are seeing?”’

6.9 Summary

A primary goal of medicine is to make accurate
diagnoses in order to improve health outcomes
and reduce costs. To that purpose, the importance
of this information to clinical teachers and their
students cannot be overstated. There have been
great advances in the past 40 years in understand-
ing the processes that govern how people reason
and, by extension, how physicians make deci-
sions and diagnoses. Medical teachers should be
attuned to the relevant body of knowledge from
the field of cognitive psychology. These theories
themselves—and not just the teaching strate-
gies—are also relevant to students. With this in
mind, we recommend instructing trainees in the
principles of diagnostic decision-making. Teach
them about hypothetico-deductive reasoning and

A. Mutnick and M. Barone

pattern recognition. Explicitly point out when
they are engaged in one, the other, or toggling
between both. Notice when they take shortcuts
and comment on whether they do so wisely or
not. Help your learners understand how their rea-
soning connects with their stored knowledge and
illness scripts. Of the thousands of medical stu-
dents that we have worked with over the past 10
years, virtually all have expressed the goal of
becoming master clinicians. In our role as educa-
tors, we can best aid our students in this quest by
demonstrating a keen awareness of the process of
diagnostic decision-making they engage in,
rather than focus solely on their ability to get the
right answer.

In our experience, most students who have chal-
lenges in clinical reasoning can be remediated with
attention paid to their knowledge base and their
thinking patterns. Students with the greatest diffi-
culty are those who struggle to engage in reflective
practice (see Chaps. 13 and 14). Although some of
these students may ultimately not succeed, the
more we are able to promote the value of metacog-
nition and reflection, the more we may be building
upon the foundational guideposts that will allow all
students to map their course to clinical excellence
and expertise.
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Remediating Lapses
in Professionalism

Muriel J. Bebeau and Kathy Faber-Langendoen

Abstract

This chapter describes how medical educators can use measures of moral
reasoning and professional identity formation to provide students with a
diagnostic assessment of strengths and shortcomings in their understand-
ing of the ethical and moral dimensions of professionalism. In addition to
providing examples of programs designed to address an event for an indi-
vidual or group (e.g., cheating, subpar behavior in practice), the authors
highlight strategies they have found effective in therapeutic interactions
with students who present particular challenges.

7.1  Introduction

Our recommendations for remediating lapses in
professionalism are guided by an evidence-based
psychological theory (Rest’s Four-Component
Model (FCM) of Morality) that is further sup-
ported by evidence from 20 cohorts of profes-
sional school students who completed an ethics
curriculum designed to promote the capacities
defined by the theory. Beginning in the early
1980s, Bebeau and colleagues (see [6] for a
recent summary of the various measures)
designed and validated theoretically grounded
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performance measures. These measures have
been used to both identify the need for an ethics
educational intervention and demonstrate long-
and short-term program effectiveness. In addition
to designing ethics educational programs for
dentistry students [1], I (MJB) have designed
individualized ethics remediation programs for
over 50 professionals disciplined by a licensing
board [40, 41], and, together, we (MJB and KFL)
have designed and implemented an ethics reme-
diation program for medical students involved in
academic dishonesty (see “Case Study” below).
In this chapter, we show how an assessment of
two of the four components of morality informs
the design of remediation programs that effec-
tively promotes professional identity formation
by empowering both professionals and students
to recognize the shortcomings in their capacities
that explain lapses in behavior. Based on our
experience with dental and medical students, we
discuss performance patterns that present special
challenges for educators. In addition to general
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guidance for ethics remediation courses, we high-
light coaching strategies we have found effective
with challenging students.

7.2  The Components of Morality

In the early 1980s, following a decade of research
on moral judgment development and its relation-
ship to moral behavior [25], James Rest reviewed
morality research from multiple theoretical per-
spectives in an effort to illuminate the internal
processes—in addition to moral reasoning and
judgment—that might explain lapses in moral
behavior. Four clusters of findings [26] suggested
these independent reasons for moral failure:
moral blindness, defective reasoning, lack of
commitment to moral ideals, and deficiencies of
character and competence. His model of moral-
ity! operationally defines four independent com-
petencies or capacities that need to be developed
if one is to conscientiously, purposefully, and
consistently engage in a pattern of behavior that
one’s peers would judge to be moral or ethical.

The Four-Component Model of Morality:
Capacities Required for Effective Moral
Functioning

Moral sensitivity:

Focuses on the interpretation of a situation,
the various actions that are available, and
how each action might affect the self and
others. It involves imaginatively construct-
ing possible scenarios (often from limited

(continued)

'In contrast to other models of moral function that focus
on the traditional three domains—cognitions, affect, and
behavior—Rest argued that cognition and affect co-occur
in all areas of moral functioning. Thus moral action is not
simply the result of separate affective and cognitive pro-
cesses operating as part of an interaction. Instead, each
component is a mix of affective and cognitive processes
that contribute to the component’s primary function.
Consistent with the current focus on professional compe-
tencies, we use the term competence or capacity to
describe each of the four processes in Rest’s Four-
Component Model.

M.J. Bebeau and K. Faber-Langendoen

cues and partial information), knowing
cause—consequence chains of events in the
real world, and having empathy and role-
taking skills. Both cognitive processes (per-
ception, appraisal, and interpretation) and
affective arousal (e.g., anger, apathy, anxiety,
empathy, and revulsion) contribute to the
interpretation of problematic situations.
Moral judgment:

Once a person is aware that various courses
of action are possible, one must ask which
line of action is more morally justified.
This is the process emphasized in the work
of Kohlberg [19]. Even at an early stage,
people have intuitions about what is fair
and moral, and make moral judgments
about even the most complex of human
activities. The educator’s job is to under-
stand how best to promote reasoning devel-
opment, especially for students who have
not developed the ability prior to profes-
sional education.

Moral motivation and commitment:
Involves prioritizing moral values over
other personal values. People have many
competing values (e.g., careers, relation-
ships, institutional loyalties, hedonistic
pleasures). Whether the individual gives
priority to moral concerns seems to be a
function of how deeply moral notions pen-
etrate self-understanding [10]. When faced
with a dilemma one must first decide on a
morally correct action and then conclude
that the self is responsible for that action.
Moral motivation is a function of an inter-
nal drive for self-consistency. Blasi [11]
argues: “The self is progressively moral-
ized when ... moral values guide the con-
struction of self-concept and one’s identity
as a person.”

Moral implementation/character and
competence:

Having the strength of your convictions,
the courage and persistence to overcome
distractions and obstacles, and having the

(continued)
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skills and ego strength to implementing the
best action. A person may be sensitive to
moral issues, have good judgment, and
prioritize moral values; but if he or she is
lacking in moral character and the compe-
tence to implement an action plan, he or
she may wilt under pressure or fatigue,
may not follow through, may be distracted
or discouraged, and moral behavior will
fail. This component presupposes that one
has set goals, has self-discipline and con-
trols impulse, and has the strength and skill
to act in accord with one’s goals.

It is noteworthy that the model is not
conceived as a linear problem solving
model. For example, moral motivation may
affect moral sensitivity, and moral charac-
ter may constrain moral motivation. In fact,
Rest [26] makes clear the interactive nature
of the components; each of the four compo-
nents is a mix of affective and cognitive
processes that contribute to the compo-
nent’s primary function.

Adapted from Bebeau [3], Bebeau et al. [9].

It is possible, of course, for persons to enter a
profession without giving much thought either to
the rules governing professional practice or to
one’s motivation for doing so, just as a child or
adolescent may unreflectively (or even acciden-
tally) simply obey the rules or the directives of
parents—whether out of a desire to please, or a
belief that authority ought to be respected. Also,
strength of commitment and motives may vary.
Yet for consistency in moral action, especially in
the context of challenging professional practice,
Rest thought individuals need to have four capac-
ities (sensitivity, moral reasoning and judgment,
moral motivation or identity, and moral imple-
mentation—i.e., the will or character, and the
interpersonal and problem solving competencies)
that give rise to conscious and effective, rather
than accidental or unreflective, ethical decision
making. Figure 7.1 references various measures
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designed to assess professional competence for
capacities Rest defined.

Evidence from a wide range of studies® sup-
ports Rest’s view that each of these capacities
develops throughout life. Thus, at any point in
life, one’s inadequately developed competence in
ethical sensitivity, moral judgment, one’s unde-
veloped sense of professional identity, or some
failing in interpersonal interaction or competence
in problem solving could result in what others
judge as a moral failing. For example, a disgrun-
tled patient or employee might report unhappi-
ness with a professional to the licensing board.
Such an act sets in motion a time-consuming
investigation and, eventually, a judgment. If the
judgment suggests someone has been harmed or
wronged, questions emerge about a profession-
al’s competence and intentions. Actions judged
as unprofessional are not necessarily the result of
bad intentions. The role of assessment is to deter-
mine whether there are shortcomings in one or
more of the capacities that, in turn, can help the
individual engage (perhaps with the assistance of
a mentor) in self-reflection, goal setting, and the
development and implementation of a learning
plan whose end-point is to enhance ethical com-
petence and reduce the chances of unprofessional
behaviors in the future.

7.3  Measuring Moral Reasoning
Development and
Professional Identity

Formation

Unlike the various roles assumed by individuals
in the general population, there tends to be a
general consensus (typically set forth in codes
of professional responsibility) that persons
granted a license to practice are expected to
engage in actions that benefit others [14, 16, 33-35].
Of course, professionals vary in the degree to

2See Bebeau (2009a, b) for an example of the way the
measures referenced in Fig. 7.1 have been used to diag-
nose and remediate dental professionals sanctioned a
licensing board.
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Four Component Model of Morality (FCM) (Rest, 1983)

Moral Capacity (Predictors)

Moral
Sensitivity

Operational Definition

* capacity to interpret ambiguous clues
in real-life settings

Measures

DEST

8

Moral
Motivation

e capacity to internalize and give
priority to professional values

Moral * capacity to analyze moral issues and
Judgment provide justifications for decisions
- :

Moral
Implementation

* capacity to empathic interaction
and problem solving

Moral Behavior
Unethical, Ethical, Unprofessional, Professional

Fig. 7.1 Measures of each of the four components or
capacities of moral or ethical behavior. The DEST (Dental
Ethical Sensitivity Test) [34]. The DIT (Defining Issues
Test) [25], described in this chapter. DERJT (Dental
Ethical Reasoning And Judgment Test) (Bebeau and [36]).
Three measures of moral motivation and commitment—

the PIE (professional identity essay) is described in this
chapter. The PROI (Professional Role Orientation
Inventory) and RCE (Role Concept Essay) (see Bebeau
2009a). For validity data on these measures [37]. The PPS
(Professional Problem Solving) [38]

The Evolving Professional Identity

What is the individual grappling with? |

Constructing a discerning

’ principled identity. Staying
centered & responsible attuned
to & tolerant of complexity

Being a team member or team player.
Concern for societal role, professional ideals
. Balancing commitments to self, family, & profession

Individualistic performance.
Achievement and approval

Kegan, R. (1982)

Not everyone continues to develop

Fig.7.2 The professional identity formation trajectory over the life-span

which their decisions are reflective, deliberate,
and resistant to self-interest. However, within
professional populations, there is the expectation
that professionals are able to reflect on the moral
basis of their actions (reason well) and to place
the interests of the client before the self (priori-
tize the interest of others). We see the formation
of a professional identity as a process by which

professionals incorporate professional values,
aspirations, and actions into their identity and
develop increasingly complex understandings of
what it means to be a professional. This process
begins prior to entry into professional education
programs and continues across the professional
lifetime. Figure 7.2 illustrates the issues profes-
sionals encounter as they develop.
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Ideally, if one achieves competence in reasoning
and an understanding and commitment to profes-
sional values and expectations, idiosyncratic fac-
tors influencing action are reduced and behavior
becomes consistently professional. In this section
we describe two practical measures that relate to
professional identity formation, their scoring,
and interpretation of the results. Students and
practitioners often get referred for remediation
based on unacceptable behaviors (e.g., [23]).
Yet, the specifics of those behaviors don’t trans-
late directly into remediation strategies. We have
been able to show that effective remediation is
best guided by measures of the individual’s
capacities and understandings that drive the
behavior (Bebeau 2009b; [6, 8]). The first, the
Defining Issues Test (DIT), provides a general
assessment of the kinds of moral arguments the
individual finds persuasive when confronted with
a moral problem. The second, the Professional
Identity Essay (PIE), elicits the individual’s
conception of the role of a professional in con-
temporary society.

7.3.1 The Defining Issues Test

Rest [25] asks respondents to choose among alter-
native actions when confronted with a series of
moral dilemmas presented as brief written cases.
Each dilemma is followed by 12 statements that
reflect each of three general moral schemas
(a Personal Interests Schema, a Maintaining
Norms Schema, and a Postconventional Schema)
(see Fig. 7.3) that adults tend to use to justify
their action preferences as well as a few nonsense
phrases that serve as a reliability check.

To gauge the development of an individual’s
moral judgment the respondents are asked to rate
each statement and then select four of the 12
deemed most important to their decision making
about the case and further rank order the selected
statements. The DIT-2 takes the medical students
on average 25-30 min to complete. Scoring
responses across cases reveals (1) whether or not
the individual has a preferred moral schema,
(2) whether or not the individual tends to use the
preferred schema in decision making, and (3)
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whether the individual responded with reasonable
consistency across cases and distinguished
between coherent and nonsense statements. Recall
that a moral dilemma isn’t just a tough problem
that is hard to resolve, but a situation that pres-
ents competing claims that thoughtful people can
disagree with. Although there isn’t one “right
answer” to many difficult moral dilemmas, some
answers are more defensible than others.

The DIT is an extensively validated and
widely used measure of moral reasoning devel-
opment and, unlike many preference measures, is
highly resistant to social desirability bias, partic-
ularly to “faking” high scores. Norms are avail-
able for many groups who have taken the test.
See Thoma [31] for a comprehensive interpreta-
tion of test results, for an update on validity and
reliability of the test, as well as Rest et al. [27], a
book detailing the validation of the Personal
Interest Schema, Maintaining Norms Schema, and
Postconventional Schema for adult development.
For information on the availability of the DIT-1
or the DIT-2, see http://www.ethicaldevelopment.
ua.edu/.

7.3.2 How Is Knowing One’s
Preferred Moral Schema
Helpful?

People make moral choices many times a day,
often without giving much thought either to the
rationale that motivates their decision, or to the
rules, societal norms, or professional code of eth-
ics intended as action guides. In fact, for most
decisions in daily life one needn’t ponder what
one should do morally, as rules are well known.
One may, however, ponder whether to do what is
morally indicated. In professional life, unless one
is unfamiliar with general rules governing profes-
sional practice, reflection on the should question
is seldom required. Further, reflection on the
should question is unlikely unless (a) either the
person recognizes that the problem presents a
conflict between competing norms or rules, or
(b) the person’s decision is challenged. When
challenged, professionals may reflect on the
action and their understanding of the norm or rule
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Three Kinds of Moral Justification

* Personal Interests (PI)

— Arguments that appeal to
personal interests

e Maintaining Norms (MN)

— Arguments that appeal to
laws and norms

* Postconventional (P)

— Arguments that appeal to
moral ideals

Fig.7.3 The figure illustrates two DIT profiles indicating
the percentage of time these individuals select each of
three kinds of moral justifications. Note: A profile is clas-
sified as Transitional (TR) when a respondent has difficulty
discriminating between justifications; the consolidated

50 -
40 1
30 -
20 -

10 A

EPI
= MN
mP

O -4
Tr

Type 3

Con
Type 4

(Con) respondent clearly discriminates among justifica-
tions. Type reflects a particular pattern of schema (justifi-
cation) predominance and consistency. Types range from
1 to 7 as illustrated in Fig. 7.4

70

60

50

mPI

40 1

30 -

uMN
mP

20 +

10 1

0 +

Typel

Type 1
Type 2
Type 3

Type2 Type3 Typed Types Type6 Type7

PI Predominant schema consolidated
PI Predominant schema, transitional
MN Predominant schema, transitional;

PI secondary schema

Type 4
Type 5

MN Predominant schema consolidated
MN Predominant schema transitional; P

secondary schema

Type 6
Type 7

Fig.7.4 The figure illustrates seven DIT profiles or types
in terms of development and consistency in moral reason-
ing. Type 7 represents the ideal for persons in the most

and either admit to error or offer a justification.
On the DIT, the justifications selected by respon-
dents are judged. If the justification seems self-
serving, or reveals a misunderstanding of the
codes, rules, or norms, the judgment is negative.
A justification that fails to articulate the moral

P Predominant schema, transitional
P Predominant schema and consolidated

learned professions. PI personal interests, MN maintaining
norms, P postconventional

conflict may also be negatively judged. Scores
on the DIT can reveal the kinds of arguments
one finds persuasive and thus is most likely to
offer in defense of one’s judgment. See Figs. 7.3,
7.4, and 7.5 for how this information may be
useful.
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Fig. 7.5 The figure illustrates DIT profile changes from
pretest (administered at entry to professional school) to
posttest (administered 4 years later) for 15 cohorts

In sum, the test does not indicate whether
someone is a good person or a law-abiding citi-
zen, but it does help the person see what kinds of
justifications he or she finds most persuasive.
Also, the test does not discriminate, as does
Kohlberg’s [19] Moral Judgment Interview
(MII), among types of personal interest argu-
ments typically used by children and adoles-
cents, nor does it distinguish among the more
complex theoretical approaches used by moral
philosophers and ethicists. For example, the test
does not discriminate which postconventional
theoretical approach an individual uses to ground
his or her moral judgments (e.g., casuistry, utili-
tarian, or virtue theory approach), but simply
whether the individual prefers arguments that
appeal either to procedural fairness or to ideals
that ground coherent moral theories as described
by research with the DIT shows that individuals
use all three arguments to some degree in their
moral thinking, but a preference for postcon-
ventional thinking tends to increase with higher
educational attainment. Because professionals
are often required to apply ethical principles or
ideals to new problems that emerge in their
profession, this skill is necessary for effective
moral functioning. Research indicates a strong

Posttest

(n=1,207) who participated in a well-validated dental eth-
ics curriculum. Note: cross-sectional analysis prior to the
implementation of the curriculum indicates no change [38]

relationship between postconventional thinking
(P Index) and a wide range of prosocial actions
(including clinical performance for health care
professionals). By examining the norms for
persons at different levels of education, it is
also possible to see how one’s judgments are
likely to be viewed by others. In sum, the test
provides a coarse-grained assessment of the
person’s ability to distinguish among the kinds
of arguments used to justify a moral action. For
further details on the interpretation of scores, see
the sample explanatory letter sent to DIT respon-
dents (Appendix A).

7.3.2.1 Data on Professional Students’

Moral Reasoning

Development
Higher education, especially a liberal arts educa-
tion, has a powerful effect on moral judgment
development, and students entering medicine
typically demonstrate reasoning development
scores higher than the average adult. However, it
appears that moral judgment development for
entering professional school students and college
students is currently less mature and driven by
more personal considerations than it has been in
previous cohorts. Consistent with other findings
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indicating an increased emphasis on the self
[32], observed a narrowing of social reasoning as
measured by the DIT. It appears that moral judg-
ment development for entering professional
school students and college students is currently
driven by more personal considerations than it
has been in previous cohorts. Further, evidence
suggests that in the absence of a curriculum in
professional ethics, students do not enhance their
reasoning development during professional
school [35]. A recent study supports earlier
observations that DIT scores of residents are
typically lower than those of medical students
and practicing clinicians and DIT scores have
been associated with malpractice claims in prac-
ticing orthopedic surgeons.

7.3.3 Professional Identity Essay

The PIE consists of a series of open-ended ques-
tions designed to elicit the individual’s concep-
tion of the role of a professional in contemporary
society (see Appendix B). Responses scored cri-
teria adapted from Kegan’s life-span model of
self-development [7]. Kegan’s approach to the
study of identity formation is based on construc-
tivist notions that individuals are by nature
engaged in making sense of the world and in so
doing form conceptions of various social catego-
ries such as the self, the self as a member of soci-
ety, as a professional, parent, and so on. Kegan
and colleagues propose a life-span long develop-
mental model in which individuals can be located
in terms of prototypic identity formation.

We reworked Kegan’s model [5] to focus on
how the professional comes to understand his/
her specific professional role (Appendix C) and
incorporated Blasi’s [10] view that individuals
differ in the degree to which moral consider-
ations penetrate the conception of self. In this
view, seeing oneself as responsible is at least
part of the bridge between knowing what one
ought to do and doing it. Because students enter-
ing post-baccalaureate professional programs
are often very capable of expressing themselves
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in writing, we used a series of open-ended ques-
tions to elicit understanding of a professional
identity consistent with Kegan’s descriptions of
development stages.

A scoring guide offers descriptions followed
by prototypic statements that characterize stages
and transition phases of an Evolving Professional
Identity. In validation studies, trained evaluators
have been able to achieve high levels of inter-
rater reliability in judging levels of development
[7]. To date, the primary utility of this measure
is as a formative assessment to engage students
in accurate self-assessment and reflection as to
where they are on a developmental continuum
typical of professional life and to develop a rea-
sonable plan for self-development. Thus, ide-
ally there should be an expectation that students
will periodically revisit and reassess as they
progress through the curriculum and through
career advancement. Given the tendency of
some to overestimate their level of develop-
ment, the role of the mentor in this process is
critical.

7.4  Educational Interventions

Even when applicants express an altruistic
desire “to help others” as a motivation for pur-
suit of a professional, this idealist motive is sel-
dom well grounded in an understanding of
professional values and expectations. To further
complicate the matter, as mentioned above,
evidence from cross temporal meta-analyses
of personal attributes [32] reveals today’s stu-
dents as even more self-centered than previous
generations. The increase in self-centeredness
is also supported by declines in moral judgment
development among college and professional
students. These trends present interesting chal-
lenges for educators. For example, even if stu-
dents can be convinced that a profession
should assume responsibility for self-regula-
tion, they may be unwilling to accept personal
responsibility holding that they are uncertain
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about the validity of their judgment, perceive
danger in challenging a superior, or lack the
skills to do so.

Below we describe remediation program we
designed and implemented based on a commit-
ment to engage students as they self-assess and
reflect the two interrelated processes of (1) their
emerging identity as a health care professional,
and (2) their current level of competence in rea-
soning about the complex moral problems likely
to arise during in professional practice.

7.4.1 Case Study: Remediation
Curriculum Developed in
Response to a Cheating

Scandal

After reviewing the literature, speaking with stu-
dents, and considering our own experiences with
ethics/professionalism remediation, we came to
the conclusion that the students who cheated or
failed to report cheating erred in one or more of a
variety of ways.

Reflecting on this, we focused the remediation
program on three domains of professionalism:
1. Commitment to the profession’s ethic/code
2. Altruism towards patients and society
3. Responsibility to self-regulate the profession

A medical student alleged that several
classmates were involved in collaborating
on on-line quizzes for a required course.
When confronted, approximately half of
the class came forward and admitted to
cheating. We were asked to develop a reme-
diation program for these students.

The course was delivered in 10.5 h over four
sessions. Sessions were a combination of large
group lectures, in-class writing assignments/
assessments, and small group discussion.
Students had eight writing assignments (some in-
class, some outside of class) with an estimated

m

Errors Made by Students Committing

Academic Dishonesty

* Not considering the consequences of
one’s actions

* Blame-shifting from oneself to the pro-
fessor, administration, etc.

e Lack of moral imagination to create and
consider other possible actions/choices

e Myopic focus on one’s own immediate
success, rather than broader focus on
what sort of physician one aspires to be

e Lack of moral courage to report others

* Rejections of professional values of
integrity and self-policing

12—15 h of homework. Successful completion of
all writing assignments and attendance at all ses-
sions were required; students failing an assign-
ment were given the opportunity to redo the
assignment.

Session One began with a lecture explaining
the purpose of the course, which was to help the
students reflect, self-critique, and reaffirm their
commitment to professional values, and to come
to a better understanding of the connection
between academic integrity and professionalism
in the clinical setting. In class, students com-
pleted the PIE (Appendix B). To provide students
insight into their moral reasoning process, they
were asked to complete the DIT, first individu-
ally, and then by consensus in groups of three.

Session Two included a lecture on moral
capacities, six characteristics of a profession
(with a particular emphasis on the social con-
tract and resulting professional expectations),
and the meaning of DIT results. Students were
provided with their DIT results and an explana-
tory letter (Appendix A). After the Session Two
lecture, students reviewed the PIE completed
during Session One, assessing the extent to
which their initial essay addressed each of the
characteristics of the profession covered in the
lecture (Appendix D). After completing this, stu-
dents were given oral, aggregated feedback on
their PIEs.
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In preparation for Session Three, students
reviewed a paper on developing a well-reasoned
response to moral problems in professional
ethics and wrote an analysis of a hypothetical
case of a student who must decide whether or not
to look at an illicit advance copy of an upcoming
exam [2]. Students were divided into small
groups of 8-9 for a faculty discussion of the
case. Faculty leaders attended a development
session prior to Session Three, to ensure quality
and similarity of approach among the groups.
After a discussion of what the hypothetical stu-
dent should do and the justifications (including
examining the affected parties, the various action
choices, the consequences of those actions, and
the student’s obligations) students were asked to
write briefly in class about a related question:
Having decided not to look at the exam, should
the student report that an advance copy of the
exam had been available to other students? The
students discussed this issue in the small groups,
and then revisited their written analyses of both
issues post-discussion, revising or strengthening
their arguments based on the discussions. The
collected written work was evaluated with a
detailed rubric, and students were provided with
this feedback.

In preparation for Session Four, each student
critically analyzed an article from the literature
on academic dishonesty; articles included self-
reported incidences of academic dishonesty
with demographic correlates and articles exam-
ining the correlation of academic dishonesty
with future unprofessional behavior. Students
also read an essay on the psychology of cheating
and completed a written reflection on which
rationalizations most appealed to them, what
beliefs they had that made those rationalizations
compelling, and counterarguments to the most
compelling rationalizations. This written work
formed the basis for small group discussion dur-
ing Session Four where students were also pre-
sented with a hypothetical case of being asked
by a new patient in their ambulatory rotation
whether the student was one of those caught
cheating (the cheating scandal had been reported
in the local media). Students wrote about their
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imagined responses and discussed this in small
group setting. The session closed with a lecture
on the stages of identity formation as related to
the health professions (Appendix C), and guid-
ance as to how to self-assess stage of identity
formation and strengths and shortcomings vis-a-
vis professionalism, in order to develop a writ-
ten Learning Plan (Appendix E) as the final
assignment in the course. The grading rubric
used to assess these Learning Plans is also
included (Appendix F).

All assignments were successfully completed
on the initial attempt by 86 % of students. When
an assignment was not satisfactorily completed,
the student met with the professor to discuss the
concerns and was offered the opportunity to
redo the assignment. At the end of the course,
the Learning Plan was successfully completed
by 96 % of students on the first attempt.
Eventually, all students except one satisfactorily
completed the coursework; this student was
referred back to University Administration for
further consideration.

7.4.2 Coaching Strategies for
Interacting with Students who
Challenge the Instruction

In this last section, we highlight strategies we
have found effective in therapeutic interactions
with students who present particular challenges.
As noted above, not all students in the remedia-
tion course successfully completed the assign-
ment on a first attempt. This is similar to my
(MJB) experience with an introductory course
for first year dental students. Following instruc-
tion, it is not unusual for 15-20 % of students to
express dissatisfaction on course evaluations,
with the most frequent criticisms being that the
instructor is “imposing values” and students
“should be able to develop their own values.”
Although such viewpoints are often expressed
anonymously, I have noticed (across cohorts) that
the proportion of students who express dissatis-
faction with the course or the instructor is nearly
equivalent to the proportion whose learning plan
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is returned with comment and suggestion for
revision.

In both the remediation course and the intro-
ductory course, we met one-on-one with stu-
dents who failed to complete the course
requirements to explore this atypical behavior.
Most often, the underlying problem could be
viewed as a developmental issue. Seeing the
issue from the student’s perspective enabled us
to provide feedback that was both developmentally
appropriate and effective. Following are five
examples of self-assessments that illustrate
developmental issues commonly encountered
with professional school students. Each is fol-
lowed by a suggested coaching strategy. For
additional guidance see Bebeau and Lewis [5].

Case (1) On the first draft of a self-assessment
one student likened his highly individualistic
approach to identity formation to an admirable
form of creative expression. He opined:
“When taking ceramics courses in undergrad [
[made] a conscious effort to not look at examples
of other artists’ work ... I made this effort to avoid
squashing my own creativeness so that 1 would
know, deep down, that the art I was doing was
completely original, unique and uninfluenced by
concepts that other people ... In certain ways, |
feel that my development as a professional should
also be of my own doing, utilizing my own morals
and freewill in developing strategies that will max-
imize my ability to deliver quality oral care. There
are certain concepts that I have plucked from this
University’s accepted doctrine of ethical parame-
ters that I do feel are applicable to my unique pro-
fessional development.”

Coaching Strategy: This student saw the devel-
opment of his professional identity as highly
individualistic, honoring only his own morals
and free will. He deliberately separated his
approaches from that of the profession he chose
to join, and assumed he was not required to
accept the profession’s value frameworks. While
we might recognize and support the need for
professional autonomy, it was unclear that he
understood fully what it meant to learn and
seemed to believe that studying the works and

view of others will undermine his individualism.
This student was not helped during his under-
graduate education to see that:

“Creative ideas, even those that are radically
new, are firmly planted on ideas that came before.
There are always antecedents to any creative
idea. The reason that it sometimes looks like an
idea comes out of nothing is because we observ-
ers are ignorant of the knowledge base of the
individual producing the new idea.” (p. 53)

Case (2) This student felt he should not have to
rewrite an essay judged to be “so general as to
not be responsive to the questions.” Because he
viewed the profession’s values as in conflict with
religious values and felt that religious values
should trump the profession’s values in cases
where they came into conflict. He opined:

“The information you presented was already com-
mon knowledge for me... I am a strong Christian,
which I feel influences my ethical decisions greatly.
...I base my life on the Bible and try to live and act
accordingly. ..., I feel that I am more professional
and ethically minded than most of my fellow stu-
dents. As far as improving my professional and
ethical awareness, I continue to read books and
stories about ethical and professional matters...
There are some great Bible stories, which you
could use as great examples. For example, the
Adam and Eve story. They came to an ultimate
decision of eating the fruit or not. Unfortunately
they chose to not listen to God and suffered the
consequences. These could be considered ethical
decisions. There are other stories in the Bible,
which show people who make the correct ethical
decision. I am not perfect so I will always have
room to grow ethically and professionally. I feel
that as long as I follow God’s word and seek his
advice on my decisions I will act ethically and
professionally.”

In summarizing he added:

“You are more than welcome to disagree with me
and then we can agree to disagree on these points.
These are my opinions, strong as they may be, and
1 am not about to change them. I am willing to meet
with you to discuss further.”

Coaching Strategy: Initially I try to clarify that
religious values address questions such as “Why
be moral?” or “Why do I conduct myself as I
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do?” from a personal perspective. Whereas a per-
son’s faith commitments form the basis for living
a moral life (and in shaping the core and the con-
tent of that morality), this understanding guides
the behavior of the individual and ought not sim-
ply be imposed on those who stand outside that
particular faith commitment. In order for profes-
sionals to work in a pluralistic society, the profes-
sion needs to be able to appeal to—or at least
accommodate—a common morality (Gutmann
and Thompson [15]).

As presented in the lectures, the values of the
profession are grounded in the social contract
that the profession has with society. In many
cases, a profession’s values and one’s religious
values may be in alignment. At other times, par-
ticularly when students have repeatedly experi-
enced situations when their religious values
conflicted with broader societal norms, they may
reflexively assume that their religious values
will conflict with professional norms. In such
cases, the student should be asked to explain
specifically the nature of the conflict; in some
instances, this alone will lessen the student’s
sense that there is, in fact, a substantial conflict.
In cases where there is an irreducible conflict,
the individual needs to decide whether or not he/
she wishes to join the profession. No one is
required to become a member of a profession,
but the profession does have a right to expect
that its members will abide by the profession’s
ethical codes and the foundational values that
undergird these codes.

Before engaging a student in this discussion,
I find it helpful to see how the individual
responded to the DIT, as it will give me a sense
of where the student is developmentally. If the
student is consolidated on a “Postconventional
Moral Framework,” as was the student in the
example above, this discussion should be fairly
easy to have. I showed the student his responses
to the DIT, helped him recognize that he
believed that rules, norms, and authorities
(including the profession’s norms and authori-
ties) were open to challenge. Further, by engag-
ing him in perspective taking, it became clear
that he didn’t believe that a professional should
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be able to impose his particular religious view
(like a prohibition against blood transfusions)
on a patient, especially if the patient was in need
of a transfusion. As our conversation proceeded,
it became clear that he and I did not see things
differently.

On the other hand, if this student’s DIT profile
suggested that he was consolidated on a
“Maintaining Norms Moral Framework,” this
discussion would have been more challenging, as
the student might believe there are “right
answers” to moral problems that flow from
authorities (religious or legal) that are not open to
question. Even if a subsequent course in the cur-
riculum is designed to challenge this notion and
gently promote moral judgment development, it
may be helpful to acknowledge that much of the
time our rules and norms do provide guidance.
As long as one is aware of the rules, norms, and
codes of ethics that guide professional practice,
one needn’t continually reflect on what one
“ought” to do. Yet this may be a good time to
point out that the practice of a profession is
grounded in science and with scientific and tech-
nological advances, new problems can emerge
(e.g., patient privacy in the internet age) that
require “rethinking” of rules and laws governing
professional practice. This may also be a good
time to stress historical changes brought about by
the bioethics movement—particularly with
respect to patient autonomy. Codes of ethics have
changed to reflect greater pluralism of thought
and value, and a “much needed taking of physi-
cians and dentists off of pedestals.” [KFL]
Further, a historical review of codes of ethics of
one’s profession will show how frequently codes
are modified and revised to take to accommodate
new problems that emerge in professional prac-
tice. To emphasize that its code of ethics is
grounded in moral ideals or principles, a recent
revision of the American Dental Association
code of ethics is organized around these princi-
ples: autonomy, beneficence, nonmaleficence,
justice, and veracity. Further engaging the student
in perspective taking will likely be helpful, as
will assuring the student that working through these
issues is part of professional ethical development.
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But, it is worth emphasizing that in the end,
becoming a professional is a choice. Prior to
taking the oath, each of us needs to decide
whether we can reconcile our personal values
with the profession’s values. If not, there are lots
of other ways to earn a living.

Case (3) This student challenged the general view
that society and the profession have expectations
of persons granted a license to practice. She
opined that many good professionals do not see
themselves as having to “serve the underserved,’
and that becoming a professional does not mean
one must “join the professional association,”
pointing out membership in professional organi-
zations “is not legally required.” This student
argued: “As long as a person abides by the laws
governing the practice of dentistry, they can
practice as they deem appropriate.”

Coaching Strategy: Whereas most students
completing the assignment seem to accept the
responsibilities articulated in the lecture, it is
often difficult to determine whether the stu-
dent’s expression of a responsibility to “serve
the underserved,” is heart-felt, and not simply
“telling the instructor” what they think the
instructor wants to hear. With respect to this
issue, it is particularly important to acknowl-
edge that the expectations are not particularly
easy to fulfill, and some are more difficult to
navigate than others, especially when the stu-
dent is confronted with the reality of developing
competence, and figuring out how to make a liv-
ing. I often state: “Some of you were brave
enough to reveal the discomfort you feel with
the expectation to ‘serve the underserved’. And
you should!” Then, I point out that many of the
exemplary professionals indicate that in their
initial years of practice they did not see profes-
sional responsibilities to others in the same way
they see them now. One moral exemplar that
I often quote advises, “First excel; then help
others.”

Case (4) Students often challenge a responsibil-
ity to govern their profession—opining that this
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is the profession’s responsibility, not theirs [24].
The following student demonstrates a developing
understanding of the responsibility, but expresses
reluctance to engage in confrontation, something
she is not prepared for.

“I had not really comprehended that as a profes-
sional, I am a representative and it is my duty to
report those professionals that are not meeting the
requirements and standards.... This makes sense
to me now because the dental profession is based
on a trust relationship between the practitioner
and society. If someone were to shatter that funda-
mental principle, people would become skeptical
of the profession as a whole and would lose respect
for the profession’s members. I can see this area
becoming a challenge for me because I am not a
really critical person and would feel out of charac-
ter confronting one of my colleagues. If the patient
was being harmed in any way, I would have no
trouble reporting the dentist, but if it was a matter
of a procedure not being up to standard, I may run
into an issue.”

Coaching Strategy: When responding to a com-
ment like this, one might write in the margin
“Maybe you shouldn’t think of it as ‘confront-
ing,” ‘calling out, or ‘reporting,’ but rather as
‘informing,” ‘empowering,’ or ‘enlightening.’”
However, a more fulsome response is usually
required. The student is articulating a struggle
that can’t be handled in the margins of a paper. In
our experience, many professionals struggle with
this responsibility. Some are exceedingly effec-
tive at providing feedback, others less so. If we
expect professionals to become effective at giv-
ing feedback to each other, to patients, or superi-
ors, the skill must be developed (see Chap. 15).
Actual lessons, with assessment and feedback,
must be devised to hone this critical interpersonal
and intraprofessional skill.

Case (5) A most challenging type of student is
what we have sometimes referred to as the “alien-
ated idealist,” who comes to the profession with
high expectations that members of the profession
would all exhibit great skill and unbridled altru-
ism, an almost all-encompassing devotion to the
profession. When the student observes that many
clinicians fail to meet these lofty expectations, the
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student may disengage, become cynical, or
believe that only a select few truly understand
professional values. Most typical is a kind of cyn-
icism about superiors and peers who they see as
acting inconsistently with the ideals they espouse.
I (KFL) observed that: “Some of these students
with extremely high ideals are prone to becoming
alienated from colleagues. On the other hand,
some of them could possibly become passionate
advocates for changing the system (like Paul
Farmer, perhaps)—they might irritate a lot of
others but go off and actually accomplish great
things in their field, more as a lone horse. The
danger is that they might burn out, become totally
disillusioned and end up bailing on clinical prac-
tice and open a vineyard. I don’t know, of course,
but I am wondering it they stand apart from the
classification somewhat.”

Coaching Strategy: After acknowledging the
high standards the student has set, both for herself
and others, it may be useful to ask her to identify
the particular competence that is missing for the
person she is criticizing—or to recognize the
competence required to accomplish an exception-
ally challenging task, or to cite an exemplar she
has encountered who could do “what is needed”
or “what would be admired.” Each of the dental
exemplars studied by Rule and Bebeau [28]
demonstrated exceptional commitment to profes-
sional values, but also particular competencies
that contributed to their exceptional achieve-
ments. For example, Hugo Owens, a highly effec-
tive dentist, community leader, and civil rights
activist, saw himself as “able to do things that
others thought should be done—like confront an
unfair policy or rule—but couldn’t do for them-
selves.” His exceptional interpersonal compe-
tence and problem solving “know how” made him
an effective change agent for integration of a
public library and community golf course, as well
as generally enhancing race relations in his com-
munity. In this way the student is being coached to
have empathy for colleagues who may not have
extraordinary skills in all domains and to make
realistic judgments about the competence of
those who may disappoint at times.
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7.5 Summary and Conclusions

It is often argued that we ought to do a better
job of screening applicants for entrance into the
professions. And yet as Sui and Reiter [30]
point out, we do not have measures that are
effective for discriminating among applicants
to the learned professions. They simply lack
predictive validity. Some progress has been
made in selection of students to the medical
school based upon a Mini Medical Interview
(MMI) [12], a measure that appears to assess
some aspects of professionalism. And while
such findings are encouraging, we agree with
Shulman [29] that professional education will
always need to address the formation of profes-
sional identity “with a moral core of service
and responsibility around which the habits of
mind and practice should be organized.” As
educators we do not fulfill our responsibility if
we assume that students will intuit the profes-
sional’s values and expectations from the gen-
eral socialization process. Emphasis must be
placed early in professional education on
assessing capacities that are known to be neces-
sary conditions for behavior, and then engaging
students in self-assessment and reflection
regarding attainment of these capacities. Just as
a medical school curriculum provides for the
development of technical knowledge and its
application to clinical care, we advocate assess-
ment, instruction, reflection, and further assess-
ment of professional identity formation. In the
end, of course, each student is responsible for
his or her own learning, and is expected to
maintain competence throughout a lifetime of
professional practice. In the case of ethical
development and professionalism, we show
how measures of moral reasoning and profes-
sional identity formation can provide an evi-
dentiary basis to help students take responsibility
for the professional ethical development.
Additionally, by engaging students in self-
assessment, reflection, and feedback, we are
able to observe evidence of professional devel-
opment (see also Chaps. 14 and 15).
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Appendix A
Interpreting DIT-2 Results

In the first session of this course, I explained briefly that four abilities are needed to effectively resolve
complex professional problems:
1. Moral sensitivity: the ability to recognize ethical issues in situations we encounter
2. Moral judgment: the ability to apply moral principles or ideals when developing a solution
3. Moral motivation and commitment: the ability to distinguish between competing values and com-
mit to the moral value
4. Moral character and competence: the ability to develop and carry out a concrete set of plans to
effectively resolve the moral dilemma
The DIT-2 (the assessment you completed during Session One) deals specifically with moral
judgment—the ability to distinguish among moral arguments that appeal to the different justifica-
tions one could use to resolve a moral dilemma. The DIT-2 and that which it measures, moral reason-
ing and judgment, have been shown to relate to a wide range of prosocial behaviors, including the
clinical performance of health care professionals.’*>

Review of the DIT-2

The DIT-2 asked you to consider several dilemmas. The problems are dilemmas because many people
feel they cannot be fairly resolved by simply applying explicit rules or laws. After taking an initial
position on a dilemma, you were asked to rate and rank arguments that some people consider impor-
tant in deciding what to do.

The arguments presented on the DIT-2 reflect different strategies or conceptual frameworks people
use to explain their actions. Even though there are many kinds of arguments, research shows that, for
adults, the arguments cluster into three major groups. These groups are described below:

Index® Index abbreviation Reflects arguments that appeal to...
Personal interest PI index Personal interest and/or to maintaining one’s loyalty to family/friends
Maintaining norms MN index Maintaining existing laws, rules, and/or societal norms (also called

“conventional arguments”)

Post-conventional P index Procedural justice and/or to moral principles and ideals upon which
conventions, norms, rules, laws are based

Utilizer score U score Extent to which arguments preferred are consistent with action chosen

“Proportion of times you ranked this class of argument as most important.

Another useful index derived from the DIT-2 is the U score. The Utilizer score indicates whether
you tend to apply the arguments you indicated were more important to you. Sometimes people recog-
nize more adequate moral arguments, but do not use them in making a decision. Scores typically
range from —0.5 to +0.5. A low U score indicates less consistency between the arguments selected as
important, and the position that a test-taker ultimately chose.

3 Sheehan et al. Moral judgment as a predictor of clinical performance. Eval Health Prof. 1980;3:393-404.
“Baldwin et al. Moral reasoning and malpractice; a pilot study of orthopedic surgeons. Am J Orthop. 1996;481-4.
°Candee et al. Moral reasoning and decisions in dilemmas of neonatal care. Pediatr Res. 1982;16:846-50.
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What do these scores mean? DIT scores do not tell you whether you are a good or kind or caring
person, whether you are a law-abiding citizen, or whether you will be an excellent physician. What do
tell you is something about your preferences for different conceptual frameworks—the kinds of argu-
ments that you find appealing at this point in your life and the extent to which the arguments you chose
are consistent with the action choice you chose on the measure.

One’s preference for different moral arguments tends to change as a person develops and changes.
Knowing your preference helps you see whether you are likely to be in agreement with people in your
profession should you be confronted with problems such as those presented on the test.

Remember also that there are other ethical abilities that are also necessary for consistent ethical
actions. These include sensitivity, moral motivation and commitment, and ethical implementation
abilities. The DIT-2 does not measure these abilities.

Are higher P scores better? In general, as people develop as a result of education, they tend to come
to prefer postconventional arguments. The extent to which they do so varies among professions. For
example, persons who devote their professional lives to working on complex moral problems, like
philosophers, ethicists, and political scientists, prefer arguments based primarily upon moral princi-
ples and adherence to an underlying moral framework (postconventional moral reasoning). Accordingly
they tend to have a higher P Index (mean of 65) than do persons in other walks of life, including physi-
cians. As a group, physicians tend to have somewhat lower P scores, with proportionally higher MN
scores, reflecting a greater emphasis on maintaining societal norms and rules; the average medical
student selects postconventional arguments about 50 % of the time. The average adult selects postcon-
ventional arguments 40 % of the time.

What if my P Index is below the mean of my group? Research shows that as we expand our
thinking as the result of higher and professional education, our relative preference for post-
conventional moral arguments increases. While we do have data correlating “P-score” (preference
for postconventional thinking) with clinical performance measures and lower likelihood of mal-
practice judgments, we do not know whether higher scores cause these correlations. It is likely that
preference for postconventional thinking equips physicians to resolve morally complex dilemmas
when faced with rules/laws/norms that are ambiguous, contradictory, nonexistent, or inappropriate.
As a result, the person takes a broader range of perspectives into account when making a decision
about what to do.

If you got a low score on the P Index, you probably got a higher than average score on the MN
Index, indicating that, as you responded to the cases, you placed a higher emphasis on adhering to
explicit rules and laws than to adhering to an independent underlying moral framework.

What if I got a high MN or PI score? We all use personal interest arguments some of the time and
maintaining norms arguments much of the time. There is nothing wrong with doing so UNLESS
doing so disadvantages someone in a way that is fundamentally unfair. The challenge seems to be to
figure out when reliance on personal interest argument or on maintaining norms does not meet the
situation’s needs (when a postconventional framework is needed). The ability to distinguish among dif-
ferent kinds of moral arguments and to use arguments based on professional values and ideals (those which
underlie rules, laws, guidelines) can be improved by rigorous discussion of complex moral dilemmas;
ELSIM (first year) and Bioethics at the Bedside (third year) include such discussions.

What does the U score mean? The U score indicates the degree of consistency between the pre-
ferred arguments and the preferred action choice. If you are inconsistent, it may say that you are not
sure why you picked the action you did or that you had a reason other than one of the preferred
arguments. Or it may mean that you are open to reconsidering your judgment, a mark of moral
maturity.
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How will these results be used in this course? There is no passing or failing score on the DIT-2.° We
use this measure as a way to help you reflect on your approach to moral judgment and reasoning, one
of several areas covered in your education on ethics and professionalism. Your specific scores will not
be shared as such with anyone. De-identified results may be pooled across the class and incorporated
in reports that evaluate the curriculum. If you would like to discuss your specific results or the DIT-2
in general, please contact the course director.

Individual DIT-2 results

Student: Date DIT completed:
Mean score (+s.d.)
Index Your individual [entire class or
Index abbreviation  Reflects arguments that appeal to... score® cohort] n=
Personal interest ~ PI index Personal interest and/or to maintaining

one’s loyalty to family/friends
Maintaining norms MN index Maintaining existing laws, rules, and/or
societal norms (also called “conventional
arguments”)
Postconventional P index Procedural justice and/or to moral
principles and ideals upon which
conventions, norms, rules, laws are based

Utilizer score U score Extent to which arguments preferred are
consistent with action chosen

“Proportion of times you ranked this class of argument as most important

Appendix B
Professional Identity Essay

Please print your Name and today’s date on the front of your BlueBook.

This essay explores how you understand the meaning of professionalism at this point in your develop-

ment and how that relates to the formation of an ethical professional identity. Research suggests that

the meaning of professionalism and one’s identity with the profession evolves throughout one’s career.

Respond as fully as you can to each of the questions. In subsequent sessions you will have an oppor-

tunity to compare your responses with responses of persons contemplating becoming professionals,

as well as with persons in later stages of professional development. The purpose is to engage you in

self-assessment, reflection and goal setting.

Please answer these questions as fully as time allows. Write at least a paragraph for each ques-

tion. Print clearly in the BlueBook provided and number each response.

1. What does being a member of the medical profession mean to you? How did you come to this
understanding?

2. What do you expect of yourself as you work towards becoming a full-fledged physician?

. What will patents expect of you?

4. What will the profession expect of you? How did you come to this understanding?

IV}

¢ At the same time, the measure has reliability checks to pick up random responses, missing data, consistently selecting
items for style (rather than meaning), or not following instructions. If the scoring shows significant issues in these areas,
I will discuss this with you individually, as it indicates a lack of understanding of or serious engagement with the task.
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5. What conflicts do you experience or expect to experience between your responsibility to yourself
and others—patients, family, profession? How do you resolve them?

6. What would be the worst thing for you if you failed to live up to the expectations you have set for
yourself?

7. What would be the worst thing for you if you failed to live up to the expectations of your patients?

8. What would be the worst thing for you if you failed to live up to what society expects of physi-
cians? How did you come to this understanding?

9. Think of a physician you consider an exemplar of professionalism. Describe why you chose this
person, illustrating with an incident or pattern of decisions or actions that supports your choice.

Appendix C
The Evolving Professional Identity

Expectations and Obligations of the Professional’

e To acquire the knowledge of the profession to the standards set by the profession.

* To keep abreast of changing knowledge through continuing education.

e To make a commitment to the basic ethic of the profession—that is, to place the interests of the
patient above the interests of the professional, and to place the health interests of society above the
interests of the profession.

» To abide by the profession’s code of ethics, or to work to change it, if it is inconsistent with the
underlying ethic of the profession.

» To serve society (i.e., the public as a whole)—not just those who can pay for services.

e To participate in the monitoring and self-regulation of the profession. There are at least three
dimensions to this expectation: to monitor one’s own practice to assure that processes and proce-
dures meet ever-evolving professional standards, to report incompetent or impaired professionals,
and to join one’s professional associations, in order to participate in the setting of standards for the
continuation of the profession. The latter is not a legal, but rather an ethical responsibility.

The Evolving Professional Identity®
Robert Kegan [17] suggests that all human beings are continuously involved in a process of construct-
ing meaning. As individuals gain an increasing amount of experience in an extremely complex world,
they construct progressively more complex systems for making sense of it. Similarly, each person
constructs an understanding of what it means to be a professional, and a professional’s understanding
may be qualitatively different from that of the general public.

Kegan’s five levels of identity transformation were adapted for the professions by Bebeau and
Lewis [5] to enable educators to coach professional students, as they reflect on their evolving profes-
sional identity. Three levels of identity formation are typically evident among aspiring professionals.

The Independent Operator
These individuals look at themselves and the world in terms of individual interests and concrete,
black-and-white role expectations (their own, others’, their employer’s, etc.). Personal success is par-

"Bebeau MJ, Kahn J. Ethical issues in community dental health. In: Gluck GM, Morganstein WM, editors. Jong’s com-
munity dental health. 5th ed. St. Louis: Mosby; 2002. pp. 425-445.

8 Adapted from Bebeau MJ, Lewis P. Manual for assessing and promoting identity formation. Available from the Office
for the Study of Ethical Development, University of Alabama; 2003. Also, Rule JT, Bebeau MJ. Dentists who care:
inspiring stories of professional commitment. Chicago, IL: Quintessence Publishing Co.; 2005.
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amount. It is measured by concretely accomplishing individually valued goals and enacting specific
role behaviors. The perspectives of others may be overlooked, misunderstood, or misconstrued by
these individuals.

How the typical Independent Operator understands professionalism. These individuals understand
professionalism as meeting fixed, concrete, black-and-white role expectations, rather than a broader
understanding of what it means to be a professional. Motivation for meeting standards is wholly indi-
vidual and based on a desire to be correct and effective. Said one aspiring professional, “There are pro-
fessional guidelines and codes that shape your life.”

The Team-Oriented Idealist

Unlike Independent Operators who view themselves and others as individuals, each with his or her
own agendas and interests, Team-Oriented Idealists view themselves and others as having shared
interconnections. Their capacity to make sense of the world, by taking multiple perspectives simulta-
neously, profoundly changes their sense of self and how they understand social reality—as shared
experiences, psychological membership, and the internalization of social expectations and societal
ideals. While Team-Oriented Idealists still possess and can articulate individual interests and specific
behavioral goals, individual interests are no longer central.

How the Team-Oriented Idealist understands professionalism. Unlike Independent Operators,
these professionals are both idealistic and internally self-reflective. They understand and identify with
(or worry that they are not yet fully identified with) their chosen profession. They no longer see pro-
fessionalism as enacting specific behaviors or fixed roles (the Independent Operator’s view). Rather,
the Team-Oriented Idealist sees professionalism as meeting the expectations of those who are more
knowledgeable and legitimate, and even more professional. As one professional remarked, “We must
always hold ourselves to the highest expectations of society.” Because their identity is grounded in
others, and particularly external authorities, the Team-Oriented Idealist is vulnerable to “going along
with others” for the sake of “getting along,” and can have difficulty seeing boundaries between self
and other.

The Integrated Professional. If a Team-Oriented Idealist is characterized by embeddedness in and
identification with a set of shared or collective identities, the Integrated Professional forges a personal
system of values and internal processes for evaluating those shared identities. Team-Oriented Idealists
often find themselves torn among multiple shared identities (e.g., physician, parent, spouse) with no
easy way of coordinating them. As one’s responsibilities multiply, life as a Team-Oriented Idealist
often becomes one of constantly trying to balance the felt obligations of multiple identities. The self-
system of the Integrated Professional provides an internal compass for negotiating and resolving
tensions among these multiple, shared expectations. Conflicts among the inevitable competing pulls
of various roles and their attendant obligations are negotiated by adherence to one’s own internal
standards and values.

How the Integrated individual understands professionalism. These individuals, unlike Team-
Oriented Idealists, are no longer identified solely with external expectations of their professional role.
Instead, having freely committed themselves to being a member of the profession, they have con-
structed a self-system comprising personal values integrated with those of the profession. These pro-
vide principles for living. While their identity is not wholly embedded in their profession, they have
created a vision of the “good” profession that is grounded in reflective professional practice. As
Integrated individuals continue to transition to the next level ([17] Humanist or [28] Moral Exemplar),



122 M.J. Bebeau and K. Faber-Langendoen

they are able to stand aside from their own profession and even look across professions. They criti-
cally assess aspects of the professions, yet remain strongly committed. They are authentic persons
who may emerge as leaders within the profession. Thus, Integrated individuals often become change
agents within their profession.

In the lifelong process of identity development, individuals spend a considerable amount of time
(typically many months) in the transition between stages. Transitions are characterized by the process
of encompassing one’s current way of making meaning within the broader and more complex frame-
work of the next developmental stage. Both stages may be demonstrated, with the higher stage
expressed in a tentative and less well-articulated manner. Research suggests that many college-age
students are in the transition between the Independent Operator and the Team-Oriented Idealist,
whereas the transition between the Team-Oriented Idealist and the Integrated Professional is more
typical of early to mid-career professionals. Rarely is full transformation to the Integrated Professional
evident before mid-career.

Appendix D
Professional Expectations: Self-assessment and Reflection

Review the Professional Identity Essay (PIE) you wrote during the previous session and the personal
statement from your residency application, to see which ideas were already a part of your understand-
ing and what new insights you gained from the readings and lecture. Then answer the following ques-
tions in the time allowed during this session.

Please print legibly.
Name
Date:

1. Acquire the knowledge base.
To what standard?
As you prepare to graduate, have you met the standard for acquiring a knowledge base? What else
is required?
Was this idea part of your initial understanding as expressed in your PIE and/or Personal Statement?
If not, what new insight have you gained?
2. Keep abreast of evolving knowledge.
How is this accomplished in professional life? What are some examples?
Was this idea part of your initial understanding? If not, what new insight have you gained?

3. Commit to the profession’s ethic, which is ... (Be sure you are able to express this in your essay)
What is the profession’s ethic? (By “profession’s ethic,” we mean the basic, fundamental promise
of the profession, both to individuals and society).

Is commitment to the profession’s ethic a matter of choice?
Does the profession have a right to expect that persons who join the profession will commit to the
profession’s ethic? Why or why not?

Was this idea part of your initial understanding as expressed in your PIE and/or Personal Statement? If
not, what new insight have you gained?
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4. Abide by the code, unless ...

Are there any circumstances under which one would not obey the code (e.g., expectations as for-
mulated in the AMA’s Code of Ethics, the American College of Physicians’ Ethics Manual, or
statements of ethical expectations from other professional societies)? What are some examples?
What is the difference between these sorts of codes/statements and the “ethic” of the profession?
What other rules or laws apply to the practice of medicine?

Are there different consequences for violation of the various laws and ethical codes?

Was this idea part of your initial understanding as expressed in your PIE and/or Personal Statement?
If not, what new insight have you gained?

. Serve society.

What is meant by “service to society?” What is the basis of society’s expectations of
professionals?

What are the limits on those expectations?

What is meant by the term “pro bono” as used in some professions? How does that relate to
medicine?

What are examples of ways (in addition to serving those who pay) that physicians can “serve
society”?

Was this idea part of your initial understanding as expressed in your PIE and/or Personal Statement?
If not, what new insight have you gained?

. Regulate yourself and participate in monitoring your profession.

What are some examples of self-monitoring or self-regulation?

What is expected of each professional with respect to monitoring the profession?

If it isn’t legally required, why would professionals join their professional associations?

What three elements are required to meet this responsibility?

Were these elements part of your initial understanding as expressed in your PIE and/or Personal
Statement? If not, what new insight have you gained?

For your reference, here are the expectations and obligations of the professional.

To acquire the knowledge of the profession to the standards set by the profession.

To keep abreast of changing knowledge through continuing education.

To make a commitment to the basic ethic of the profession—that is, to place the interests of the
patient above the interests of the professional, and to place the health interests of society above the
interests of the profession.

To abide by the profession’s code of ethics, or to work to change it, if it is inconsistent with the
underlying ethic of the profession.

To serve society (i.e., the public as a whole)—not just those who can pay for services.

To participate in the monitoring and self-regulation of the profession. There are at least three
dimensions to this expectation: to monitor one’s own practice to assure that processes and proce-
dures meet ever-evolving professional standards, to report incompetent or impaired professionals,
and to join one’s professional associations, in order to participate in the setting of standards for the
continuation of the profession. The latter is not a legal, but rather an ethical responsibility.

Appendix E

Develop a Learning Plan for Your Professional Ethical Development

Directions: Please prepare a three- to five-page typed, double-spaced summary that reflects your
assessment of your professional ethical development and your plans to enhance your development
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with respect to (1) professional identity formation and (2) ethical reasoning and judgment. This
final, capstone assignment is the most important assignment. It gives you the opportunity to
synthesize what you have learned through lecture, the assessments, and the writing exercises, to
understand your strengths and challenges, and to develop a plan for developing into an exemplary
professional.

1. Professional Identity Formation

Review the various documents in your portfolio—your Professional Identity Essay, your Self-

assessment of that essay and feedback from the instructors, your response (and revisions) to the

Kramer exercise, your responses to Professional Expectations: Self Assessment and Reflection.

Reflect also on the lectures and small group discussion, designed to enhance your understanding of

what society expects of its professionals.

Summarize the new insights you have developed about what is expected of you as a future medical
professional. Include challenges you see yourself as facing as you begin to understand and meet
professional and societal expectations.

Then study Kegan’s descriptions as discussed in the Evolving Professional Identity and the
examples you were given that illustrate the stages and transition phases. In writing:

(a) Rate your level of identity formation. Support your judgment with statements from documents
you have written (i.e., entries in your portfolio). Be sure to cite yourself, indicating which
documents you are citing

(b) Using the descriptions of the evolving professional identity, describe an area you believe you
need to further develop. Indicate what you will do to enhance your development in this area. In
addition, describe and specify the resources that you would use to aid you in this development
(e.g., research and tell us what specific books, educational resources, etc., that you would use)

2. Ethical Reasoning and Judgment

Summarize what you learned about the strategies you use when approaching complex social prob-

lems like those on the Defining Issues Test. What do the results tell you about your strategies

compared with others in the profession? How did your group’s scores compare with yours? What

did you learn about your strategies?

Then, reflect on the lecture notes, the readings, the Landry case discussion, and your analysis/
revised analysis of it. What do you think you need to do to enhance your reasoning ability? How
will you accomplish this?

Handing in the Assignment

This assignment is due one week after the completion of your course. Assignment should be emailed
to the course instructor. The document should be typed as a Word document and double-spaced;
please label the file with your last name. You are responsible for making sure that the assignment is
received; an email acknowledging receipt of your assignment will be sent.

Appendix F

Learning Plan Grading Rubric
Name

Identity Formation

1. Summarizes new insights [NOTE: Possible to check both 1 and 2]
Shows a willingness to cite personal shortcomings in earlier understanding of expectations
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Explains (in depth) new insights developed and cites sources of earlier understandings
Explains some insights in a general way, without particular examples

Simply repeats expectations as presented in class

— Does not summarize insights

. Discusses challenges [NOTE: Possible to check both 1 and 2]

Challenges described flow from description of insights gained
Challenges described reflect an understanding of personal strengths and shortcomings
Does not list challenges with respect to the expectations of a professional

. Rates level of identity formation

Rating is described in terms of Kegan’s descriptions of the Evolving Professional Identity
Does not rate level of identity
Rating illustrates misunderstanding of the task

. Accuracy of rating of level of identity

Consistent with professor’s judgment
Overestimates
Underestimates

. Supports rating with evidence from portfolio entries

Shows exceptional insight in supporting the judgment
Shows good support for judgment

Offers support for judgment

Does not support judgment with evidence

. Has a plan for developing his/her professional identity

Plan reflects personal research on possible options for enhancing abilities
Lists what he/she will do in a general way
Doesn’t describe a plan

Ethical Reasoning and Judgment

7.

10.

11.

Summarizes individual DIT results

Summary reflects understanding of the data
Summary reflects misunderstanding of the data
Does not fully summarize DIT results

. Describes individual performance in comparison with others’ ratings

Compares self with others’ ratings
Comparative judgments not included

. Describes individual performance in comparison with group/consensus performance

Compares self with others’ ratings

Comparative judgments not included

Provides data-based assessment of his/her strengths and shortcomings in terms of ethical
reasoning

Assessment reflects insight about personal strengths and shortcomings
Assessment reflects some understanding of the data

Assessment reflects misunderstanding of the data

Does not provide data-based assessment

Has a plan for enhancing reasoning development

Plan reflects personal research on possible options for enhancing abilities
Lists what he/she will do in a general way

Doesn’t describe a plan
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Writing
Mechanics
Observes rules of grammar, spelling, and sentence structure
Minor errors are observed
Numerous errors are observed
Length
_ Appropriate length
Could be edited for length without compromising content
Other

Reflects on his/her involvement and choices in the cheating scandal?
Explicitly reflects on involvement, examines what defenses or lack of capacities were

involved, reflects on relevance to his/her professional identity.
Mentions his/her involvement but does not reflect on it extensively
No significant explicit mention

Summary Judgment

Exceptional Essay (Honors)
— Very Good Essay (High Pass)
— Good Essay (Pass)
Did the assignment to minimally acceptable standards (Pass)
— Did not complete satisfactorily (Fail)
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“You Said, | Heard”: Speaking
the Subtext in Interracial
Conversations

Elizabeth Brondolo and Kristy-Lee Jean-Pierre

Abstract

Medical trainees who come from racial and ethnic minority communities
and/or from economically and educationally disadvantaged backgrounds
face unique external and internalized challenges that may lead to academic
difficulties. Given there are still few faculty members from racial and eth-
nic minority communities, supervision is likely to be cross-racial. Using
illustrative cases and their own personal experience as supervisor and stu-
dent, the authors, the director of the Social Stress and Health Research
Unit in the Department of Psychology of St. John’s University and a PhD
candidate in this program, review what is known about the dynamics of
racism, its effects on mood, the pathways through which racism may affect
academic performance. In particular, they discuss what is known about
interracial communication styles, race-based stereotypes, and formation of
schemas about self and others. They suggest strategies to combat the
formation of judgments of which we are not even aware, to recognize
stereotype threat and confirmation bias, and to address these issues within
student and teacher relationships.

You are very concerned. This is your fourth
meeting with ST for remediation after she
failed the end of clerkship year OSCE.
Getting her to discuss her performance
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difficulties openly has been unusually
frustrating. You have been holding these
meetings for years, and typically—once
students are reassured that you are there to
be helpful—they engage in the discussion
about their performance in detail. The stu-
dents usually participate in designing and
committing to a remediation plan with
energy and eagerness to “get this over with
and move on.” You are very proud of the
fact that you are respected among your
peers and students for your skill at creating
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a “safe” and therapeutic relationship with
struggling students. But this time, things
are not working out the way you planned.

ST arrives 15 min late, beautifully
dressed, respectful, polite, and emotionally
composed. After the usual checking up and
reviewing her remedial work, you decide to
take a more confrontational approach.
“ST, this is the fourth time we have met.
You have done most of the things you have
been asked to do, but I continue to be con-
cerned that we haven’t really talked about
how these difficulties developed. It’s hard
for me to tell what you are thinking. I can’t
tell how motivated you are to address the
issues.”

After along pause, she responds, angrily
in a low whisper with her eyes cast down,
“I don’t know what you people want from
me!”

You are confused and nervous, but the
emotion behind ST’s statement compels you
to reach out. “What do you mean ‘you peo-
ple’?” As she haltingly answers your ques-
tions, you realize how isolated and alone
this Black woman—an academic superstar
in her community high school and col-
lege—has felt since coming to a medical
school of mostly White and Asian students
and faculty. You are also surprised, as a
White woman, at how unprepared and
unskilled you feel to handle this situation.

8.1 Introduction

Relationships with faculty are critical to success
in all of graduate education [1]. These relation-
ships help shape a young professional’s identity
and are the major medium through which profes-
sional norms are communicated. But medical
students who are members of cultural or racial
minority groups may face specific challenges in
developing these professional relationships.
These obstacles to the development of effective
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interracial student—faculty relationships become
especially problematic when a student is strug-
gling with academic or performance problems.

Effective mentoring helps all students to
identify barriers to professional achievement and
generate the motivation they need to surmount
those barriers and accomplish their goals. Students
from ethnic or racial minority groups may face
barriers that are a product of racial or ethnic
discrimination (i.e., racism). Many of these
barriers can be a function of past and ongoing dif-
ficulties gaining access to the opportunities and
resources necessary to build skills and gain
knowledge. But other barriers may be internal, a
function of racism-related changes in the ways
students think and feel about themselves, others,
and the world around them.

The barriers facing students who have been
exposed to discrimination are not always apparent
to either the faculty member or the student [2].
Consequently, both faculty and students can find
it hard to develop effective strategies to address
the difficulties. In the first section of this chapter,
we make these barriers more visible by reviewing
ways in which racism at all levels can affect pro-
fessional development. We examine the effects of
cultural, institutional, interpersonal, and internal-
ized racism on expectations and preparation for
professional training. We do this to help faculty
both understand and discuss the ways in which
discrimination may be contributing to student’s
difficulties in performance.

Effective communication between students
and faculty can help clarify these issues and
strengthen motivation. But racism can also under-
mine this communication and the development
of effective student—faculty relationships [3]. In the
second section of the chapter, we examine the
ways racism-related changes in the way we think
and feel about ourselves and others can affect the
development of the relationships necessary to
support professional development.

To illustrate these issues, we apply these con-
cepts to an examination of our own mentoring
conversations and articulate the subtext of our
conversations—the unspoken ideas and feelings that
drive the interactions. We demonstrate that these
subtexts reflect, in part, the effects of discrimination
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on our thoughts and feelings about ourselves and
other people. Because these unspoken ideas and
unarticulated feelings can undermine our ability
to communicate effectively, understanding this
implicit subtext can help engage both faculty and
students more fully in the process of professional
development.

8.2 Racism Affects Professional
Development
8.2.1 Student-Faculty

Communication Is Integral
to Effective Performance

Learning to communicate efficiently and effec-
tively with faculty and other mentors is particu-
larly critical in medical education [1]. Aspiring
physicians must work with a wide variety of fac-
ulty (i.e., professors, residents, and attending
physicians) in both academic and clinical set-
tings. To maximize their chances of success in
each training environment, students must quickly
establish relationships with their faculty supervi-
sors and understand the implicit rules governing
these relationships. If successful, they will be
more effective at addressing internal and external
barriers to performance in the classroom and in
the clinic.

Effective trainee—faculty communication is
especially important and difficult in the clinical
clerkships. The clerkship setting is less familiar
than the classroom or laboratory; the pace of the
workload is much more intense, and the conse-
quences of error more severe. Despite the increase
in demands, the social protocols for requesting
information or guidance from faculty are often
ambiguous, and they may vary substantially
across faculty [1, 4].

The need for the rapid development of student—
faculty relationships may be particularly chal-
lenging for students who are members of ethnic
or racial minority groups. As a result of persistent
and significant racial disparities at the faculty and
leadership level in medical education [5], students
who are members of ethnic or racial minority
groups will receive most of their mentoring from

individuals who do not share their cultural or
racial background. This can be problematic,
because culture and social class influence our
understanding of the rules governing social com-
munication, including our implicit and explicit
knowledge about the ways to communicate with
authority figures [6, 7].

Our culture and social class shape the contexts
(i.e., including our family life, schooling, and
early work experiences) in which we learn how to
communicate respect and ambition, to resolve
conflicts, and to ask for guidance or support [8].
Therefore, in interracial or cross-cultural interac-
tions, students and faculty may have been exposed
to different opportunities for learning these social
rules and as a result interpret the social interac-
tions differently. Because so many of these social
rules are learned through experience rather than
acquired as a function of explicit instruction [9],
the lack of shared experiences may prevent both
faculty and students from relying on an implicit
understanding (i.e., on intuition) to repair unpro-
ductive interactions.

Cross-cultural or interracial communication
can be particularly challenging when the student
comes from an ethnic or racial group that has
faced substantial stigmatization and discrimina-
tion [3, 10, 11]. From the student’s perspective, a
personal and group history of being targeted for
discrimination can make the student wary of fac-
ulty members and reluctant to ask for guidance
[12]. From the faculty member’s perspective, a
lack of familiarity with the student’s experiences
and concerns about appearing biased, as well as
actual bias, can impair attempts to engage students
and promote professional growth [13]. Unspoken
concerns and frustrations can hinder or even
obstruct the process of developing effective
faculty—student relationships.

The overall aim of this chapter is to provide
guidance for “speaking the subtext” in cross-race
student—faculty interactions. It is a complex task,
which involves recognizing the ways in which
cultural and social contexts influence the mean-
ing of interpersonal interactions. The interaction
partners must thoughtfully articulate the con-
cerns and frustrations that can emerge in cross-
race communication. Directly communicating
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previously unspoken anxieties, expectations, and
frustrations can make student—faculty communi-
cation more effective and support the professional
development of both the faculty and the student.
(For more information on the nature of this implicit
bias, it can be helpful to see the e-learning tuto-
rial provided by the AAMC. See link below and
#14 in reference list: [14] https://www.aamc.org/
initiatives/leadership/recruitment/178420/uncon-
scious_bias.html).

8.2.2 Conversations in Context:
The Role of Social-Cognitive
Processes

Each interpersonal exchange between a student
and faculty member has the possibility of support-
ing academic growth. But the effectiveness of the
exchange depends, in part, on how each person
interprets their own and the other person’s words,
tone of voice, and facial expressions. For instance,
a flat or skeptical expression can inhibit inquiry;
a smile can engender trust. The explicit commu-
nication of racial bias will clearly undermine the
exchange, but implicit or subtle acts of exclusion
or rejection can also raise concerns about the
possibility of race-based maltreatment [15].

8.2.3 SchemaTheory

The interpretation of words and emotional cues
are affected by the current exchange as well as past
experiences. Research on social cognition pro-
vides a frame for our analysis of racism-related
experiences. In particular, we focus on mental
structures called schemas, defined as constella-
tions of ideas, attitudes, and feelings that “develop
through past experiences and guide the processing
and interpretation of new information” [16].
Schemas are shaped by life experiences,
including exposure to race/ethnicity-based preju-
dice and discrimination [17]. Student—faculty
relationships, like all interpersonal relationships,
are driven by schemas about the self, other peo-
ple, and the world. These schemas influence the
student’s and the faculty’s expectations, feelings,
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and actions in the relationships and consequently
may determine the degree to which this relation-
ship can effectively support the student’s
motivation.

Schemas about the self include ideas and
feelings about our self-worth and value to others
[18-20]. Schemas about the world reflect ideas
about the degree to which other people and the
world in general are predictable, controllable,
and threatening [21]. Relational schemas concern
our interpersonal relationships [17].

These schemas shape our moment-to-moment
perceptions of interpersonal communication
[22]. They influence the focus of our attention,
our perception of the meaning and implications
of the communication, and our perception of our
ability to resolve interpersonal communication
problems. If our underlying schema reflects the
belief that the world is threatening, we will be
more likely to search for signs of potential danger
and be more motivated to take protective action.

Schemas are shaped by both our unique and
shared circumstances. Much of the formation of
these schemas occurs in moment-to-moment
interactions, as a routine part of daily life [23].
We develop these schemas through direct instruc-
tion, social modeling, and the experience of the
positive and negative consequences of our actions
and the actions of those we observe. The influence
of these schemas on our actions, emotions, and
information processing is largely outside con-
scious awareness [24-26].

8.2.4 The Effects of Racism
on Achievement and the
Development of Relational
Schemas

Racism has been defined broadly as ‘“the pro-
cesses, norms, ideologies, and behaviors that
perpetuate racial inequality” [27]. Racism at any
level can create external barriers to achievement
and shape interpersonal interactions. As a conse-
quence, racism can have effects on the develop-
ment of schemas about the self, other people, and
the world at large. More information on these
concepts can be found in Brondolo [2] and the
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American Psychological Association’s website
for Division 38 [28] (http://www.health-psych.
org/APADivision38Racism.cfm).

The barriers presented by each level of racism
make it harder for students to achieve because
these obstacles require that students have a much
higher level of motivation. In the next sections,
we identify levels of racism, examine their effects
on schemas, and identify the increase in demands
for motivation.

8.2.5 Cultural Racism

Ideas and attitudes about race and ethnicity are
communicated through the media, including TV
programs, movies, and newspapers [15]. The
explicit and implicit messages that are conveyed
about different racial/ethnic groups shape the
schemas we hold about our group(s) and other
groups [29]. The content of the messages influ-
ence our ideas about the group’s values, beliefs,
social behaviors, roles, and status. The sensory
(i.e., visual and auditory) components of the mes-
sages provide the images and elicit the emotions
we attach to the ideas [30-32]. This combination
of intellectual, sensory, and emotional communi-
cation drives the development of the schemas we
hold about our own group and that of others [33].

Cultural racism results when these messages
communicate negative stereotypes about a par-
ticular group (e.g., Asians are subservient; Blacks
are angry and lazy) [33]. Research supports the
notion that these media communications
strengthen existing stereotypes and shift attitudes
about members of those groups [34, 35] even
when the viewers are unaware of the effects [26].
Media communications of these stereotypes can
shape the way in which members of the stereo-
typed group think of themselves [36]. These
stereotypes can influence performance evalua-
tions [37]. These stereotypes can distort both the
faculty member’s and the student’s expectations
of the student’s professional competencies.
Without active critical thinking about the infor-
mation presented by the media, these stereotypes
may prove difficult to adjust [38].

8.2.6 Institutional Racism

Cultural racism can create a desire among some
groups for social distance from members of stigma-
tized groups. Consequently, individuals may con-
sciously or unconsciously avoid contact with
members of other groups, promoting racial segrega-
tion [2, 39]. Residential racial segregation further
contributes to the exacerbation and maintenance of
racial disparities in achievement [40, 41].

Residential segregation changes how we learn
about others and ourselves [42]. In racially/ethni-
cally diverse communities, we absorb knowledge
about the qualities associated with other ethnic or
racial groups in much the same way as we learn
about our own—through actual and observed
interactions with individuals from diverse back-
grounds. These face-to-face interactions provide
an opportunity to challenge biased beliefs, allow-
ing for more elaborate and deeper understanding
of specific individuals. In contrast, residents of
segregated communities must depend on the
media for much of their knowledge about mem-
bers of other groups. These media portrayals can
heighten attention to visually salient phenotypic
or cultural characteristics and can strengthen
stereotypes.

For some groups, most notably Black, Latino,
and Native American individuals, residential
racial segregation can be confounded by neigh-
borhood poverty [43]. In segregated low-income
communities, there may be fewer opportunities to
gain preprofessional social or academic skills.
There may be fewer individuals who serve as
accessible professional role models or who can
provide technical or instrumental support. Students
may face greater demands to provide emotional
or practical support to other family members, and
their attention and energy may be diverted from
pursuing academic goals.

The developmental experiences that students
(and faculty) have in their residential environ-
ments shape their schemas about themselves and
the larger world. Students from neighborhoods
with few social and practical resources may hold
less developed and potentially more negative sche-
mas about their own competence and their ability
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to negotiate the larger world. In contrast, in an envi-
ronment high in opportunity and supportive
resources, students have the ability to develop more
detailed and more realistic appraisals of their own
interests and competencies. With greater knowl-
edge about their capacities under a wide variety of
situations, students can perceive a broader range
of activities as challenges, rather than threats.

8.2.7 Individual or Interpersonal

Racism

On an individual level, we may experience race-
based maltreatment during many different types
of social exchanges. In the academic and profes-
sional environment, race-based maltreatment can
be manifested as social exclusion, as preferential
work assignments, or as very negative or stigma-
tizing work evaluations. Sometimes the motiva-
tion for an episode of maltreatment is clear and
the racial bias is obvious. But often, the maltreat-
ment is subtle and determining the cause is more
difficult [44]. We make judgments based on small
variations in social behavior, including the non-
verbal behaviors used to communicate accep-
tance and rejection.

Social psychologists have reported that even
when we are overtly included in a group, we may
not trust this acceptance, if the small nonverbal
cues of inclusion are not fully communicated
[45]. For example, a faculty member might smile
warmly to a student from the same racial/ethnic
background but offer a slightly briefer smile to a
student from a different background. These split-
second interactions can cause students to worry
about their standing and begin to mistrust the
possibility of being included and valued in future
contact [45]. Even when we are not aware of their
impact, these social interactions have the poten-
tial to affect the degree of positivity in our sche-
mas about others and ourselves [26].

8.2.8 Internalized Racism

When we are exposed to cultural, institutional,
and interpersonal racism, we can inadvertently
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internalize racial or ethnic bias and (consciously
or unconsciously) accept negative attitudes
towards our own groups [46, 47]. We may
develop schemas about our own group that incor-
porate widely disseminated negative stereotypes.
For example, in one of his stand-up comedy rou-
tines, Chris Rock, the comedian, talked about
moving to an upscale neighborhood in New
Jersey. He joked about keeping his bag packed,
because he does not believe that it is true that he
lives in such a nice neighborhood [48]. In this
interview on National Public Radio, he explicitly
talks about internalizing the stereotype that Black
people do not live in affluent suburbs [49].

We engage in this type of self-stereotyping
when we worry that we possess characteristics
consistent with stereotypes associated with our
group [50]. Students may internalize certain ste-
reotypes about themselves and as a consequence
develop schemas about their potential strengths
and limitations that are based on these stereotypes
and not on their actual abilities. Understanding
the potential stereotypes that are commonly asso-
ciated with particular groups can help identify
the types of self-stereotyping that different stu-
dents might experience.

Even when we do not accept the negative ste-
reotypes communicated about our group, we may
still be aware that other people may hold prejudi-
cial beliefs. This awareness can elicit stereotype
threat and drive stereotype confirmation concern.
Stereotype threat occurs when we are in situations
in which we are primed to activate stereotype-
related schemas about our group [51]. For exam-
ple, researchers have demonstrated that when
African American students are primed to be
aware of their race before they perform an aca-
demic task, this priming can elicit stereotypes
threat (i.e., activate negative schemas about Black
individuals and intelligence) and impair perfor-
mance on academic tasks [52].

Stereotype confirmation concern refers to
unease that one might exhibit behavior or atti-
tudes that confirm other people’s stereotypes or
negative beliefs about your own group. For exam-
ple, a Latino medical student might worry that
asking for help with an assignment will confirm
stereotypes that Latinos are not independent [13].
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Stereotype threat concerns can be elicited by a
wide range of behaviors and values that have
been portrayed as consistent with their ethnic or
racial group, from choice of foods to choice of
profession.

8.2.9 Summary:The Consequences
of Racism on Motivation

When students do not meet expectations (i.e., fail
to perform or to communicate their needs), faculty
members may perceive them as lazy, unmotivated,
or rejecting. They make these value judgments
because they base their evaluation of the demands
of the situation on their own experiences and those
of the students they have worked with in the past.
They calculate the amount of motivation and skill
needed for the situation based on these demands
and their own access to the internal and external
resources needed to meet these demands. The
faculty member’s estimates may be reasonable
approximations of the student’s experiences in
many cases, particularly when the students and
the faculty member have a common cultural,
racial, or economic background.

But as medical education draws students from
increasingly diverse backgrounds, the faculty
may need to adjust their estimations of the level
of effort and the type of training needed to
achieve professional goals. The ability to adjust
these estimates is often hampered because many
of the barriers are not always clearly visible to the
faculty member or to the student. In this chapter,
we have focused on making visible the particular
issues facing students from stigmatized racial or
ethnic minority groups. As we have seen, racism
on every level may create additional external and
internal barriers that require students to exert
more effort and undermine their ability to quickly
establish effective relationships with faculty or
others who can help.

As a consequence of cultural racism, students
will require additional motivation and effort to
develop self and group schemas that are indepen-
dent of biased portrayals in the media. Limited
cultural models of effective cross-race communi-
cation can undermine both the students’ and fac-
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ulty members’ confidence in their ability to
overcome communication difficulties. Students
will need to evaluate the degree to which the
feedback they receive from faculty is affected by
the faculty member’s internalized stereotypes
about their group.

Residential segregation can limit social and
professional opportunities and leave students
with gaps in foundational technical and interper-
sonal skills. Students will require extra motiva-
tion to gain these skills, in addition to those
taught in the normal medical education curricu-
lum. Learning these skills is more difficult when
there are fewer opportunities to have access to
professionals who can provide advice and guid-
ance in informal settings (i.e., settings in which
help can be obtained without fear of professional
repercussions). Fears about identifying these
gaps (i.e., fears of stereotype confirmation con-
cern) can raise further barriers to seeking super-
vision. To overcome these barriers, students will
need sustained motivation and encouragement.

In some cases students may not recognize or be
aware of these gaps. There is some evidence that
race-based ostracism can decrease self-awareness
in the area of health behavior [53] and is likely to
do the same in academic settings. Changes in self-
awareness may make students less aware of their
need for guidance and support and consequently
decrease motivation when it is most needed.

Residential segregation can also heighten the
pressure to succeed. Some students may choose
to study medicine because it is one of the few
professional career paths about which they (and
their families) have some knowledge. There are
visible and respected role models for a medical
career for almost every race or ethnic group.
Each obstacle to success along this one path may
feel more serious, in part, because they do not
have well-developed ideas about other possible
career pathways.

Throughout their training, students are likely to
have interpersonal encounters with peers, patients,
and faculty that are affected by explicit or implicit
racial/ethnic bias [54]. They will need extra
motivation and emotional resourcefulness to learn
to negotiate interactions that evoke concerns about
race-related maltreatment and to manage the
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emotions evoked by these interactions. But with-
out access to faculty members from similar back-
grounds, students may not have access to mentors
who have themselves experienced these difficul-
ties and can provide guidance based on intimate
knowledge of the setting and the situation.

8.2.10 Racism and Negative Mood

It would be hard to overestimate the effects of
racism on negative mood [44]. At the moment it
occurs, race-based maltreatment can elicit nega-
tive emotions. Stereotype threat concerns can
leave students feeling anxious and defensive. But
over time, racism can foster negative schemas
about the self and the world at large, creating a
cycle that intensifies negative emotion. The
research literature is clear that negative schemas
facilitate depression [55]. And depression itself is
a barrier to action: we require much more motiva-
tion to perform when we are depressed [56].

As important, negative moods make negative
feedback more threatening. Negative moods partly
mediate the link between race-based maltreatment
and stereotype threat concerns [52]. Identifying
difficulties can feel increasingly harmful, if the
student is already feeling uncomfortable and
insecure. The faculty may avoid providing cor-
rective feedback if they sense the student’s emo-
tional concerns. And as a consequence, students
become less able to overcome future obstacles.

8.2.11 Cross-Race Supervision Is
Cognitively and Emotionally
Demanding

XW was referred for remediation after fail-
ing the psychiatry clerkship because of
poor attendance, unprofessional behavior,
and poor performance on the shelf exam.
This failure was surprising and unantici-
pated. XW had been an academically suc-
cessful and well-liked student, active in the

(continued)
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student government, musical theater club,
and student orchestra. Born in China and
raised in San Francisco by garment work-
ers, he speaks unaccented English in a
distinctly southern California dialect. After
years of consistently high academic perfor-
mance all through public school, he fol-
lowed his two older sisters to medical
school. Because he speaks Chinese fluently,
he reports that throughout his clerkship
year, he was pulled into patient rooms by
patients and their family members and the
healthcare team to help with communica-
tion tasks. On psychiatry, because of his
language ability and expressed desire to
help, he was assigned to care for three very
challenging  Chinese-speaking  Asian
patients. After the first week of the rotation,
his faculty supervisors praised his work
and acknowledged his professionalism.
Three weeks later they noticed that he
started missing sessions with his patients,
he began giving confusing explanations of
his behavior, and he was often unavailable
when paged. The psychiatry clerkship
director called him repeatedly asking XW
what the problems were and offering help.
But despite these efforts and for the first
time in his life, XW continued to do the
minimum work and failed the rotation.

What happened? Multiple factors may be at
work here: racism at all levels may interact with
the unexpected demands of working with severely
ill psychiatric patients. Cultural racism can influ-
ence both the faculty member’s and the student’s
expectations about XW’s technical skills and his
stress tolerance. There are widespread beliefs that
all Asian individuals are highly competent and
have a strong work ethic. XW’s supervisors might
have assumed that his competence in his basic
science programs would also extend to clinical
competence in psychiatry. But interactions with
very disturbed psychiatric patients can present
highly ambiguous and challenging clinical
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circumstances. XW may have been unaware of
the technical complexity of the task he was fac-
ing. XW’s supervisors may not have been attuned
to his increasing stress, because they may have
unconsciously been holding stereotypes about
the emotional experiences of Asian individuals
(i.e., these stereotypes suggest that Asians, being
“inscrutable” and “alien,” experience emotions
differently than do Caucasians. In turn, this situ-
ation may have elicited some stereotype threat
concerns for XW. He may have internalized some
of the beliefs and expectations about Asian indi-
viduals’ competence and stoicism and been
afraid to acknowledge both his confusion about
how to handle the clinical situation and his own
distress. Without an understanding of the degree
to which his difficulties and his emotions were
normative, he may have assumed he was failing
and would shame himself and other members of
his ethnic group.

Why was XW “in over his head”? Because
there were very few faculty members who were
competent in speaking other languages or com-
municating across a complex cultural divide,
XW, like many ethnic minority students, was
assigned high-level responsibilities without
access to an effective role model. His ethnic pride
and his sense of loyalty might have made it very
difficult for him to turn away any patient in need.
He needed his supervisors to help him determine
how much responsibility he could reasonably
accept. And yet his needs were largely invisible
to himself and to his faculty supervisors.

As this example suggests, racism increases
the cognitive and emotional demands on faculty
members as well as students. The faculty will
need a wide range of competencies to develop
the professional capacity of students from a
broad range of cultural and social backgrounds.
They must consider not only the information the
students need to master as part of the medical
education curriculum but also the additional
training that may be required if students have
not had the opportunities to learn prerequisite
skills. The faculty may need to provide instruc-
tion in a broader range of social and communi-
cation skills to address cultural and social class
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variations in interpersonal behavior. Faculty
may need to consider that the supervision
process itself might be perceived negatively by
individuals with different experiences of justice
or equality [57].

As is the case for students, the faculty may
also face significant barriers in developing the
skills and emotional resources needed to negoti-
ate cross-race interactions. Many faculty mem-
bers are unfamiliar with the norms associated
with social and cultural backgrounds different
from their own [58]. They may not yet developed
first-hand or intuitive knowledge about the chal-
lenges facing students and the implications of
those challenges for supervision. They may be
reluctant to intervene when they perceive a gap
between their perceptions of the student’s diffi-
culties and the student’s awareness of his or her
own performance [59]. Faculty members may
need to ask for assistance in initiating and sus-
taining anxiety-producing conversations about
culture, race, and disparities. Asking for help,
particularly in managing cross-race interactions,
may seem daunting.

8.2.12 Objectives for Sect. 8.2

1. Recognize that you may not immediately or
intuitively understand the historical and
personal experiences of individuals who come
from groups different from your own.

2. Recognize the stereotypes that are commonly
communicated about different groups, includ-
ing your own.

3. Accept that you may not be aware of your own
biases, just as students may not be aware of
theirs.

4. Recognize that racial bias is not a fixed char-
acteristic. Stereotypes can be challenged.

5. Recognize the effects of social disparities on
mood, including symptoms of anxiety and
depression.

6. Estimate the ways in which race or culture-
related maltreatment may raise barriers to
achievement and change the level of motiva-
tion the student needs to perform.
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8.3  Speaking the Subtext:
Applying the Science
to an Analysis of Our

Own Conversations

In the next section of the chapter, we provide
examples that illustrate the ways in which racism
at all levels can be able to create barriers to com-
munication. We illustrate the ways in which
speaking the subtext—making these implicit bar-
riers explicit—can reduce these barriers. We
include excerpts of the authors’ (EB and KLJP)
mentoring conversations. The conversations were
painful but also interesting and beneficial. Our
goal in sharing our own experiences is to increase
both students’ and faculty members’ willingness
to tolerate the stress that comes from communi-
cating to reap the benefits.

EB is a Caucasian professor, and KLJP is an
African American doctoral level graduate stu-
dent. We describe the conversations from the stu-
dent’s perspective, first recounting the teacher’s
comments (“You said”) and then the student’s
interpretation (“I heard”). Next, we describe the
subtext of the conversation, providing an analysis
of the ways in which racial and ethnic discrimi-
nation shape the perception of meaning and the
emotions of both teacher and student. “Speaking
the subtext” allowed us to make conscious and
explicit the feelings and ideas that influenced our
conversations, even when they were not initially
apparent to us. Although the setting in which
these exchanges took place is a psychology doc-
toral program, similar underlying issues have
been identified in our experiences training medi-
cal residents.

We deconstructed these conversations in a
series of emails and in the context of supervision
meetings. We hoped that openly acknowledging
our difficulties could help us to understand each
other better. We also reviewed these sentences in
more public contexts including our lab meetings.
These group discussions provided students from
a broad range of ethnic backgrounds an opportu-
nity to contribute their own interpretations of the
conversations and provide their own “subtext” to
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similar conversations with other mentors. They
offered some support for KLJP and made the
exercise a little less personal.

KLJP is working on her master’s thesis in
clinical psychology. EB asks her to rewrite a draft
she submitted and to meet to analyze some data.
KLIJP never responds and several months go by.

KLIJP says: “I was trying to complete a
second draft of my master’s thesis. I have
already completed a first draft, but I was
told (by EB) that it was not academic
enough. Now I am afraid to write another
draft or even attempt it. My anxiety and
avoidance levels are at about an 8 or 9 on a
scale from I to 10. It is virtually impossible
for me to rewrite my thesis.”

What happened? Why did the communication
go awry? Why was KLJP unable to move for-
ward with her academic work? In the next sec-
tions we examine social-cognitive processes that
influence student—faculty communication and
students’ ability to negotiate barriers to academic
success.

To facilitate our ability to resolve our difficulties
and reduce the barriers to KLJP’s efforts to get
her work done, we decided KLJP should write
out the sentences she heard EB say in our earlier
discussions and to write what these sentences
meant to her (see Table 8.1).

The Pervasive Power
of Stereotypes

8.3.1

As we reviewed the “You said, I heard” sentences,
we noticed that each sentence evoked a specific
common negative stereotype about African
Americans. Stereotype-related feedback may
elicit student’s concerns that the feedback is a
function of racial bias on the part of the teacher.
This conversation confirmed findings from our
prior research. We asked participants to provide



8 “You Said, | Heard"”: Speaking the Subtext in Interracial Conversations 141

Table 8.1 Writing the subtext

Potential
Supervisor said Student heard stereotypes evoked
“You need to Sounds Low
learn how to condescending intelligence—low
L You don’t take knowledge
“You must me seriously as a
learn how to...” competent person

and “You still
have to learn

how to”
“Think “Your way of Lazy, primitive,
logically, think  thinking is flawed shiftless
as if you were  or inadequate.
me” Your reasoning
skills are subpar”
“Your paper What you wrote ~ Low-life
does not sound  sounds ignorant
academic”

narratives of negative interactions, some of
which were discriminatory, and some which were
not. An analysis of these stories revealed that
participants experience negative interpersonal
behavior as implicit or covert racism (i.e., as
motivated by racial bias, if the behavior evokes
stereotypes), even if there is no explicit mention
of race [60].

8.3.2 Why It Was So Difficult for
KLJP to Get the Work Done?
The Effects of Potential
Interpersonal Racism on
Mood, Information Processing,
and Motivation

All negative feedback can raise anxiety. However,
exposure to negative feedback that includes ref-
erences to stereotypes about the student’s ethnic/
racial group may present particular difficulties in
an academic context. The student must evaluate
the mentor’s comments and determine if the
feedback is specific to the current situation or
reflective of the mentor’s conscious or uncon-
scious bias [61]. This strains cognitive resources
and can distract from academic work. Students
develop expertise in making these evaluations,
but even with practice, the additional cognitive

demands increase the level of motivation required
to complete academic tasks. As KLJP points out:

KLIP: “Normally, (when I have to get
down to work) I only have to overcome niy
own natural apathy and procrastination,
but in this situation the motivation I need to
get over the anxiety and doubt increases
exponentially. Because (when I hear things
like Dr. B. is saying), I don’t know if [ am
encountering racial bias or not. There are
so many more thoughts to combat and fears
to quell. So the motivation I need to get
started on my work is much, much greater.

Other students may need about a ‘5’
level of motivation (on a scale from I to
10). They may be anxious about their
work, but I think it seems more manageable
for them.

For me, it seems insurmountable. Now I
need so much more motivation—way
beyond level ‘10°. Why? Because I heard,
‘You’re stupid and incapable of writing.’
I imagine Dr. B thinks I should be brighter.
I worry that I am not, and this ignorance is
shown through my writing. Whenever my
writing is criticized, it brings up these feel-
ing of inadequacy and worries about being
an outsider.”

Giving negative (and positive) feedback is part
of the educational process. For all students, nega-
tive feedback about academic performance can
engender concerns about their own intelligence
and academic competence. For Latino(a) and
African American students, this can present par-
ticular difficulties, since one negative stereotype
about African Americans and some groups of
Latino(a)s is that they are less intelligent and less
hardworking than other racial or ethnic groups.
Therefore, for some African American and
Latino(a) students, stereotype threat concerns can
include concerns that any evidence of difficulty
will confirm stereotypes about their incompetence.
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And consequently, these concerns can lead to wor-
ries that if they ask for help they will be discounted
in academic settings [62].

For many groups of Asian Americans, the ste-
reotypes include the idea that they are more
intelligent and hardworking than members of
other groups [63, 64]. Consequently, they may
not receive as much feedback or be provided with
as much support or guidance as students from
other groups. Asian students can experience
concerns that they will be a disappointment to
their race/ethnic group if they need help or have
difficulty completing their work. Failure to con-
form to the model minority stereotype can elicit
shame and engender anxiety and depression.

After reflecting on KLJP’s concerns and
identifying the stereotypes that could be evoked
by her comments, EB wrote to KLJP:

If I stopped to think about what stereotypes
could be elicited by my comments, I would
have taken the time to clarify my intent and
message. I see that my comments are not
thoughtful. When I say ‘Think like me...’, [
am actually asking you to use a strategy for
thinking that we demonstrated in class.
But this is not apparent. Because of the
shorthand way I am expressing it, my sen-
tences can easily be seen as communicat-
ing that you and your way of thinking is not
acceptable.

I could have said that your writing on
your thesis needs to be improved, but it is
my responsibility to see that the feedback is
clear and specific to the paper in front of
us, and not perceived as a comment on
your general intelligence or somehow
attributable to your race.

I want to reduce your anxiety and the
extraneous cognitive demands, because [
want you to be able to get to work on your
paper. The topic is very interesting, and [
want to see what you find in the data. It is
in both of our best interests for me to ask
what you are thinking and to clarify the
communication.
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After this discussion, we could more easily
identify when feedback might elicit concerns
about stereotypes. As we moved forward in our
writing together, we made sure it was very clear
why the feedback was being given in the particu-
lar circumstance. The goal was for KLJP to focus
on her writing and not on worries about EB’s
motivations or their relationship.

8.3.3 Identifying the Moments
When Things Are Going
Wrong: Avoidance of Negative

Emotions

Avoidance is a common problem. Sometimes the
avoidance is obvious. Students/trainees fail to
hand in assignments or fail to attend meetings,
classes, or clinical assignments. Other times the
avoidance is subtle. Students/trainees agree to
complete work, look motivated, promise to do
better, but still don’t perform. Or they may per-
form, but won’t have the types of sustained direct
communication necessary to demonstrate their
thinking and move it to a more sophisticated level
necessary to achieve excellence.

Sometimes people use nonverbal behavior, not
direct expression, to communicate their feelings.
They may avoid eye contact, shift in their seat, or
move farther back. These more subtle kinds of
avoidance may indicate that students are trying to
avoid experiencing anger or shame or fear.

The desire to avoid confrontation or feelings
of fear or shame is understandable. But it limits
professional development. Professional growth
requires confronting a host of negative emotions.
We need to learn to use the negative emotions we
feel when we fail; these feelings are powerful
motivators of learning.

In interracial interactions, both parties may
have difficulties recognizing or decoding emo-
tions [65, 66], and consequently, they cannot use
these emotional cues as a guide through inter-
personal difficulties. Racial prejudice may lead
us to assume that members of other groups
experience emotions differently. If we hold ste-
reotypes of Asians as less emotional or Latino(as)
as more emotional, we can forget that all students
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experience anger, fear, and shame even if we do
not know how to easily gauge the intensity of
their emotional reactions.

Therefore, anticipating situations in which
students may be avoiding or struggling with neg-
ative feelings can be helpful. It can be useful to
directly ask students: (a) “How do you usually
handle different kinds of negative feedback?” and
(b) “How do you recognize when you are not able
to prevent negative emotions from blocking your
engagement and performance?” Proactively
addressing these issues can also help students
and faculty recognize when communication has
gone awry or when students are struggling with
race-related blocks to progress.

8.3.4 Warmth and Competence:
When Different Stereotype
Confirmation Concerns
Get in the Way

It is very important to KLJP that she is perceived
as competent. EB wants to be perceived as com-
petent, but it is also important to her that she is
perceived as caring. These competing stereotype
confirmation concerns undermine their commu-
nication. Why does this happen? Fiske and col-
leagues have proposed a model for considering
stereotypes of different groups [67]. She notes
that we categorize both individuals and groups
along two key dimensions: warmth and compe-
tence. Commonly, Whites are rated as competent,
but not warm; in contrast, Latino(a)s are seen as
warm, but less competent.

Empirical research suggests that cross-race
interactions can produce anxiety in part because
stereotype confirmation concerns can create
competing subtexts for the conversations. White
individuals may be trying to maximize the
appearance of warmth; Latino(a) and African
American individuals may be trying to maximize
the appearance of competence. These different
motivations can drive the conversations in com-
peting directions [68].

It may be worth noting that some of these
same concerns about warmth/competence arise
in workplace communication between men and
women.
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As EB notes, “As a woman working in psy-
chophysiology, a field initially dominated
by men, I wanted to be careful not to be too
personal.  wanted to be seen as competent.
My early career experiences as a minority
because of my gender made me concerned
about stereotype threats in much the same
way Black and Latino(a) students are. |
wanted to be taken seriously.”

Here is another example, which illustrates how
differences in the failure to recognize stereotype-
related concerns can elicit difficulties in communi-
cation. In this case, the faculty member’s actions
were intended to communicate concern for student
well-being, but they also communicated other
unintended messages as well.

Sara is a White medicine resident supervis-
ing Janine, a psychiatry intern rotating on
the medicine service for the first time. Sara
also supervises Nadia, a medicine intern 3
months into the year. Janine is Black, and
Nadia is White. It becomes obvious to every-
one that Sara is giving the less challenging
cases to Janine and all the “great cases” to
Nadia (who doesn’t appreciate all the extra
work). Janine begins to worry about being
stigmatized. She wonders: “Sara thinks I'm
lazy, dumb, and incompetent. Not only am [
Black, but I am a psychiatry intern.”

Janine spent a few days avoiding both
Nadia and Sara as an attempt to deal with
her own growing embarrassment and
Nadia’s growing resentment. Finally,
Janine gets up the nerve to ask Sara to
redistribute the caseload. Sara is flum-
moxed by the request, but says “I am so
glad you came to me...I was concerned you
didn’t think I was teaching you enough. You
have been kind of quiet. But you are doing
such a good job with your patients; I was
going to ask you to take on a few more
cases. I didn’t want to overwhelm you.
Nadia has been at this longer after all.”
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In this case the resident was thinking that she
wanted to make sure the interns had the neces-
sary training experience to handle the cases and
was afraid of overloading the psychiatry intern.
She is very concerned about appearing sensitive
and caring to the Black resident, not overwhelm-
ing her. On the other hand, Janine wants to be
perceived as competent and capable. Because
Sara did not see that the intern might have per-
ceived the task assignments as discriminatory,
she did not understand why the intern was distant
and tense whenever they talked. She did not
understand that the intern felt as if she were being
singled out and belittled deliberately, possibly as
a function of racial bias. Once lines of communi-
cation were opened and assumptions examined,
the tension dissipated and the team was able to
work well together caring for their patients.

8.3.5 An”Outsider Status”:The Costs
of Institutional Racism

KLJP worries that she lacks certain academic
skills. She is concerned that her lack of skills will
confirm the stereotype that will be perceived as less
intelligent, less hardworking, and less cultured
than others because she is Black.

How does this develop? Institutionalized rac-
ism, including racial residential segregation, often
has a wide range of effects on social and academic
skills. Students whose early education experiences
were relatively poor or who do not come from
homes in which the parents have higher levels of
education may, in fact, lack certain academic and
social skills. However, as any teacher can attest,
students from affluent backgrounds can also have
significant academic gaps. Academic and social
skills can be taught. But students may have resid-
ual concerns about the unspoken social knowledge
(i.e., knowledge about culturally appropriate man-
ners) that they did not acquire. They may be
ashamed that they will be perpetual outsiders,
never able to master these skills.

Institutional racism can create gaps in social
and cultural access that undermine conscious and
unconscious knowledge of the rituals and norms of
elite society. The perception (or misperception)
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of these gaps can drive avoidance. We see this in
KLIJP’s story.

KLIJP says: “Do all the other students
know how to correctly compose a thesis?
They must. I think I am the only one that is
so stupid that I can’t. Even with evidence to
the contrary, I can’t get past these feelings
of inadequacy and fear. So I can’t write.

Why? As far back as my grammar and
high school education, I believe that the
teachers did not push us as hard as they did
White children in better schools. Our work
seemed remedial in comparison. I knew
someone who went to a better school in a
better district, and the books they were
reading and their assignments were more
advanced.

It seems that White students are given
more room to be creative and think criti-
cally about things from an early age. They
are exposed to more. Schools that serve
inner city kids tend to focus on the basics.
You learn just enough to get you by and
[ree thinking is not encouraged.

I remember my high school teacher urg-
ing me to apply to Howard University and
saying that inner city schools teach their
kids how to be employees and staff while
White schools teacher their students how to
be managers. They spelled out the idea that
inner city school socializes Black children
not to be free thinkers but to stay in line.

So with writing assignments, I start to
wonder: if because I did not become a free
thinker or true critical thinker until Howard
(University), am I behind White students
who have been critically thinking and held
to a higher standard since birth? In com-
parison it feels like in K-12 the bar was set
so low. If some people have been training
since birth and I just started training vigor-
ously in college, of course I am going to
have to some anxiety. I worry that skills are
ingrained in them, but these skills are new
and somewhat foreign to me.”
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One more example to consider:

During your initial conversation with ST
you ask about an incident, noted in her sur-
gical clerkship evaluation, where she had
come “woefully unprepared for a MSMM
conference.” She sits very still and says
nothing. Medical Student Morbidity and
Mortality rounds on the Surgery Clerkship
are a grand tradition at your school that
sends excitement and fear through the class.
A student is chosen by the chief residents 2
days before to present a patient case where
something “went wrong” and the chairman
leads a discussion of the case by question-
ing the student. While the discussion can
get rough, it is assumed by the clerkship
leadership that it is highly educational for
students and is an important aspect of the
professionalism, accountability, and patient
safety curriculum. In general, students who
“survive” MSMM admit to having learned
a great deal, as do their peers who usually
stay up all night helping the chosen student
prepare. ST was the first student in her
group to be selected for this task, because
she had cared for a patient who died from a
complication of surgery.

Later that day you ask: “How did you
feel about the MSMM rounds? Usually
students are terrified at having to present
and prepare the whole night before...”

ST shrugs.

“How did you prepare?” you ask.

ST says: “I did what I always do... 1
wrote out the case, I presented it the way
I was taught... I didn’t know I was supposed
to be able to answer all those questions...”

“ST, didn’t the chief resident offer to
help you? That is his job...” you ask.

“He said I should come by, but I didn’t
know what to ask him. So I just went home
and read up about the case,” she offered.

Knowing that there is a lot of “buzz” in
the dorm the night before these conferences

(continued)

and that there is a tradition of the senior
students helping prep the clinical clerks,
you ask,

“What advice did you get from the other
clerkship students in the dorm?”

“I live at home,” she offers plainly.

8.3.6 Why Can’t We Just Talk About
It? Different Groups, Different
Relational Schemas, and
Different Rules About
Authority and Assertiveness

It may not be enough to simply ask students to
express any concerns they have if they feel they
are being mistreated or if they are having any dif-
ficulties. The meaning of the request to communi-
cate concerns in a direct or assertive manner may
be perceived differently by members of different
ethnic groups. For example, EB asked KLJP to be
more assertive (i.e., specifically, to feel free to
address any concerns she had about EB’s commu-
nication of negative stereotypes and to demand
more time and attention for supervision). KLJP
agreed, but she felt extremely uncomfortable.
She would allow weeks to pass without any com-
munication about the status of her work.

When we discussed her progress, she disclosed
that she had not been working on her paper. She
reported that even though she did not understand
the required structure, she did not want to bother
me with questions. She couldn’t find a way to ask
for the help she needed.

As we were having this conversation, another
student chimed in. DS is an orthodox Jewish
student. He empathized with KLJP’s concerns.
He said he had many concerns about being per-
ceived as “pushy or greedy or self-aggrandizing,”
negative stereotypes that are associated with
being Jewish. This made him wary about being
too assertive with teachers. As a Jewish person,
EB could identify with DS’s concerns. She told
both students that she has had the same stereo-
type confirmation concerns herself (i.e., worries
about being seen as bossy or self-promoting).
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DS said that when EB gave him permission
to be “pushy” and to ask persistent questions, he
felt relieved and was able to be appropriately
assertive. EB and DS share a common culture.
They could empathize about their shared fears.
DS had reason to believe EB was sincere in her
willingness to tolerate assertiveness.

But KLJP pointed out that this was not as easy
for her. To act in a more direct way and commu-
nicate her needs or concerns, she must challenge
deeply ingrained images of African American
women and face two types of stereotype confir-
mation concerns. She worries she will be seen as
an “uppity aggressive Black woman.” But she
also worries about appearing ignorant if she needs
help and cannot figure out her work on her own.
She worries she can’t win if she asks and can’t
grow if she doesn’t, so she feels paralyzed.

After months of avoiding the remediation
team with serious consequences for her
academic standing, ST finally tells you she
could not complete her work on time
because was struggling with very serious
family problems and was working full-time
to support her mother. When you ask her
why she never told you of her struggles, ST
said she did not want to seem like “just
another poor Black person who can’t keep
up.” You pick up the phone, call the dean,
and try to negotiate a personal leave of
absence for ST rather than the immediate
dismissal that was planned after your
conversation with her.

8.3.7 The Role of Racial Identity

Racial identity, which can be seen as schemas
about the self and one’s ethnic or racial group,
also plays a role in shaping reactions to requests
for communication. We experience anxiety and
may avoid action when we are asked to act in
ways that are not consistent with our group or
individual identity [69]. As we discussed the role
of racial identity, it became clear that aspects of
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KLJP’s identity as a Black woman sometimes
conflict with the demands of her training.

Developing both research and clinical skills
requires collaboration. Through the process of
collaboration, students can develop the ability to
recognize gaps in knowledge and skills and iden-
tify the appropriate people to ask for help.
Learning to work with others and benefit from
the experience of older students and faculty is
part of the process of developing as a scholar and
clinician.

In contrast, many of the characteristics KLLJP
associates with her identity as a Black woman are
strongly connected to the idea of self-sufficiency
and self-denial. The subtext of these messages is
that Black women are not supposed to have needs
of their own. Pride in independence is a strong
positive value. But it can be undermining if
reaching out for help is seen as dangerous, weak,
or inconsistent with one’s identity.

Similarly, respect for elders is also a good
value. But in professional training, this value can
prevent students from developing or expressing
independent judgment or expressing concerns
about difficulties. From a training perspective,
we need to recognize how identity-related con-
cerns can undermine our ability to make students
both more independent and more collaborative.

Students can wonder if the direct expression
of concerns or problems is safe or likely to pro-
vide any benefits. Students can reasonably
assume that the faculty has some stereotype con-
firmation concern about appearing cruel or
biased. Students may worry that the request to be
direct could be seen simply as a way of assuaging
the faculty’s anxiety. Speaking the subtext openly
and repeatedly can provide an opportunity to
address the multiple layers of mistrust that might
contribute to problems in communications.

8.3.8 Addressing Interpersonal
Racism:“Getting to Know You”

One underlying theme KLJP and many other stu-
dents have articulated is the concern that their
value as a person and their intellectual capabilities
may not be perceived if their social behavior is not
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as polished or writing skills are not as proficient as
their White peers. KLJP has expressed the idea
that without a full knowledge of her as a person,
she will be judged as deficient based on her pheno-
type or perceived academic deficiencies.

She writes:

“So when it comes to working with White
faculty members, I think they may feel that
if I do not know something it is because I
am not capable of learning, because I am
Black. I don’t believe they will understand
that I wasn’t given the vast exposure that
the White kids were. Even though I believe
that Howard (University) helped a great
deal, I still feel uncomfortable about writ-
ing. The belief that ‘there is some micro-
knowledge that I am not aware of’ gets
activated when it comes to writing assigned
by some White faculty members. I think [
understand that I don’t have to be perfect,
but if I make too many mistakes, then I won’t
be judged as KLJP (smart, but needs correc-
tions just like everyone), I will be seen as an
indigent black girl (i.e., stupid and unde-
serving of being a graduate student).

What’s worse is that instead of asking
Dr. B. for help, I stay quiet because I don’t
want her to know that I am dumb. I want to
impress her with how smart I am. But how
can I, if I have to ask her how to appropri-
ately draft this paper?”

KLJP writes further about the differences that
occur when she interacts with a Black faculty
member, but in particular a Black faculty member
who has taken the time to get to know her.

“If she (EB) was RW, I would have no
problem asking for help because RW would
understand that I am not stupid, I just never
did this before. She won'’t secretly be thinking
‘What an idiot!’ Plus, I don’t have to worry

(continued)

about confirming the stereotype with her
because RW knows it is not true anyway,
but Dr. B doesn’t know that. I'm sure she
will connect my inability to do this with the
color of my skin and I can’t have that. So,
I’ll just have to figure it out on my own, so
that Dr. B. thinks that I am the exception or
even better. She can see that Blacks are just
as smart.”

How do we get to know each other as people?
KLJP and RW simply spend time talking in the
lab. Recently, EB observed an African American
colleague, SS, work with one of her graduate
students, who is White. As they started working,
SS stopped and made sure she asked her student
about her weekend. The student responded and
they conversed about the student’s children and
the upcoming vacation. Then SS and her student
got down to work.

It is clear that this type of interaction has some
benefits, but it also raises some concerns for EB.
EB writes,

“I don’t think I have ever asked anyone
about their weekend. It just isn’t my style. [
get to know people through their work, and
they get to know me. I was ‘raised’ in a
work environment in which too much close-
ness could be perceived as crossing bound-
aries. And I have always been a working
mother; I just am too pressed for time to
spend much time on conversations that are
not work-related.”

Without speaking her own “subtext” and clari-
fying her history, EB’s lack of communication
could lead KLJP to think she is uninterested or
unwilling to devote time to get to know her.
Speaking the subtext in the context of the work
conversations can help students and faculty get to
know each other. By observing evidence of avoid-
ance and signs of distress, faculty members can
identify opportunities for direct communication.
If they ask questions about beliefs and fears and
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barriers to progress, they have the opportunity to
get to know the student as a person as they
address the professional development issues.

8.3.9 ItlIsaProcess: Making

the Commitment

Interracial communication difficulties are not
resolved in a single conversation. It takes time and
continued effort. After many different and more
positive interactions, EB and KLIJP hit another
bump. EB made an offhand comment to KLJP
during the conversation. KLJP was complaining
about one of her student’s writing, and EB pointed
out that she made similar mistakes. Later that
week in a writing meeting, EB recognized that
KLJP was very uncomfortable, she was moving
about in her seat, not making eye contact, and the
tension in her jaw was apparent. They discussed
their difficulties and EB asked KLJP to write out
the subtext of the conversation:

“When the time for our meeting came, I
decided not to say anything. I was tired of
talking about how hurt I was or that I was
offended. I felt like a baby, like I was too
sensitive. Because I did not want to address
the issue, the meeting was tense and the com-
munication was edgy. If she tried to elaborate
on something, I would tell her that  was fully
capable of understanding it. I just felt like [
had to make clear to her that I was not stupid
and I was just as good as anyone else.

By the end of the meeting, she asked me
what was up and I told her. She apologized,
and I just wanted to leave. I was so annoyed
that we had to talk about this again. I was
annoyed because 1 felt that no matter what
she says, I have to be able to finish my the-
sis so that I can get my degree. If she is the
person who is responsible for guiding me
during this journey, I should be able to feel
as though (1) she would not intentionally
hurt my feelings or self-esteem and (2) that
I can talk to her about things that may get
in the way of my success.”
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In the context of the discussion, EB said to
KLIJP that they were “in a committed relationship”
and that the work was what mattered. EB said,
“We can have as many conversations as we
needed to in order to develop trust.”

Following this conversation, KLJP wrote a
different set of “You said, I heard”
sentences.

“The turning point for me came when she
in essence said that no matter the prob-
lems, we are in ‘a committed relationship.’
What I heard was, ‘If we have to have dif-
ficult conversations every time, I will still
be here. I will not abandon you or decide
that this is too much to deal with. If you are
willing to work, I am too.’

This was reassuring to me. It made clear
that this is going to be hard, but she is com-
mitted to seeing this through. She also
emphasized that I am allowed to have a
problem and voice it. There is no need to be
concerned that if I state how I feel, that she
will refuse to address it or even work with
me anymore.

Another thing Dr. B. emphasized was
that the most important thing was the
work—the patients and the writing. What [
heard was ‘At the end of the day, after all
the emotions are dealt with, the work still
needs to be done.’ It actually makes com-
pleting the work easier. It has been made
clear that nothing will get in the way of the
work being completed. I am coming to
understand that if I feel that my work is not
up to par, she will correct it and we will
move forward. The focus is not on my per-
ceived deficits but rather on the completion
of this task.”

EB wrote:

“l used a metaphor—referring to a
committed relationship—to communicate
my ideas about the supervision process.
What I meant when I said we were in a
‘committed relationship’ was that I was

(continued)
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committed to working though any difficulties
in our relationship. In some cases the
commitment might be for a semester or for
a practicum rotation, but no matter what
the context is, the commitment is there.
I accepted that communication might be
harder for me with some students than with
others, but every student’s education is my
professional responsibility. My develop-
ment as a professional and as a person was
dependent on our growth together.”

The situation is complicated. And the interper-
sonal communication required to support profes-
sional achievement requires commitment. This
commitment from faculty is needed to help stu-
dents maintain motivation to persist in the hard
work that is involved both in mastering the tech-
nical material and processing the many moments
of negative emotion that accompany all types of
professional development. In “Appendix” we
offer a rubric for analyzing and remediating dif-
ficulties that exist in these relationships.

Racism can affect many facets of the pro-
cesses involved in achievement. In some cases,
there are actual gaps in either technical or social
knowledge that are a function of residential or
academic segregation and its effects on access to
educational and professional opportunities. But
in other cases, the gaps are perceived to be much
more salient than they really are. Sometimes, the
faculty member’s racial bias will influence their
perception of the magnitude or importance of
students’ mistakes. In other cases, students antic-
ipate making mistakes or catastrophize the con-
sequences as a function of self-stereotyping or
stereotype threat concerns.

More problematic than any particular skill
deficit are the emotional consequences of these
gaps. When students feel stigmatized, they are
likely to become angry. Unaddressed anger and
resentment can damage the relationships neces-
sary for professional development. When stu-
dents stigmatize themselves, they are likely to
feel afraid, ashamed, and defensive. Shame and
fear leads to avoidance, and avoidance will
undermine relationships and disrupt professional
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growth. Learning to recognize these emotions
and use them to identify the underlying sources
of stigmatization and disempowerment can be a
powerful and meaningful experience for both the
student and faculty.

When we have limited understanding of the
lives and social experiences of members of dif-
ferent race groups, we may be less likely to chal-
lenge (often unconscious) beliefs that members
of other groups experience and perceive interper-
sonal relationships in a different way. We may
worry that we do not share the same social reality
and cannot communicate across this divide. But
speaking the subtext allows us to put our social
realities “on the table.” And once they are made
explicit and clearly understood, then our social
realities can converge. We can create the opportu-
nity to work together to solve any existing
difficulties.

Medical students are prepared for complex
diagnostic and clinical challenges. They are
learning to be alert to signs and symptoms and to
generate hypotheses about the factors which
precipitate the symptom presentation. When the
potential diagnosis involves identifying factors
contributing to racial disparities in achievement,
the task of identifying the causative factors can
be challenging. It can be useful to consider the
ways in which discrimination at any level can
influence access to opportunity and support;
change schemas about the self, others, and the
world at large; and subsequently undermine the
student’s ability to benefit from or seek out super-
vision. This knowledge can guide the supervi-
sion. When faculty are committed to learning to
recognize and point out signs of difficulty, and
when they are willing to speak the subtext and
ask students to do the same, they can develop
professional relationships that can reduce racial
disparities in achievement.

8.3.10 Objectives for Sect. 8.3

1. Recognize when feedback has the potential to
communicate racial bias.

2. Recognize signs of avoidance: lack of eye con-
tact, apparent distraction, physical distancing,
signs of physical agitation, failure to hand in
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work, and repeated agreement with priorities
but no change in behavior.

3. Identify the ways stereotypes may affect the
communication rules for different ethnic and
racial groups.

4. Identify your communication goals and ste-
reotype confirmation concerns: Do you want
to be seen as competent, warm? How anxious
are you about not being perceived as warm
(or on the contrary, how anxious are you about
feeling that you don’t want to be perceived as
“easy” or gullible)?

Appendix A: Putting It All Together
(A Rubric for Analyzing and
Remediating Difficulties and
Presenting Problems)

There can be many examples of presenting
problems that may be influenced by race-
based maltreatment (e.g., the student does not
complete assignments, the student does not
ask for guidance with difficult problems, the
student appears uncomfortable in conversa-
tion or avoids communication with the fac-
ulty, or the student’s behavior is not
professional (i.e., too informal/too formal,
too inhibited/too aggressive, unprepared/too
much preparation and detail, cannot acknowl-
edge mistakes/over-apologizes)).

Provide a Clear Description of the
Difficulty (Identifying Signs and
Symptoms)

It can be most helpful to formulate the problem in
specific measurable terms (e.g., “You are 3 weeks
behind in handing in this report and have not
incorporated the suggestions we made an earlier
draft” or “You don’t seem to make eye contact or
volunteer information when we are discussing
cases.” If appropriate, make explicit the point
that you are not making comments about the stu-
dent’s overall competence, but are concerned
about this specific piece of behavior.
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Identify Risk Factors

e Proactively identify stereotype concerns:
Think about the stereotypes that might be
communicated by the particular feedback
(e.g., Are you communicating about the stu-
dent’s trustworthiness, intelligence, class?).
Can you clarify that you are speaking about a
specific issue and not making general state-
ments about the individual?

e Pay attention to nonverbal expressions of dis-
tress: Watch for signs of avoidance or agita-
tion and scan for evidence of depression.

e Gather information about the history of barri-
ers and resources: What are the cultural mes-
sages communicated about the student’s racial
or ethnic group? What kinds of environmental
supports does this student have? What kinds
of social supports does this student have? Is
there a reason to suspect that the student is
concerned about or does not have experience
with social rules or communication or writing
rules? How do the resources available and the
perceived or real barriers change the amount
of motivation needed?

Interventions

Consider speaking or writing the subtext to clar-
ify the messages you are giving and receiving.
Write down the sentences you spoke when you
gave feedback. Ask the student to provide infor-
mation about their perceptions of the sentences
and the emotional meaning of the sentences to
the student. You can ask them about their profes-
sional identity and their concerns about stereo-
type threat. You might inquire about their beliefs
about independence or their fears of being per-
ceived as ignorant or incompetent if they ask for
assistance.

* Provide models: Models can help students make
improvements independently. If students are
worried about not understanding the subtle
details of communication, provide models of
writing. If students are not expressing themselves
clearly or handling themselves professionally, try
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role playing exercises. Examples of exercises are
included in the next section.

* Anticipate potential barriers: Ask if the student
is facing any of the common barriers to aca-
demic achievement (i.e., confusion about writ-
ing, outside demands, family responsibilities).

e Speak the subtext yourself: The faculty can
provide explicit comments on their own con-
cerns about these conversations, communicat-
ing their stereotype threat concerns. It can be
helpful for faculty to discuss their worries
about the costs and benefits of having personal
conversations with students. You can address
the nature of the “commitment” students can
expect from faculty.

Appendix B: Applying the
Knowledge: Remediation Ideas
and Exercises

Here are some exercises to increase understand-
ing of the effects of cultural, institutional, and
interpersonal racism. In each exercise we are
attempting to increase the ability to speak the
subtext—to communicate the ways in which
social contexts and interpersonal interactions can
undermine professional development.

Exercises to Increase Understanding
of Cultural Stereotypes

Discussing the stereotypes that are frequently
communicated in the media can help students
and faculty become aware of the ways their
beliefs may have been influenced by cultural
communications.

In Table 8.1 we provided examples from our
own experience of some common stereotypes
about African Americans, and that KLJP inter-
nalized. Awareness of stereotypes for other racial
and ethnic groups (not to mention other groups of
diversity) may help you anticipate when students
might have concerns about implicit bias and take
the time to clarify your feedback, increasing its
detail and specificity and avoiding more global
judgments. If you see a student become uneasy

(i.e., avoid eye contact, provide brief answers, or
become overtly agitated), you can ask questions
about their concerns about implicit stereotyping.

To increase awareness of stereotypes, students
and faculty members can identify different mov-
ies or TV shows that portray stereotypes and oth-
ers that present alternative models. It can be
useful for faculty and students to hear how differ-
ent people from different ethnic or racial groups
perceive the characters portrayed.

Exercises to Understand the Effects of
Institutional Racism/Residential
Segregation on Access to Resources

Medicine can be a dynastic profession (i.e., there
are often many generations of physicians in a
family). But students who are the first in their
family to go to college or graduate school may
not have these resources available. Asking or
finding out about educational and opportunities
and informal support networks can be useful.
You can ask: “Who do you turn to rehearse tough
conversations with faculty or patients—someone
who can give you the inside scoop?”

Some students may not have someone to
explain tough course material or difficult clinical
situations. For those students, it can be valuable
to provide a low-stakes mentor—someone who
can give them “behind the scenes” advice and
information. This person can provide the knowl-
edge and confidence that can bridge the gap
between the student and a high-stakes faculty
(i.e., a clerkship faculty). More senior students or
program administrators can sometimes serve as
“low-stakes” support.

Exercises to Improve Recognition
of the Effects of Racism on Motivation

Think about the neighborhoods you lived in and
the schools you attended when you were grow-
ing up. What cultural messages did you receive
about the characteristics associated with you and
your ethnic group? Did those messages increase
or decrease your motivation to work hard? What
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physical and social resources were available that
helped you feel successful (i.e., what kinds of
strength did you gain from your family, neigh-
bors, or relatives or your teachers, mentors, or
spiritual leaders?) What kinds of opportunities to
develop new skills were available in your early
years (i.e., after-school programs, recreation
areas, enrichment programs)? Did the resources
help you think you could succeed? Did they
make it easier to be motivated to try? On the
other hand, what obstacles slowed down your
ability to succeed (e.g., interpersonal conflict,
lack of resources)? How much motivation did
you need to overcome these barriers? Most peo-
ple can “turn on the steam” or find the motiva-
tion to work intensely for a short period (i.e.,
sprint to the finish line of a course), but it is much
harder if extra motivation is needed for longer
periods of time.

Exercises to Improve Recognition of
Subtle Interpersonal Maltreatment

We all communicate much more information
through our nonverbal behavior than through the
content of our words. Our nonverbal behavior
may be communicating message we do not real-
ize or intend. Research from social psychologists
indicates that African Americans can make rea-
sonably accurate judgments about someone’s
implicit racial bias, based on a 30 s brief of rou-
tine conversation. Increasing awareness of the
emotional message we communicate can help us
improve interpersonal communication.

One exercise includes brief role plays to help
students identify the emotions communicated
by even minor variations in nonverbal behavior.
This exercise is an adaptation of work we have
done in different employee groups [70, 71]. It can
be especially helpful if students first engage in
the exercise with no faculty present. Then when
they are more familiar with the process, students
can repeat the exercises with both faculty and
students participating.

Participants sit in a circle. The assignment
is for each person to take a turn approaching a
“faculty” (i.e., initially a student playing a
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faculty) who sits in the center of the circle. One
at a time students take turns asking the “faculty”
a single question (e.g., “How or when do I ....
(some procedure)?). Each student repeats the
approach and the question three or four times.
The first time the student asks in his or her nor-
mal manner. Then group members suggest minor
changes to either body language (e.g., move more
quickly, raise your shoulders, furrow your brow,
avoid eye contact) or tone of voice (e.g., speak
more softly (loudly), speak more quickly/slowly,
clip or emphasize consonants). Group members
make recommendations about body language or
tone of voice rather than how they want the
emotional message to change (i.e., they say
“raise your shoulder” rather than “look defen-
sive”). This helps keep the focus on deciding
emotional cues and recognizing the ways small
but significant changes in body language change
emotional tone.

Each time the student asks the question, group
members give feedback on the degree to which
the student is communicating confidence vs. fear,
openness vs. defensiveness, and respect vs. disre-
spect or arrogance.

When a faculty member joins the group, the
faculty member can role play giving one sentence
worth of feedback (i.e., essentially “Don’t do
that, do this.”) to a student sitting in the center of
the circle. They repeat this feedback with modifi-
cations of body language and tone of voice.
Students and other faculty can give feedback about
the emotional communication of the faculty
(approachable (open and interested) vs. rejecting
(closed and annoyed), respectful vs. condescend-
ing or patronizing, patient vs. impatient).

At the end of the exercise, participants can
identify different specific pieces of body lan-
guage and tone (i.e., muscle tension or forceful
consonants) that change the communication of
emotion.

This exercise can be particularly helpful for
students who are foreign-born or from cultures,
which have very different rules about the ways
in which women vs. men should communicate
respect. For example, in some cultures women
sometimes communicate respect by speaking
softly, lowering their head slightly, keeping
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distance from the other person, and keeping
their gestures close to their body. However,
these same nonverbal behaviors can communi-
cate subservience to people of other cultures
and therefore undermine authority.

Writing the Subtext

You can use a chart that has columns we present
above (“You said, I heard” stereotypes). You
might want to add another column in which the
faculty clarifies his or her intent and establishes a
more effective method of communicating his or
her ideas.

A more informal way is also possible. For
example, when critiquing academic work, it is
also possible to say something like “Teachers and
students often misunderstand each other. I want
to make sure that we are on the same page. The
feedback I am giving you is about your specific
paper at this point in time. I am not communicat-
ing anything more general about you as a person.
And I want to make sure that we can discuss any
concerns you might have that [ am acting on any
biases I might have (about your gender or age or
racial or ethnic group).”

Asking the student to write out the com-
ments he/she heard and his or her interpreta-
tion of the subtext can help identify the barriers
to performance. The upside of this strategy is
that it is extremely clear and provides the stu-
dent with an opportunity to take the time to
write out his/her thoughts. The downside is
that it is scary for mentors to see the student’s
anger and distress. These exercises can also
make the student nervous about anonymous
retaliation. Therefore, this activity requires a
fair amount of trust. However, the faculty
member opens the door and asks the questions,
there can be a change in the ability to remedi-
ate future difficulties.

For KLJP and EB, these conversations were
simultaneously very painful and also very inter-
esting and moving. Ultimately, they permitted us
to be more completely ourselves and strength-
ened both our individual identities and the men-
tor—-mentee relationship.
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Writing Remediation Exercises

We use two strategies to improve writing in stu-
dents, both of which are time-consuming. When
we are preparing papers for publication or pre-
sentation (and every word has to be correct), we
sit together and read aloud. The papers are edited
jointly and in real time. This provides an oppor-
tunity to articulate the rules of grammar or to
describe the nuances of choosing just the right
word. If everyone is taking turns reading and
writing (and listening), many of the subtle fea-
tures of general writing and professional commu-
nication, in particular, are communicated
naturally (e.g., this sentence would be clearer if
we followed the rule of parallel construction).

Another strategy involves sharing three sam-
ple papers (or case presentations) from different
students (with the names removed) and allowing
students to see models and identify areas in need
of improvement. Students often believe that they
are the only person having any difficulties writ-
ing, and they often do not have good models for
the specific type of writing they need to accom-
plish. Providing models (with comments about
the strengths and weakness of the work) can help
normalize the experience of needing help and
underscore how much time and effort it takes to
develop clear prose.

Template for “You said, I heard” exercises

“You said....” the “I Any What is the
student’s heard...”  stereotypes intent of the
recollection of the what the evoked feedback
faculty member’s feedback by the that is given
feedback or meantto  comments to the
comments the student or feedback student
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Abstract

Learning disabilities are the most common type of disability among medical
students and may first present as a problem during medical school or later
impairing achievement and clinical performance. In this chapter, the author
provides a conceptual framework and vocabulary for understanding and
describing the wide range of normal variations in cognitive abilities of all
students, including medical students. He describes how learning challenges
can be viewed through two lenses, each with their own therapeutic implica-
tions. When a medical trainee has a diagnosed learning disability, defined
as a discrepancy between intellectual capacity and actual performance, the
Americans with Disabilities Act (ADA) requires the educational institution
to provide the student with reasonable accommodations. Further recent
understanding of neurocognitive function and plasticity has provided a new
lens through which to view relative learning weaknesses. In this view, indi-
viduals have a neurocognitive profile, which in certain educational contexts
may produce learning challenges. Based on his extensive experience work-
ing with professional students who struggle with learning, the author pro-
vides advice on identifying effective strategies to assist these students in
becoming excellent physicians.

“Although decisions about disabilities and accom-
modations must be made on a case-by-case basis,
determinations... should be underscored by some
fundamental vision of what it means to be a physi-
cian... Our real goal is to provide accommoda-
tions to otherwise qualified students so that they
can become competent and socially committed
clinicians....” [1].
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The Struggling Medical Student: What Is the
Differential Diagnosis?

During the pre-Thanksgiving promotions
committee meeting, the discussion turns to
Sandy, an honors student and all-American
athlete from an elite undergraduate univer-
sity who has failed the first three exams of
the first semester basic science block. Dr.
Ovid, the Block Leader, reported that
Sandy seems well prepared for seminar
discussions but doesn’t say much, and in
lecture she takes copious notes. The
“Doctoring” Course Director reported
that Sandy seems to be doing well and has
excellent communication skills, interesting
insights to bring to every discussion, and
an easy manner with peers.

Dr. Ovid reports that after the first test

failure Sandy reached out immediately for
advice and support. She seemed to have rig-
orously prepared, perhaps over-prepared.
There was no indication of personal prob-
lems, and Dr. Ovid reassured her, gave her
some standard study advice, and told her to
“relax” and that she was on the “right
track.” After the last exam failure, the course
director needed to reach out to Sandy a few
days after the exam scores were released.
Though tutoring with an upperclassman
was offered, Sandy has not yet taken advan-
tage, nor has she joined a study group.