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Remediation Concerns During a Day in the 
Dean’s Office
8:30 am: Review of data on students to be 
discussed at the preclinical board meeting 
tomorrow reveals that one of the students 
who failed an exam last week is already 
currently repeating the first academic year. 
This will automatically trigger a discussion 
regarding dismissal. A meeting will be 
required with the student to assess his 
recent difficulties and prepare him for 
potential consequences.

10:00 am: Phone call from a clerkship 
director concerned that BD (they/them) is 
“odd” and does not relate well to patients, 
nurses, or the clinical team. Their peers 
seem to lose patience with them quickly, 

and the residents report that BD has not 
integrated into the clinical team after 
3  weeks on the rotation. The director 
observed BD interview a patient and found 
them to have difficulty with developing rap-
port and eliciting the narrative thread of 
the patient’s history. The director does 
report that BD seems to be working hard 
and “has a good heart.” Nobody has given 
this feedback to BD verbally or in writing. 
When it is suggested that BD’s perfor-
mance may be in the failing range, the 
director immediately states, “Oh, I don’t 
want to fail them. I just want the Dean’s 
Office to be aware so you can do something 
for BD.” The director then asks, “Has BD 
had problems like this in other 
clerkships?”

11:15 am: A student pops in, presum-
ably to say hello, and then becomes tearful. 
She expresses worry that she will fail 
another exam and that she does not belong 
in medical school. Upon questioning, she 
reveals that she is isolated, does not feel 
connected to her classmates, has difficulty 
sleeping, and feels exhausted all the time.

12:00 pm: Meeting with a third-year 
student who just failed his second NBME 
shelf exam during his core clinical 
clerkships.
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�Introduction

It is the role of a medical school dean’s office to 
balance the dual responsibilities of advocating 
for students and upholding the integrity of the 
curricular program. This work is especially chal-
lenging when working with students who strug-
gle and require remediation. Given the diverse 
portfolio of responsibilities in the medical school 
dean’s office, which include overseeing the aca-
demic progress of students, disciplinary pro-
cesses, mentoring and advising, student health 
and wellness programs, student experience, 
extracurricular activities, and admissions, deans 

are often the first to identify and intervene with 
students who struggle. In addition to working 
with students and faculty to identify the underly-
ing causes of a student’s challenges, the dean’s 
office needs to be concerned about resource 
availability for and the cost of remediation, legal 
and privacy issues, and final competency deci-
sions. In this chapter, we will discuss the issue of 
medical student remediation from pre-admission 
until graduation through the lens of the school’s 
interests and obligations to students, faculty, and 
society.

Before embarking on the challenges of reme-
diation as medical school deans, it is important 
to note that the responsibilities of the dean’s 
office listed above may be housed within one 
position/person or shared among multiple peo-
ple. Traditionally, and in many institutions, all 
or most of the responsibilities above fall under 
the purview of a student affairs dean. More 
recently, there has been some recommendations 
to separate the oversight of academic progress 
and therefore student remediation from that of 
other student support functions (e.g., advising, 
student well-being) to prevent potential con-
flicts of interest. Some institutions have created 
a competency or assessment arm of the dean’s 
office to oversee academic progress and reme-
diation, while others have housed these func-
tions under curricular affairs. Regardless of 
the  approach to delegating responsibilities 
within an institution, there are key issues and 
challenges to address regarding student remedi-
ation. We will first delineate common underly-
ing causes of student difficulty and then discuss 
potential resources as well as contextual and 
other important considerations.

�Common Causes of Student 
Difficulties

By definition, a student who struggles does not 
meet the expectations of medical school because 
of at least one of many underlying reasons having 
to do with knowledge, skills, or attitudes [1]. The 
more common causes as viewed from the dean’s 
office are discussed below.

1:30 pm: Review the neuropsychologi-
cal report of a second-year student sent by 
the consultant learning specialist (with the 
student’s permission) that includes a new 
diagnosis of ADHD and recommendation 
for test accommodations.

3:30 pm: Email from first-year course 
director concerned that MR has been late 
to small group several times, did incom-
plete jobs on two assignments, and now has 
a second unexcused absence from lab 
today. The director, who has tried speaking 
to the student multiple times, believes that 
MR may be struggling because of pressure 
from home and some ambivalence about 
being in medical school.

5:30  pm: Chair of the professionalism 
disciplinary committee comes by to person-
ally update the dean’s office on the results 
of the afternoon’s committee meeting. 
Based on the evidence provided, the com-
mittee has determined that NH did deliber-
ately alter the results on an assessment in 
an attempt to boost his grade. He has been 
suspended, and the “suspension due to a 
professionalism violation” will be included 
on his transcript and on his Medical School 
Performance Evaluation (MSPE, also 
known as the “Dean’s Letter”), a required 
part of residency program applications.

L. Buckvar-Keltz et al.
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�Academic Issues

�Academic Concerns Arising in the Pre-
clerkship Curriculum
Deficits in foundational knowledge are usually 
identified via poor performance on knowledge 
examinations and small group discussions and 
come to attention within the first few months of 
school. Some students may be less academi-
cally prepared in general (see Chap. 7). There 
are also students who have difficulty acclimat-
ing to the type of studying and testing common 
in medical school, for example, if students 
have taken time away or are accustomed to 
more conceptual testing from prior studies in 
fields such as engineering. Finally, some stu-
dents will benefit from neuropsychological 
evaluation by a learning specialist to assess for 
an underlying undiagnosed learning disability 
(see Chap. 17).

At times, substandard performance in founda-
tional knowledge may merely be a symptom of a 
problem with motivation. Some students may 
not have been prepared to sit through or be able 
to see the relevance of the pre-clerkship curricu-
lum to their goal of providing excellent patient 
care. Other students have difficulty articulating 
their reasons for wanting to become a physician 
and sometimes voice the pressure put upon them 
by external expectations, such as from parents 
and other family members. It is important to 
identify an unmotivated student, as the usual 
remediation approaches will not help them. 
These students may appear to be sabotaging 
their own success and require culturally sensitive 
coaching that leads to insight and help with prac-
tical career planning. Serious reflection on the 
part of the student is necessary (see Chap. 15). 
For students who are motivated for clinical but 
not classroom education,  arranging for clinical 
shadowing  can  remind them why they chose 
medical school. For students who express ambiv-
alence about becoming a physician, a leave of 
absence to pursue other interests can be helpful. 
Some of these students will choose a different 
career path with better personal fit, which should 
be viewed as a successful outcome for the 
student.

�Academic Concerns Arising 
in the Clinical Curriculum
The transition from pre-clerkship to clerkship 
curriculum is often the time that difficulties with 
interpersonal skills and professional behavior are 
noted and begin to have a greater impact on aca-
demic performance. The clinical setting requires 
students to rapidly gain and apply a new set of 
skills. Workplace-based learning has been 
described as “learning as participation” [2]. 
Students who have difficulty participating and 
engaging in teams and with others in the clinical 
workplace experience negative impacts on their 
knowledge and clinical skill development. These 
difficulties may be due to shyness and not know-
ing how to engage proactively or to a range of 
deficits in interpersonal or professionalism skills. 
Some of these students may be identified in the 
pre-clerkship curriculum because of early clini-
cal exercises in which interpersonal, communica-
tion, and professionalism skills are practiced and/
or assessed. The more significant behavioral 
challenges are addressed next.

�Professionalism Issues

What most often keeps deans up at night are stu-
dents’  high-profile unprofessional acts. Though 
most students behave professionally all the time, 
unsavory behavior by a student is long remem-
bered by faculty and classmates. Unfortunately, 
deans can recount stories of egregious behavior: 
student arrests for breaking the law, collusions 
between students to cheat or lie about absences 
from  didactic sessions, etc. Naturally, there are 
often several different issues that may intercalate 
to produce those behaviors, including many of 
the forces listed above and below. Academic dis-
honesty, patient privacy violations, and failure to 
meet academic responsibilities in a timely man-
ner are the more common instances of unprofes-
sional behavior.

Schools vary in their policies regarding the 
reporting, investigation, and remediation ver-
sus dismissal for unprofessional behavior. 
Several schools utilize honor codes, which 
have been shown to lower the rates of academic 
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integrity violations. Honor codes often delin-
eate expectations, provide examples of viola-
tions, and detail judiciary procedures including 
reporting, proceedings, penalties, and/or 
appeals. In many cases, the judiciary body 
includes student members, so that peers are 
engaged determining whether a violation has 
occurred, the severity of the violation, and the 
appropriate penalty [3].

More frequently, unprofessional behavior may 
be minor and investigated and remediated with-
out the formal activation of a disciplinary com-
mittee. However, this can become problematic if 
a pattern of relatively “low-level” inappropriate 
behaviors develops. Systems should be in place 
to identify these patterns, provide early interven-
tion, and appropriately escalate to a disciplinary 
committee when necessary [4, 5]. This may occur 
at the level of the student affairs dean and/or 
course/clerkship director committees where 
records are kept of minor issues. Regardless of 
the system used, it should be transparent to stu-
dents that a pattern of behavior will trigger an 
official complaint to the disciplinary committee 
(see Chap. 14).

�Psychological Distress and Mental 
Health Issues

Some students become anxious regarding their 
academic performance in medical school, hin-
dering their success. Because medical students 
are academically gifted and have typically been 
at the top of their classes throughout their edu-
cation, adjustment to being “average” in medi-
cal school is a challenge for some. Many of 
these students become disappointed and ques-
tion their abilities. Impostor syndrome and ste-
reotype threat run rampant throughout medicine 
[6] (see Chaps. 3, 18). Support and encourage-
ment can be very helpful in this circumstance. 
Simply pointing out the obvious fact that 90% 
of medical students cannot be in the top 10% of 
their medical school class often helps students 
adjust expectations. A pass/fail curriculum may 
lower the anxiety level for students and impor-
tantly may particularly help underrepresented 

minority students in the clerkships, where 
implicit bias among supervising staff in a sub-
jectively graded milieu further reinforces anxi-
ety [Chap. 3; 7].

Most medical schools preemptively encour-
age students to attend to stress management and 
their wellness, providing support through formal 
and informal programming. Student health psy-
chiatrists have extensive experience with medi-
cal students and can be helpful with specific 
issues such as “test anxiety” (see Chap. 7). 
Learning specialists can speak to students about 
neurocognitive profiles and study strategies (see 
Chap. 17). Many schools have embraced a range 
of formal or informal sessions and tools that 
address healthy eating, mindfulness meditation 
and stress management, yoga and other exercise, 
sleep, acupuncture and other complementary 
and alternative health strategies, and other activ-
ities that reinforce resilience. Attendance at vol-
untary events can increase if, rather than focusing 
on “self-help,” they emphasize how activities 
may help their peers or future patients (see also 
Chap. 18).

�Mental Health Disorders

Anxiety, Mood, and Thought Disorders
Academic stress can trigger an episode of an 
underlying mental health disorder or uncover sig-
nificant previously undiagnosed illness, such as 
depression, bipolar disorder, anxiety, and thought 
disorders. Thought disorders also show an 
increased prevalence in people in their 20s, 
exactly when most are in medical school. Faculty 
and deans must be vigilant in identifying medical 
students at risk for developing mental health 
issues and have mechanisms for intervention in 
place. Mental health professionals at student 
health services represent an important adjunct. 
These resources must be confidential and acces-
sible outside the medical student workday. In 
addition, schools need the ability to regularly 
refer students to outside mental health profes-
sionals for ongoing treatment.

When mental illness is diagnosed for the first 
time in medical school, students exhibit a range 
of insight into their illness and willingness to 
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undergo treatment. Extra difficulty may present 
when there are coexisting substance use disor-
ders (see Substance Use below). Recent data on 
suicides in medical students and residents 
heighten the importance of detection and treat-
ment [8, 9]. Balancing the student’s personal 
safety and ability to get through their clerkships 
with the safety of the patients they care 
for  remains one of the dean’s office’s greatest 
challenges.

Personality Disorders
In general, the persistence of personality traits 
or disorders and their relative lack of respon-
siveness to treatment make working with stu-
dents who exhibit these traits challenging. 
Careful monitoring and follow-up throughout 
medical school are important. We describe 
three personality types that present particular 
difficulty: antisocial, borderline, and 
schizotypal.

Students with antisocial personality traits 
demonstrate socially irresponsible and exploit-
ative behaviors, disregard for school policies and 
professionalism expectations, lack of remorse, 
and inability to learn from the consequences of 
their actions. These students need clear expecta-
tions outlined for them. A national criminal back-
ground check for applicants at the time of their 
acceptance to medical school, currently used by 
most schools, may help reduce the number of 
medical students with antisocial personality dis-
order in the future.

Students with borderline personality traits are 
emotionally labile, have unstable relationships 
with others, are impulsive, and often have coex-
isting mood, anxiety, and substance use and eat-
ing disorders. Support teams working with these 
students should be aware of the student’s com-
mon tendency to “split” the team members into 
extreme groups of “good” and “bad” and pit them 
against each other, which makes remediation 
very challenging.

Students with schizotypal personality traits 
are often described as “odd” or “eccentric” and 
have difficulty interacting with their clinical 
teams and with patients. It can be challenging to 
ascertain whether a thought disorder is present. 

For such students, it is essential to have access to 
formal psychiatric evaluation.

�Autism Spectrum Conditions
Students with previously identified or sus-
pected autism spectrum disorders (ASDs), 
including those identified as having what has 
been referred to as high-functioning Asperger’s 
syndrome (ASD without language or intellec-
tual deficits), are often viewed as competent 
but quirky in the classroom setting. Their inac-
curacy in reading social and emotional cues of 
others can lead to challenges in interacting in 
clinical teams and with patients. While these 
students commonly engender significant sym-
pathy from classmates and faculty because of 
their good intentions and earnestness, their 
communication behaviors can alienate patients 
or clinical supervisors. Ideally, many would 
arrive at medical school already with the diag-
nosis and clear action plans. For those who do 
not, clinical exposures in the pre-clerkship 
years can identify students and allow early 
social skill training. Intensive coaching and 
role-play practice focused on clinical inter-
viewing can help students gain and demon-
strate the ability to function as effectively as 
their more “neurotypical” medical student 
peers (see also Chap. 12). The best predictor of 
success in these cases is the student’s level of 
motivation and awareness of their own 
challenges.

�Substance Use
Students may be impaired due to use of legal or 
illegal substances. Peers are usually the most 
knowledgeable about a classmate’s substance 
use and may come forward to a faculty member 
or the dean’s office to share this information. 
Care should be taken to be supportive of class-
mates’ concerns and privacy while also obtain-
ing accurate, reliable, and complete information. 
The school should confront the impaired student 
with information (test scores, evaluative com-
ments, informal comments) that supports the 
conclusion that the student is unfit in their role 
as a medical student. The school may require an 
individual student undergo random blood and 
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urine testing. Students found to be impaired are 
required to undergo treatment and monitoring. 
In New  York State, medical students can be 
enrolled in the Committee on Physician Health 
(CPH) for ongoing monitoring and treatment. 
Students should be required to allow communi-
cation between CPH or similar monitoring/
treatment programs and the medical school for 
the duration of their time as a student. CPH 
requires continued random drug testing and 
therapy as conditions of their program and 
reports periodically to the medical school 
regarding ongoing compliance with their 
requirements.

�Fitness for Duty Evaluation

Occasionally, a student’s psychiatric illness or 
suspicion of impairment will call into question 
their fitness to continue as a medical student. 
While fitness for duty issues may be more com-
mon at the GME level and in clinical practice, 
where physician impairment must be reported to 
the state medical boards, the same concerns for 
patient safety also apply to students on clinical 
rotations. Some schools may have an administra-

tive psychiatrist who conducts fitness evaluations 
using primary and sometimes ancillary data to 
make a determination. Other schools may need to 
rely on determinations made by the psychiatrist 
to whom the student has been referred or who is 
treating the student. Schools should place stu-
dents found to be “unfit” on a leave of absence 
and require students to address their issue before 
being considered for return to the school. Students 
on leave who request a return should be evaluated 
for fitness to return by either the school’s admin-
istrative psychiatrist or the student’s treating psy-
chiatrist. Where available, students should be 
strongly encouraged to participate in monitoring 
and support programs such as the New York State 
CPH.

�Dean’s Office Resources 
for Remediation

Schools develop their own resources to remediate 
students and vary widely on what is available and 
on who pays for the remediation. Philosophically, 
schools need to determine whether their supports 
(i.e., offering and paying for remediation) are 
helpful to the student or enabling a lack of 
responsibility and ownership on the student’s 
part. Table 20.1 lists resources that schools may 
commonly make available for remediation, a list 
of “Dream Resources” (those that would be of 
great help but unavailable to most schools), and 
an estimate of the cost of remediation per student 
at this point in time.

An example of student use of resources fol-
lows, using New York University (NYU) as a case 
study. At NYU, unlimited peer tutoring is offered 
to all students who request it. Peer tutors are 
selected based on faculty nomination, undergo 
training as coaches of medical knowledge learning 
and assessment, and are required to develop goal-
directed learning plans with the students they work 
with and submit progress reports regularly. Out of 
about 730 students enrolled, approximately 100 
students will use tutoring services in an academic 
year. Students do not need to fail an exam or have 
“marginal” exam performance to obtain peer tutor-
ing. Approximately 10–15 students undergo a 

The mission of the New York State Medical 
Society’s Committee for Physician Health 
is to promote quality medical care by offer-
ing “non-disciplinary confidential assis-
tance to physicians, residents, medical 
students, and physician assistants experi-
encing problems from stress and difficult 
adjustment, emotional, substance abuse, 
and other psychiatric disorders, including 
psychiatric problems that may arise as a 
result of medical illness. We recommend 
evaluation, treatment, and/or other assis-
tance to our participants and monitor for 
progress in recovery from illness. In this 
way, we can also provide strong advocacy 
on behalf of the participant to continue 
their practice as a physician or physician-
in-training” [10].

L. Buckvar-Keltz et al.
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Table 20.1  Remediation resources

Resources commonly available for remediation:
 �� 1. � Learning specialist (expenses related to 

neuropsychiatric testing and diagnosis may or 
may not be covered; expenses related to 
treatment typically not covered)

 �� 2. � Academic tutoring
 �� 3. � Student mental health services with staff 

psychiatrists and/or psychologists (the insurance 
accepted, and number of visits covered varies)

 �� 4. � Course faculty
 �� 5. � Faculty with expertise in remediation
 �� 6. � Simulation experiences with expert faculty
 �� 7. � Resident/Physician support programs open to 

medical students offered by the affiliated 
hospital/healthcare system, state medical society, 
etc.

“Dream resources” that are not typically available:
 �� 1. � Targeted remediation programs, including 

simulation, developed and delivered by expert 
faculty

 �� 2. � Administrative psychiatrist
 �� 3. � Comprehensive mental health services with 

expanded coverage (e.g., unlimited number of 
visits, support for intensive psychotherapy)

 �� 4. � Professionalism coaches and assessment tools to 
remediate and reassess students who have failed 
due to professionalism concerns

 �� 5. � Social skills coach/therapist to work one-on-one 
with students who struggle with interpersonal and 
communication skills (e.g., students with autism 
spectrum conditions) to observe behaviors in 
clinical settings, develop intervention plans, and 
remediate the students

Examples of the costs associated with remediation per 
student (as of December 2022):
 �� 1. �� Complete learning specialist evaluation: ~$5000/

student
 �� 2. � Peer tutoring: $26/h
 �� 3. � Private tutoring: $150 and up/h
 �� 4. � Student health psychiatrist: typically included in 

student health service budget
 �� 5. � Administrative psychiatrist: $20,000/year and an 

additional $2000/student evaluation
 �� 6. � Course faculty: no additional cost
 �� 7. � Faculty with expertise in remediation: no 

additional cost
 �� 8. � Comprehensive clinical skills exam (CCSE) 

remediation: ~$400/student excluding faculty time
 �� 9. � Outside professionalism programs: $2500–$7500

detailed learning evaluation each year. 
Approximately 20 students undergo remediation 
for skills exams each year, which includes students 
remediating within preclinical modules (such as 
after failing an Objective  Structured  Clinical 
Examination, or OSCE) or failure in a comprehen-

sive clinical skills exam, which is an eight-station, 
high-stakes, end-of-clerkship-year OSCE.

Each school has its own method of remedia-
tion of medical students. While the remediation 
often occurs within a course or clerkship struc-
ture, it can be helpful to also have faculty with 
expertise in remediation of clinical skills and pro-
fessionalism lapses. For some schools, there may 
be resources available within their affiliated 
health systems/hospitals such as communication 
training programs for residents and physicians 
willing to accept medical students. Finally, there 
are also available outside resources for remedia-
tion of professionalism issues such as the 
Vanderbilt Comprehensive Assessment Program 
for Professionals at Vanderbilt University 
Medical Center and Acumen Assessments in 
Kansas.

�Considerations for Admissions

�Academic and Nonacademic 
Attributes

The policy for medical school admissions is the 
most important factor determining who becomes 
a physician. In the United States, the competition 
for a spot in medical school is daunting: in 2020, 
the AAMC reported that there were 50,030 
applicants, 22,239 of whom matriculated to US 
medical schools. This is a 44% acceptance rate for 
students having undergone grueling premedical 
coursework and the MCAT, both of which cull out 
lower performing students. The good news for 
these matriculants to US medical schools is that 
they will most likely graduate with a degree to 
practice medicine. For 20 years, starting with the 
1997–1998 school year, an average of 3.2% of 
students left medical school for any reason; from 
2007–2008 to 2017–2018, approximately 1.2% of 
all medical students left for academic reasons 
[11]. Thus, admissions committees and officers 
are more influential in determining who becomes 
a physician than others in the dean’s office. Given 
this, the question is whether we are giving our 
admissions committees/officers the tools to make 
the most informed decisions.

20  The View from the Medical School Dean’s Office
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The first time a student’s ability to succeed in 
medical school may be questioned is during 
review of his or her application to medical school. 
Academic concerns arise when students have 
grade point averages and MCAT scores signifi-
cantly below the school’s mean for accepted stu-
dents. Studies suggest that these academic 
indicators correlate, but without statistical signifi-
cance, with learning foundational medical knowl-
edge and USMLE scores [see Chap. 2; 12].

Much attention is paid to an uneven academic 
record or fluctuating grades, as this may be a sign 
of lack of motivation, lack of interest, or emo-
tional difficulties. Withdrawals from coursework, 
especially repeatedly, raise concerns. 
Additionally, the record is scanned for certain 
patterns. Has the student been fully engaged in 
the extracurricular life at their undergraduate 
school? If not, why not? Is all their nonclass time 
already devoted to studying, suggesting that the 
student may not have “additional reserve” to han-
dle medical school? A leave of absence may be 
another sign of some underlying difficulty. 
Indication of disciplinary action is a concern. 
Supporting materials such as a Dean’s Letter 
(supplied by some undergraduate schools), the 
student’s personal statement, or letters of recom-
mendation may help explain any unevenness in 
performance without raising red flags. 
Unfortunately, the value of these specific 
application-based variables as predictors of suc-
cess in medical school has not been well studied. 
However, studies have shown that unprofessional 
behavior of practicing physicians reported to 
state boards is correlated with a history of certain 
unprofessional behavior in medical school [13].

While academic attainment is a predictor of 
early performance in medical school, it becomes 
a less important predictor as students advance 
into clinical training and practice [14]. In order to 
assess nonacademic qualities of applicants such 
as ethical judgment, communication skills, and 
problem-solving capabilities, some US schools 
have adopted McMaster University’s model of 
multiple mini-interviews (MMIs) with standard 
scenarios to be discussed by the applicant. Others 
have added situational judgement tests (SJTs), 
which have been used in the United Kingdom for 

selection in graduate medical education and other 
health professions. In SJTs, written or video-
based scenarios are followed by a list of response 
options that can be administered online to gener-
ate a score or used as part of an MMI. Both MMIs 
and SJTs have been shown to be valid and reli-
able methods for assessing nonacademic quali-
ties, and more effective as selection tools than 
traditional interviews and personal statements 
[15]. The data thus far also show that the MMI 
predicts success on national licensing examina-
tions in Canada [16]. Some of this approach may 
depend on one’s philosophical stance regarding 
whether certain characteristics are static and 
should be selected for or against, whether the 
same or other characteristics are dynamic and 
responsive to coaching, and the availability of a 
school’s resources to devote to coaching.

Since the last edition of this book, many medi-
cal school admissions offices have adopted at 
least some elements of “holistic admission”: de-
emphasizing traditional markers of achievement 
(e.g., school grades and standardized testing per-
formance) in favor of a broader definition of 
achievement: distance traveled, underrepresenta-
tion, etc. This shift has importantly amplified 
attention to how graduating medical students 
may develop to meet the evolving needs of the 
population as a whole. This broader definition of 
“achievement” brings a greater range in student 
academic backgrounds as well as differences in 
student preparation for the academic rigor of 
medical school, adding some uncertainty to 
determining admissions decisions. This new 
approach raises many questions. Are a history 
and conviction that the candidate will make a 
wonderful physician for interpersonal reasons 
enough to overcome the possibility that the 
demands of medical school may overwhelm a 
student who is incompletely prepared? How 
might schools meet promising students where 
they are and better support their learning?

Schools can provide support prior to, at, and/
or after matriculation. Georgetown University 
offers a postbaccalaureate program specifically 
designed to equip underrepresented and disad-
vantaged students for future success in medical 
school. The program exposes students to a rigor-
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ous curriculum comparable to the experience of 
first-year medical students and adds customized 
advising and a parallel curriculum focused on the 
development of academic skills (“learning how 
to learn”). Many schools offer programs pre-
matriculation or immediately at matriculation for 
students who have a gap between college and 
medical school and/or did not have an undergrad-
uate major in science. With the increased use of 
online platforms for delivering this content, these 
programs can be offered to all students. Additional 
methods of supporting students both before and 
after matriculation must consider the common 
experiences of impostor syndrome, stereotype 
threat, bias, and microaggressions that dispropor-
tionately affect underrepresented minority stu-
dents (see Chap. 3). Schools should attend to 
student stories of their experience and, particu-
larly if they have dedicated deans of diversity, 
work closely with them to develop support 
programs.

�Technical Standards in Admissions

Schools are expected to assess applicants based 
on their ability to complete the educational pro-
gram. Occasionally, an applicant will apply to 
medical school but may not possess the func-
tional ability to perform as a medical student. The 
Americans with Disabilities Act (ADA) protects 
citizens with disabilities from discrimination. 
The purpose of the ADA is to provide opportuni-
ties for persons with disabilities to compete with 
other applicants based on their ability. The ADA 
requires medical schools to provide accommoda-
tions to disabled persons to enable them to access 
the benefits, services, and opportunities available 
to the nondisabled (see Chap. 17). This means 
that suitable applicants must be able to perform 
the “essential functions” and meet the “essential 
eligibility requirements” of the program once 
provided with the appropriate accommodation. 
Each school is free to determine the “essential 
functions” or “essential eligibility requirements” 
of its own educational program. While schools 
cannot inquire about a disability prior to admis-
sion, they can seek information to ensure that an 

applicant can perform these essential functions 
[17]. In recent years, many schools have devel-
oped technical standards to clarify and commu-
nicate those essential functions and eligibility 
requirements.

We share a sample set of technical standards 
from Georgetown University in Table 20.2 [18]. 
The technical standards at each school will vary 

Table 20.2  Sample technical standards [18]

Guided by the Jesuit tradition of cura personalis, care 
of the whole person, Georgetown University School of 
Medicine will educate a diverse student body, in an 
integrated way, to become knowledgeable, ethical, 
skillful, and compassionate physicians and biomedical 
scientists who are dedicated to the care of others and 
health needs of our society. An applicant for the M.D. 
degree, and an enrolled student seeking the M.D. 
degree, must meet the technical standards or functional 
equivalent, with or without reasonable 
accommodations, deemed essential functions for the 
care of patients. These abilities and skills, as 
determined by Georgetown University School of 
Medicine, are as follows:
 �� 1.  Perception: Students enrolled in the M.D. 

degree program must be able to observe 
demonstrations and experiments required by the 
medical curriculum established by the medical 
faculty and be able to participate in such with 
adequate vision and other sensory modalities, 
including the senses of hearing and smell. A student 
must be able to observe a patient accurately at a 
distance and close at hand

 �� 2.  Communication: Students must be able to 
skillfully (in English) communicate verbally and in 
written form to affect an adequate exchange of 
information with patients, family members, and 
other health professionals in order to fulfill academic 
requirements and to maintain accurate clinical 
records on patient care

 �� 3.  Motor: Students must have sufficient motor 
function and tactile ability to meet the competencies 
required for graduation, as outlined by the 
Georgetown University School of Medicine, and to 
(1) attend (and participate in) classes, groups, and 
activities which are part of the curriculum; (2) 
communicate in a written format; (3) examine 
patients (including observation, auscultation, 
palpation, percussion, and other diagnostic 
maneuvers); (4) perform diagnostic procedures in 
addition to basic laboratory procedures and tests; and 
(5) provide general and emergency patient care in 
outpatient, inpatient, and surgical venues and 
perform in a reasonably independent and competent 
way in sometimes chaotic clinical environments

(continued)
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Table 20.2  (continued)

 �� 4.  Intellectual-Conceptual, Integrative, and 
Quantitative Abilities: Students must be able to 
demonstrate higher level cognitive abilities to meet 
the competencies required for graduation, as outlined 
by the Georgetown University School of Medicine, 
including an aptitude for timely problem-solving, 
capability to access and independently interpret 
medical files, evaluate physical examinations, and 
formulate a logical diagnosis and effective medical 
treatment plan. Students must possess good 
judgment in patient assessment, and the abilities to 
incorporate new information, comprehend three-
dimensional relationships, and retain and recall 
pertinent information in a timely fashion

 �� 5.  Behavioral and Social Attributes: Guided by 
the Jesuit tradition of cura personalis, care of the 
whole person, students must display compassion, 
sensitivity, and concern for others and maintain 
professional integrity at all times. In addition, 
students must develop mature, sensitive, and 
effective relationships: not only with patients but 
also with all members of the medical school 
community and healthcare teams. Students must also 
be able to promptly complete all assignments and 
responsibilities attendant to the diagnosis and care of 
patients (beginning with study in the first year). 
Students must tolerate physically, emotionally, and 
mentally demanding workloads and function 
effectively under stress. A student must be able to 
proactively make use of available resources to help 
maintain both physical and mental health. A student 
must display adaptability to changing environments, 
flexibility, and be able to learn in the face of 
uncertainty. All students enrolled in the M.D. degree 
program must take responsibility for themselves and 
their behaviors

Students enrolled in pursuit of an M.D. degree at 
Georgetown University School of Medicine are 
required to attest to these technical standards on an 
annual basis. The School of Medicine is committed to 
providing reasonable accommodations for students 
with disabilities. An applicant for the M.D. degree or 
an enrolled student seeking the M.D. degree with 
disabilities is encouraged to contact the Georgetown 
University Academic Resource Center as early as 
possible to begin a confidential conversation separate 
from an application or enrollment status, about what 
reasonable accommodations they may need to meet 
these standards

in its specifics but generally reflect the overall 
mission of educating students who can perform 
the essential functions for care of patients with or 
without reasonable accommodations. Reasonable 
accommodations at schools, based on their spe-
cific standards and available resources, can range 

from allowing students extra time to take an exam 
due to learning disabilities to alternative clinical 
experiences during the COVID-19 pandemic for 
students who are immunocompromised and to 
supplying hearing-impaired students with spe-
cialized stethoscopes.

�Student Financial Considerations

Remediation that requires an extension of time in 
medical school has financial implications for stu-
dents in terms of additional tuition, fees, and 
associated costs of living. While some schools 
have instituted discounted tuition and fees for 
students who need to extend or decelerate their 
curriculum, the additional financial burden adds 
to the student stress of having to remediate. Other 
schools have worked to address the financial con-
sequences by taking a “pay for degree” approach, 
where students pay a maximum of 4  years of 
tuition and fees and have up to a certain number 
of years (e.g., 7) to complete their medical 
degree. NYU, for example, prior to becoming a 
“tuition free” school, had already determined that 
the extra amount of tuition a very small number 
of students might contribute is ultimately admin-
istratively negligible. This “pay for degree” 
approach allows schools tremendous flexibility 
in placing students on a decelerated curriculum 
when needed to diagnose and address/remediate 
performance challenges.

�Student Privacy Considerations

�The Family Educational Rights 
and Privacy Act (FERPA)

The Family Educational Rights and Privacy Act 
(FERPA) [19] is a federal law that protects the 
privacy of student education records. The law 
applies to all schools that receive funds under an 
applicable program of the U.S.  Department of 
Education. FERPA gives adult students certain 
rights with respect to their education records. 
Generally, schools must have written permission 
from the student to release any information from 

L. Buckvar-Keltz et al.



261

a student’s education record and remind students 
of their rights annually. In certain cases (for 
example, to school officials with legitimate edu-
cation interest), FERPA does allow schools to 
disclose those records without consent. These 
rules, as well as concern for students’ privacy, 
discourage extensive discussion across certain 
boundaries regarding challenging student cases. 
Interpretation of these rules varies widely from 
school to school.

�Forward Feeding of Information: 
Sensitive and Controversial

Schools vary greatly in their practice regarding 
whether information about students who struggle 
should be kept confidential or “fed forward,” in 
other words, shared with those who will be work-
ing with the student. At some schools, only the 
dean’s office is informed of a student’s chal-
lenges, and only the dean’s office can determine 
whether and which faculty members will be 
informed and to what level of detail, within the 
parameters of FERPA. Here, it is the dean’s office 
or appropriate committee (e.g., committee on 
promotions or professionalism disciplinary com-
mittee) that reviews and makes remediation deci-
sions, and student difficulties are often not 
disclosed or fed forward. At other schools, infor-
mation on students who struggle may be fed for-
ward by the dean’s office, by a committee of 
course/clerkship directors, or by an  individual 
course/clerkship director to the next course/
clerkship director in order to allow the provision 
of additional support or identification of patterns 
of behavior. Sometimes, this information is fur-
ther fed forward to the frontline faculty working 
directly with the student.

The practice of forward feeding is controver-
sial, with only about half of US medical schools 
engaging in the practice. Few schools have writ-
ten policies that make their practice clear to stu-
dents and faculty [20, 21]. As noted in Chap. 2, 
there are advantages and disadvantages to feed-
ing forward. As they move from one course to 
another, from the preclinical to clinical curricu-
lum, or from one clerkship/specialty to another, it 

is not unusual for students to stumble in one set-
ting and then flourish in another. When informa-
tion is fed forward, particularly when given to the 
faculty working directly with students, students 
can be unfairly branded, resulting in greater scru-
tiny of the student with expectations that they 
will struggle and explicit or implicit bias result-
ing in unfair treatment. On the other hand, when 
information is not fed forward, there are missed 
opportunities to work with and provide additional 
support to students who struggle. Often, patterns 
of difficulty or behavior may be overlooked, 
resulting in significant delays in identification 
and remediation of challenges [22].

�Information-Sharing with Admissions

Medical schools also vary in their approaches to 
“feeding back” information to admissions offices 
and committees regarding students’ medical 
school performance. Schools run the gamut from 
having admissions deans on promotions commit-
tees to having no communication to the admis-
sions office regarding student performance once 
a student matriculates. The latter policy may 
hamper the admissions committee’s ability to 
continuously improve upon their evaluations of 
future applicants. The former may introduce bias 
for or against certain student characteristics when 
making predictions based on the limited and 
unsystematic experience at one school, particu-
larly given the paucity of research data available 
to guide admissions decisions.

Some dean’s offices or promotions commit-
tees may routinely review the medical school 
application file of each student having difficulty 
to look for evidence of previous academic or 
behavioral difficulties. This review may provide 
insight into the nature of the issue, whether it is 
chronic or recurrent, and inform choice of reme-
diation strategies. It can also identify and provide 
to admissions offices or committees retrospective 
“red flags” in application materials that could 
inform the admissions process. Some schools 
structure regular communications between the 
dean’s office and the admissions committee to 
ensure information-sharing about curricular 
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changes and feedback on support that is available 
for students after matriculation.

From time to time, the admissions office will 
“take a chance” on an applicant with an atypical 
or weaker academic history because of a particu-
lar experience or talent that suggests promise to 
become an outstanding physician. In these cases, 
it is not clear whether giving proactive support to 
the student is beneficial or not. Labeling a stu-
dent as academically at risk may seriously ham-
per their self-confidence and cause undue anxiety 
(see also Chap. 3). Additionally, identifying at-
risk students to faculty (see “forward feeding” 
section above) may unconsciously bias the fac-
ulty. Some schools offer elective academic sup-
port in advance of the start of medical school.

�The Official Academic Record

The contents of the official academic record are 
specific to each school. At many schools, the offi-
cial academic record consists of a student’s tran-
script, student’s duplicate record (transcript plus 
biographical information and USMLE scores), 
narrative evaluative comments from faculty, 
medical student performance evaluation 
(“MSPE,” aka “Dean’s Letter”), and, for a small 
number of students, a disciplinary report. The 
entire official academic record can be obtained 
by subpoena in a court of law.

Each state medical licensing board has its 
own requirements for documentation, which in 
some cases are quite extensive. For instance, 
California currently asks if a student has been 
on probation during medical school. Some 
schools have policies in which students are 
placed on probation for academic or profession-
alism reasons during medical school, with the 
agreement that the record will be “sealed” if the 
student does not have any repeat issues. 
However, this becomes an issue for students 
applying for licensure in select states that ask 
this question. The definition of probation is 
evolving and becoming more formalized and 
specific in response to this changing landscape. 
Some institutions are now reserving the term 
“probation” for use after the effectiveness of 
early stages of remediation can be assessed. In 
these cases, the terms “focused review” and 
“academic warning” are used to denote the early 
stages of remediation.

The American Association of Medical 
Colleges has guidelines regarding the med-
ical student performance evaluation 
(MSPE), which include such issues as 
follows:

•	 Inclusion of students’ academic history 
including any extensions, leaves of 
absence, and gaps or breaks in a stu-
dent’s educational program

•	 Information, based upon school-specific 
policies, of coursework that the student 
was required to repeat or otherwise 
remediate

•	 Information, based on school-specific 
policies, of any adverse action(s) 
imposed on the student by the medical 
school or its parent institution

•	 Information about students’ academic 
performance and professional attri-
butes in preclinical coursework, and 
clinical and elective coursework, 
including:
–– Statement regarding a student’s 

attainment of professional standards 
as defined by the school

–– Graphic representation of a student’s 
performance as compared to his or 
her peers

•	 Narrative assessments of students from 
preclinical and clinical courses based 
upon summative faculty evaluations

•	 Assessment of professional behavior:
–– Information on citations for unpro-

fessional behavior, including inci-
dent and remediation actions taken

–– Information on commendations for 
exemplary professional behavior
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Credentialing services will contact medical 
schools on behalf of graduate programs and insti-
tutions to verify completion of medical educa-
tion. Typically, they request information about 
interruptions in medical education, academic or 
disciplinary probation, unprofessional conduct or 
reports of negative behaviors, or questions of 
academic incompetence. Such reports should be 
completed based on the official academic record. 
Student data that are outside of the official aca-
demic record CANNOT be shared with outside 
parties, including residency programs and licens-
ing boards. This includes oral or written “off-the-
record” comments by faculty, peers, or others in 
the administration. Many dean’s offices keep 
records of discussions with students. As long as 
their only purpose is to serve as the written 
“memory” of the dean, these records are private 
and not available at the time of subpoena.

�What to Recommend 
to a Graduating Medical Student

Students who have undergone remediation in 
medical school may or may not be at risk for dif-
ficulties during postgraduate training. All stu-
dents should be counseled to seek out training 
programs that best fit their goals, strengths, work 
styles, and personal requirements. Divulging 
remedial work that is not part of the student’s 
record is the personal choice of the student and 
should be made carefully. Students should be 
encouraged to be honest and professional while 
understanding their own right to privacy. 
Generally, students who demonstrate insight, 
engage with enthusiasm, successfully complete, 
and grow from remediation programs are espe-
cially prepared for residency training and prac-
tice. In fact, the student may perform as well, or 
better, than their colleagues who did not struggle 
during school. Graduates can optimize their suc-
cess by asking for feedback frequently from 
peers and supervisors and acting on the informa-
tion gained. Graduates with disability accommo-
dations in place should be encouraged to 
proactively bring documentation to their program 
director well in advance of needing the actual 

accommodations to ensure that appropriate sup-
ports are put in place. Students also need to be 
aware that accommodations within hospital sys-
tems can be particularly difficult to enact as 
patient care and patient privacy policies super-
sede their rights in some cases.

�Dismissal of Medical Students

The percentage of medical students dismissed 
from school is strikingly small when compared to 
other professional schools such as law or busi-
ness. Medical school faculty are more comfort-
able with their role in identifying and remediating 
students who need additional support than in 
determining when a student cannot meet mile-
stones and must be dismissed. If dismissal from 
medical school is being seriously considered, the 
student must be informed. This discussion may 
be enough to motivate a student to be an active 
participant in successful remediation. It is also 
crucial to clearly outline, both verbally and in 
writing, the school’s requirements, including 
exact deadlines, for the student to complete reme-
diation activities that reflect the school’s policies 
on student promotion and professional behavior. 
Legal counsel can be helpful with reviewing 
these documents, as policies may be subject to 
interpretation. Often, students are asked to meet 
with one of the deans when the school is consid-
ering dismissal. The dean’s office can guide the 
student to prepare for an appearance before the 
promotions or professionalism disciplinary com-
mittees and give the student feedback on their 
written statements. Typically, students in this sit-
uation have already been told multiple times that 
they are at risk for dismissal and have undergone 
remediation unsuccessfully. Many schools have 
the appropriate committee deliberate and vote on 
recommending a student’s dismissal to the dean, 
who makes the final decision. Students should 
have the right to appeal the decision within a 
defined time frame (see also Chap. 29).

The dismissal of a student is the most high-
profile example of when the dean’s office and the 
involved faculty must balance their advocacy for 
the student with their obligation to the medical 

20  The View from the Medical School Dean’s Office

https://doi.org/10.1007/978-3-031-32404-8_29


264

school and society at large. In addition to follow-
ing the institution’s policies and procedures, the 
dean’s office should consider the immediate 
needs and issues facing the dismissed student. 
Given the gravity of the situation, students should 
be encouraged to talk with a trusted friend or 
relative and referred to a mental health profes-
sional for support. The dean’s office can also con-
sider notifying the student health service in case 
the student contacts them for care. Once a student 
is officially dismissed, they need to leave school 
in a timely fashion. However, students do need 
time to move out of on-campus housing. If the 
school’s policy allows it, refunding all or part of 
the semester’s tuition is appreciated. A dismissed 
student may also appreciate and request that the 
dean’s office explain the dismissal to a parent or 
spouse for them. The question of the next steps 
for a dismissed student, given the significant 
resources they have invested in medical training, 
is hotly debated and constitutes an area for con-
tinued investigation [23, 24].
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