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Introduction

More than two decades ago, Irby* summarized the key features needed to run a clinical
clerkship with geographically separated sites: "...a cohesive multi-site clinical clerkship is made
possible by a core curriculum which includes a comprehensive evaluation system, faculty
development activities, and administrative support.” We hope this chapter helps illuminate these
features. It is common for medical schools to use geographically separate sites to accomplish
their educational mission. In some cases, this may mean sites across a city or state and in other
cases it may mean clerkships in different states or separated by many miles.

Separate sites can offer many advantages to faculty and students, including diversity of patients
and practice settings, exposure to a wider scope of medical conditions, and a broader spectrum
of faculty. However, maintaining comparable educational experiences and equitable, consistent
evaluation for students at separate sites is a challenge. Separate sites may mean different sites
within a single city or separated by hundreds (or thousands) of miles. However, many of the
separate site challenges, such as maintaining consistency, also apply to different services within
the same hospital!

Some of these challenges are addressed in this chapter, with suggestions and potential
solutions. Which solutions will work best may vary depending on the unique situation, including
the structural organization of the geographic sites, the proximity of sites, the roles of the
individual site directors, the allocation of resources from the medical school, and the student
body. The authors hope to set forth some ideas and suggestions to help the clerkship director of
a geographically diverse clerkship to address the challenges before him or her. We will begin
with a review of Liaison Committee for Medical Education (LCME) standards specifically
addressing geographically separate sites, then address issues of administration including
selecting sites, administrative structure, and issues of curriculum. Finally, we will discuss issues
of evaluation and feedback and suggestions for improving communication among sites.

LCME Standards

The LCME standards for accreditation of medical schools address five areas: Institutional
Setting (1S), Educational Program for the MD degree (ED), Medical Students (MS), Faculty (FA),
and Educational Resources (ER).? A number of these standards specifically relate to
geographically separated sites (Table 1). Each clerkship should be in full compliance with these
standards, and clerkship directors considering geographically separate sites must develop,
implement, and evaluate sites with the LCME standards in mind.

Perhaps the most important standards for the clerkship director that specifically relate to

geographically separate sites are ED-8 and ED-41. ED-8 requires that clerkship sites must offer
comparable (but not identical) educational experiences and that evaluation methods should be

319



standardized across sites. Student assessment methods, criteria, and weighting should be
uniform. ED-41 says that the faculty must be functionally integrated. Functional integration can
be accomplished using a variety of techniques, including meetings, electronic communication,
site visits by the clerkship director, and sharing of evaluation data.

The clerkship director should also be familiar with ED-42, MS-37, ER-5 and ER-7, all of which
refer to facilities needed at each geographically separate site, and ER-8, which says required
clerkships should be performed where residents are in training. In community settings it is
understood, however, that attendings may provide teaching and supervision without residents.

A number of other standards are specific to geographically separate sites; however, they are
related more to the administrative structure of the medical school than to specific clerkships and
they will not be discussed here. Where pertinent, further discussions of the above standards will
follow in this chapter (See also Chapter 15, The Clerkship Director and the Accreditation
Process).

Selecting Sites

The clerkship director should determine whether multiple clerkship sites are needed to achieve
the program’s educational goals and objectives, and assess the role of each site in achieving
them. There is a continuum of geographically separate rotation sites. At one end is a model
where students receive their entire clerkship experience at a separate site that has some central
administration. The other end of the continuum includes a location where students spend only a
portion of their clerkship time and the majority of administration, didactic education, and
structured evaluation occur in a central location. Regardless of the model, the key to successful
separate sites is consistency. The expectations, experiences, and evaluation of all students
must be consistent and equitable. It is also important to have a well-established organization
chart with clearly delineated lines of authority and a commitment to a central institution.

Audit Resources

Clerkship directors considering separate sites should audit their available resources. This
resource audit should begin with identification of possible sites and medical school resources for
administration of the clerkship. Distant sites create a more complex clerkship structure and
require more administrative and travel funds. Accessibility and cost of travel for students and the
clerkship director must be considered. Ultimately, a budget will need to be created to determine
how medical school funds allocated to the clerkship will be distributed among faculty, site
directors, clerkship director, sites, and the central institution.

All sites should also undergo a resource audit before they are included in the educational
program. Sites used to provide the entire clerkship education must be thoroughly evaluated to
ensure that they have the necessary resources and faculties to accomplish all of the clerkship’s
goals and objectives. Each clerkship objective should be matched with teaching/learning
activities and the available instructional resources. For sites where students will spend only a
portion of the clerkship time, the clerkship director needs to ensure that the resources are
appropriate for the objectives to be achieved at that site. Limitation in the learning opportunities
offered at a site may be offset by the complementary experiences offered at other sites to
ensure that all the required elements are covered. A checklist for performing the resource audit
is included in Table 2. The resource audit should include a visit to the site.
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Visit the Site

The clerkship director should visit the site and meet with the local faculty members to explain
the program’s educational goals and objectives. The meeting should include:

e Reviewing the knowledge objectives, clinical experience objectives, and teaching
objectives of the clerkship

e Assessing the commitment of the faculty to meeting the objectives of the proposed
program

e Evaluating the support of the hospital administration for the program

e Assessing the available resources and facilities.

This ‘faculty meeting’ is an important opportunity to assess faculty ‘buy-in’ and identify potential
obstacles to successful integration of the site.

Obtain Buy-in from Local Physicians and Staff

If educational activities already exist at the site, such as resident conferences or grand rounds,
the schedules and format of conferences should be reviewed and evaluated. The need for
additional student-focused sessions should be addressed. If residents are going to be involved
in the teaching of medical students, the clerkship director should meet with the program director
and chief residents to assess their commitment and ability, and to obtain insights regarding the
educational milieu from the perspective of trainees. The program director must commit to the
residents’ teaching and to their accountability for teaching and evaluating students. If nursing or
allied health personnel are to be involved with incorporating students into the clinical setting, it is
important that they be included in this initial assessment process as well.

Assess Resources

The number of patients and the variety of clinical problems they present should be assessed to
ensure there are sufficient clinical opportunities for student involvement to meet the goals and
objectives of the rotation. Both the clinical and educational facilities should be evaluated to
determine whether they would provide an environment conducive to learning. Inpatient units,
outpatient facilities, call room space, libraries, computer access, and available audiovisual
support should all be assessed. In addition, availability of individual beepers, parking, public
transportation, housing close to the medical center, and safety issues need to be assessed.

The level and quality of administrative support should also be assessed. The level of support
needed will depend on the level of autonomy of the site. However, some administrative support
in the form of a coordinator will be essential to meet the day-to-day needs of medical students.
A site coordinator may need to prepare teaching schedules, assign lockers and meal tickets,
schedule examinations, and handle other logistics in connection with the educational
experience. If a residency is present at the site, the administrative responsibilities may be
handled by the residency coordinator. In some cases, the residency coordinator may already be
overwhelmed with responsibilities and a separate coordinator will need to be identified.

This visit with the faculty and potential site director is an opportunity to identify obstacles to
achieving the goals of the clerkship. It is also an opportunity to assess the need and desire for
faculty development and how to deliver it most effectively (See also Chapter 8, Faculty
Development). If the central administration can offer incentives, this is also the time to find
which ones would be most helpful or appreciated by the staff involved. This initial process is
very important to building a strong and sound collegial working relationship.
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Develop a Memorandum of Understanding

Once the rotation site is determined to be appropriate, a memorandum of understanding should
be generated by the medical school administration and signed by appropriate persons from the
medical school and the site (LCME Standard ER-9). The document should detail expectations
from the perspectives of both the school and the site, the process to be used to evaluate the
success of the program-site relationship, the planned mechanism for correcting problems, and
the time frame encompassed by the agreement. Table 3 lists components that might be
included in such an agreement.

Identify a Site Director

The clerkship director should identify a qualified faculty member to serve as site director at the
proposed location. The site director will be responsible for the student program and should
serve as a principal educator and mentor for the students at the site. This individual should have
credibility within the department and institution, and direct or delegate authority to implement
programs and effect change. Educational expertise is helpful, but a major commitment to
teaching and adequate protected time to perform the job is most important. Expectations of the
site director should be explicitly described in a job description, which should also delineate his
or her involvement with curriculum development, teaching responsibilities, and role in student
evaluation. This job description should also describe any compensation that will be provided to
the site director, and the time frame of the appointment.

Administrative Structure of a Multi-site Clerkship

The administrative structure of any clerkship should facilitate the achievement of the desired
educational goals and objectives. The structure will vary from discipline to discipline and from
institution to institution, based on the specific education model, the culture of the institution, and
the available resources. Compared to single-site clerkships, a multi-site clerkship generally
requires a more complex administrative structure for management and coordination of various
activities. Sufficient resources to support the clerkship must be committed by the department
and the medical school (See also Chapter 2, Educational Administration and Leadership).

Responsibilities of Clerkship Director

The central clerkship director should be responsible for communicating with all site directors and
for assuring that each site is functioning within the overall goals and objectives of the clerkship.
He or she is responsible for overall clerkship evaluation and for assuring that no individual site is
falling below the acceptable standard of performance. The clerkship director is responsible for
ensuring that the clerkship and each individual site are in compliance with LCME standards. The
level of responsibility assigned to site directors may vary based on site distance, autonomy, and
resources. All assessment and evaluation data should be collected and submitted to the central
director for evaluation and ultimate distribution. The central director should be responsible for
final grade assignment and communication of grades to the medical school. The clerkship
director will generally be responsible for the majority of administrative issues, and a full-time
administrative assistant or coordinator will usually be required.

Responsibilities of Site Directors

Responsibilities of site directors vary. They may function fairly autonomously to the point of
coordinating all site-specific educational activities, schedules, administration of student
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assessments (exams), collection and assimilation of faculty evaluation of students, and
administration of clerkship evaluations. Even if the site director is responsible for all of the
above, the central clerkship director and site director communicate and coordinate effectively.
Assessment and evaluation data should be submitted to the central director for collection and
for overall clerkship evaluation. In other situations, site directors may have more limited
responsibility and assessment and evaluation may be administered through the central director.
These specific responsibilities will be determined by the structure of the clerkship. It is
imperative that they be clearly delineated in the policies and procedures of the clerkship and
that all site directors undergo an initial orientation to the clerkship (see Table 4 for a checklist for
Site Director Orientation).

In most cases, the site director will be responsible for communicating with local faculty and will
need to orient new faculty (See Table 5). The degree of administrative support needed for site
directors will depend on their responsibilities.

Communication among all sites needs to be frequent and multi-directional. There should be
regular scheduled communication between site directors and the clerkship director, which may
take place by phone, electronically, or in person. Unscheduled communication when problems
arise should also be encouraged. Meeting periodically with all site directors and administrative
staff is an essential aspect of consistency and it develops a sense of community across a
geographically separated clerkship. The clerkship director can accomplish this by visiting all
sites on a regular basis or having quarterly or annual meetings of all site directors and
administrators at a central location. This meeting is an opportunity to review program evaluation
data, discuss curricular and policy changes, come to mutually acceptable agreements on
changes, hold faculty development sessions, and further develop community.

Curriculum for Multi-site Clerkships

The importance of and rationale for establishing a standardized curriculum across the
geographic separate sites needs to be clearly understood by the site directors and the faculty.
Standardization of the curriculum helps keep faculty instruction consistent at all locations,
reduces the risks of varying educational content due to different perceptions of individual faculty
regarding the importance of various topics or skills, and helps ensure consistency in learning
outcomes and student expectations regardless of rotation site.

Goals and Objectives

Goals and objectives serve as a blueprint for planning the teaching and learning activities and
the performance evaluation process. Goals and objectives should be uniform across sites. Many
professional societies have published goals and objectives for the medical student in their
respective disciplines. These can be adopted as written or modified based on faculty input.
Employing established objectives is simple (relatively speaking!) and efficient. Usually the
objectives are developed and peer reviewed by a team of physicians in a discipline. The group
development and peer review process enhance content validity.

Implementation Plan for Each Site

The next step is determining the level of competency that each student should achieve on the
clerkship. Faculty at each site should be involved in defining and revising objectives and
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determining how the objective will be met at the site. This will increase the familiarity of the
faculty with the objectives.

Following the acceptance of uniform goals and objectives across sites, each site director should
be requested to develop an instructional plan. The format of how the student will meet these
objectives should be delineated at each clerkship site. This plan should outline the teaching and
learning methods to be used to address the objective, when in the rotation they will be
addressed, and how achievement of the objective will be documented. This documentation is
best accomplished with a log system that is uniform at all sites. The log system is discussed in
greater detail below.

Even with a common curriculum, the specific teaching strategies used to achieve individual
objectives may vary from site to site, depending upon patient availability, instructor experience,
support systems, and other factors. For example, certain didactic teaching sessions may need
to be added to or deleted from a site depending upon the volume and mix of patients. The site
director should be able to determine if the objectives are achievable at the site. If the objectives
cannot be met at the site, alternate learning modes should be developed, such as CD-ROM,
Web-based interactive, or travel to alternate sites for clinical experience.

Strategies to Deliver a Uniform Core Curriculum
Core Content: Teaching Conferences

Students Return to the Primary Campus for Daily Conferences

Consider a centrally conducted teaching program (e.g., conferences or tutorials) attended by
students from various sites. Such a program avoids the need for duplication of faculty effort and
conserves resources. However, the feasibility depends on the geographic proximity of sites and
the time students would spend commuting.

In the surgery clerkship at MCP Hahnemann School of Medicine, students rotating at various
sites in the Philadelphia region commute daily to a central location to participate in tutorials that
are conducted by faculty and address core content areas. Due to limited resources, these
tutorials would be difficult to replicate at all rotation sites.

Students Return to the Primary Campus for a Concentrated Series of Conferences

An alternative approach is to concentrate teaching sessions within a given period of time during
the clerkship. For example, family practice clerks at the Southern lllinois University School of
Medicine remain at their assigned site until the last week of the clerkship, and at that time they
return to the parent site for core instruction, to present a researched topic, and to take the final
exam.

Students at the University of California, Davis (UCD) Obstetrics and Gynecology (OBG)
clerkship return to central campus one day a week for problem-based learning with UCD faculty.
This time can also be used to review write-ups and establish mentoring relationships with
central faculty.

Students Remain Off Site and Use Distance Learning Modalities
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Distance education is a sound, creative, nontraditional approach that uses a variety of media in
a wide range of settings. The media include television, computers, computer-assisted instruction
packages, electronic mail systems, bulletin boards, interactive video discs, audiocassettes, and
print. Independent study modules that use one or more of these media could be developed for
students to use at various sites.

Standardized patients trained at the medical school could travel to each site to participate in
student teaching and evaluation activities. Videoconferencing is another alternative to
accomplish a combined conference without commuting, but requires fairly sophisticated
information technology.

The virtual clerkship using video conferencing, blackboard or Web board resources, discussion
boards, and case modules is another method to decrease need for duplication at sites and
unnecessary travel for students. Self-assessment in the form of periodic quizzes can be used as
a formative assessment of knowledge levels.

Students Participate in Complete Conference Series at Multiple Sites

The OBG clerkships at the University of Washington and Michigan State University are
autonomous and provide a complete didactic/problem-based learning module at each site. The
curriculum to be delivered is determined by a consensus of the central administration and
faculty of all sites.

Core Content: Clinical Experiences

It is important to have consistent clinical experiences, feedback, and evaluation in addition to
consistent didactic experiences. LCME Standard ED-2 requires defining students’ required
clinical experiences and how their competency will be assessed. There should be alternative
learning experiences for students who do not see specified numbers of patients or specific
diagnoses, such as standardized patients or case modules. Virtual problem-based learning
using patient information and real-time data are other opportunities to augment learning
experiences.

Assessment of Students at Separate Sites

This section focuses on assessment and evaluation across a clerkship with geographically
separate sites. (See also Chapter 6 , Evaluation and Grading of Students).

Issues Related to Consistency of Assessment/Evaluation

The majority of clinical clerkships use a variety of evaluation methods, including descriptive
evaluations of students by teachers ("subjective" evaluations or clinical performance
evaluations), and one or more examinations.®*’ Evaluation methods and implementation must
be consistent across all clerkship sites. For example, all teachers should evaluate students from
the same frame of reference and document their observations in similar ways. It may be easier
to gain consistency in descriptive (narrative) evaluations if a common paper or Web-based form
is used at all sites. Similarly, common methods of documenting direct observation of trainees
could be used, using encounter cards,® the mini-Clinical Examination Exercise (CEX),% * or
other methods.'*™® These evaluation forms and methods communicate goals to clinical
teachers, emphasize expectations, and outline minimal proficiency standards. The timing of the
assessments should be the same across all teaching sites, ideally at the midpoint and end of
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each clerkship rotation. Timely collection of faculty evaluations of students is the responsibility
of the site director, and may be enhanced through direct meetings or the use of electronic
evaluations with automated reminders.

Examinations

Where and how examinations will be administered must be determined. If the teaching site is far
from the parent campus, the clerkship director must decide whether to bring all students back to
the main campus for final examinations or give the examinations at the local clerkship site. If
examinations will be administered at multiple sites, arrangements must be made to ensure
timely delivery of the examinations to the site and their return for scoring, that there is someone
to administer the examinations, and that the examinations and the testing setting are secure.
There may be an opportunity for students to share confidential testing information if sites cross
time zones.

Components and Assignment of Grades

The clerkship director is responsible for determining the components that will be used to
determine the final grade and the relative weight of each component. This may involve
determining whether:

e Each component of the clerkship will have similar or different weights

e Differing sites carry similar or different weights and,

e Students evaluations based on experiences later in the clerkship should contribute more
to the final grade determination.

The decisions must be clearly communicated to the students and to the individual clerkship sites
and site directors. A decision must be made regarding who will be responsible for determining
the final grade. Final grades could be determined by the clerkship director, a grading committee
at the central site, or the faculty/director at the separate sites. The faculty at separate sites will
play a key role in providing narrative and other evaluations even if they do not determine the
students’ final grade.

Record Keeping of Student Evaluations and Grades

We strongly advocate for a central, secure location for collection of the students' clerkship
information (e.g., evaluation forms, examination scores), such as a locked file cabinet,
password-protected computer, or secure Web site. Individual clerkship sites may need to keep
copies of the records generated locally until the student's grade is complete.

Suggested Ways of Achieving Consistency of Assessment

Group (team) Meetings to Evaluate Students at Separate Sites

Descriptive evaluation is an essential feature of student evaluation and is an opportunity for
faculty development. Electronic or hard copy forms should be short and include behavioral
descriptors for performance levels within each evaluation domain (See also Chapter 6,
Evaluation and Grading of Students). Meeting with the teachers to discuss the students'
performance is an effective and "low-tech" way to improve teachers' evaluations of students.**?*
A common evaluation form and method for evaluation, including group evaluation meetings,
have been central features of system that yielded consistent assessment over 10 years in a
clerkship with sites as far as 6000 miles from the medical school.?? Group evaluation meetings,
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including attending physicians and residents, may occur during resident conference time, which
sends a clear message that the activity is important.*’

Centralizing Evaluation at the Medical School

Another method is to remove some of the responsibility of evaluation from the separate teaching
sites and place it centrally at the medical school. For example, students taking the primary care
clerkship at Penn State are distributed throughout rural Pennsylvania.”® Students must complete
several requirements, including a learning objectives assessment, a family project, and a clinical
reasoning exercise. Each is reviewed, scored, and graded by core clerkship faculty at the
medical school. A process that centralizes evaluation and grading may be particularly important
when students are sent to a large number of sites that that many not have a specific site
director.

Regardless of the evaluation methods you choose, the clerkship site directors should be an
integral part of the clerkship decision-making process. ** ?*?* Site directors who feel ownership
of the clerkship, including the evaluation process, are likely to understand clerkship goals and
expectations, and effectively monitor their site. This may be particularly important for clerkship
sites that host students from more than one medical school, where different clerkships may
have different expectations of students and teachers.?

Formative (Feedback) and Summative Assessment at Separate Sites

Ensuring students receive feedback at multiple sites of a clinical clerkship is a challenge.
Students should understand their performance in the context of clerkship goals and
expectations, know their areas of strength and deficiency, and have a plan for improvement
before they leave a clerkship site. The site director is responsible for ensuring they receive
effective feedback. All students should receive specific feedback and suggestions for
improvement. However, it is particularly important that students who are not meeting
expectations are given explicit and documented feedback on their performance by the site
director (See also Chapter 6, Evaluation and Grading of Students, section on Failing Grades).

Pangaro®* has outlined characteristics of credible formative and summative feedback to
students (Chapter 6). The AAMC expects clerkships and departments to improve the formative
feedback given to students during clerkships.?® All faculty at all sites musts become skilled at
providing and documenting feedback. Some students do not recognize feedback when it is
given’” and few believe they have received enough. However, the process of feedback,
formative and summative, can be ubiquitous and more consistent across clerkship sites.

Video Teleconferencing

In an OB-GYN clerkship, video teleconferences have been used to perform mid- and end-of-
rotation evaluation, and generate comments for feedback.?® Video teleconferences are held at
the mid-point of the 6-week clerkship and involve the individual site directors and the overall
clerkship director. The directors discuss students currently on the clerkship, and generate mid-
term feedback. They also discuss the students who completed the clerkship 3 weeks earlier,
and generate final, summative evaluations. The clerkship director should guide the site directors
in their evaluation discussions and provide faculty development concurrently. By holding the
conferences at the mid-point of the rotation, they emphasize the critical importance of formative
feedback.
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Face-to-face Formal Evaluation Sessions

Face-to-face meetings between the clerkship director or site director and the teachers currently
working with the students have been used successfully at several institutions.**** ?® Formal
evaluation sessions are regularly scheduled meetings held throughout a clerkship, at all
clerkship sites, to generate formative and summative evaluations and feedback and to provide
faculty development. During the sessions, the clerkship director can help the teachers decide
how to provide feedback and what to say to students. Direct communication with faculty
facilitates communication and does not require the technical support necessary for
teleconferencing (See also Chapter 6, Evaluation and Grading of Students).

Other Methods of Providing Feedback at Clerkship Sites

Medical students can be trained to solicit specific feedback from their teachers.*® Mini-CEX
(clinical evaluation exercise) and clinical encounter cards can be used to formalize feedback
after direct observation.®™® The clerkship director can send reminder notices to students and
faculty about seeking and providing feedback.*! Workshops for teachers about giving feedback
have been shown to change behavior. In one study that used pre- and post-intervention audio-
taped encounters between students and teachers, teachers at one institution improved their
feedback to students.?* %

Issues of Faculty and Resident Development

This section highlights areas of particular importance for a clerkship director with multiple,
geographically separate sites. Chapter 8, Faculty Development, and several review articles
provide detailed information.®**’

Site Directors

The importance of choosing, developing, and mentoring clerkship site directors cannot be
overestimated. These individuals are central to the success of the clerkship, including ensuring
effective feedback and consistent assessment, evaluation, curriculum, and experiences. Site
directors should participate in a thorough orientation (Table 4). The clerkship director should
create a master repository (electronic or paper) of information for each site director. The
repository should include clerkship objectives, materials to be distributed during the clerkship,
copies of commonly used forms, expectations of and for members of the teaching faculty, job
descriptions, key phone numbers (including Office of Student Affairs at the medical school), and
landmark educational articles (See also Chapter 2, Educational Administration and Leadership).

The clerkship director and site directors share the responsibility for leading the faculty. All site
directors should be an integral part of the clerkship policy and planning process, which can also
include reviewing and grading marginal students.?* % % % |nyolvement in key clerkship
functions helps site directors acquire a thorough understanding of the clerkship and helps
ensure consistency across sites. Site directors should be encouraged to join and participate in
their relevant national clerkship directors' organizations and their meetings. All site directors
should be urged to join the Group on Educational Affairs of the AAMC, and seek opportunities to
attend and/or lead medical education-related workshops and lectures. Clerkship directors can
play a key role in advancing the reputation and recognition of their site directors, certainly on an
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institutional, and even regional, level (See also Chapter 8, Faculty Development and Chapter
12, Career Development for Medical Student Clinical Educators).

Faculty—New and Existing

Faculty involved in the teaching program should understand the expectations of their role and
should receive orientation from the site director (Table 5). When a new site is added to the
clerkship, the clerkship director should assess the need for faculty development in key areas,
such as providing feedback, student assessment, and teaching in ambulatory settings. Ongoing
faculty development should occur periodically, based on any problems or deficiencies identified
in faculty or program evaluations. Evaluation sessions’ have been estimated to provide 2 to 4
hours of faculty development annually for faculty and 6 to 8 hours for residents. Teachers
should expect that they can express their views and provide feedback about the clerkship to the
site director and/or the clerkship director, and that the clerkship director will help them grow and
improve in their teaching skills. "One thing seems certain though—effective faculty development
involves listening to faculty about their concerns, ideas and aspirations and then encouraging
active involvement and engagement in the educational process."® Both new and experienced
teachers should also seek to participate in local, regional, or national medical education
courses.

Residents

Housestaff play a central role in clerkship teaching programs and the need to help them develop
as teachers is well recognized.? “°*? While it may be beyond the scope of the clerkship director
to provide faculty development for residents at all teaching sites, knowing and documenting
what programs are in place at the local residency level is essential. Residents should be
included in clerkship faculty development whenever possible. In this way, clerkship directors can
aid residency directors in meeting the need to provide residents with teaching skills.

Responding to Problems

Invariably, problems will arise in the relationship between students and teachers. The clerkship
director must have confidence in the site director to be the first person to address the concerns
of the student and/or teacher and to keep the clerkship director informed. Students must feel
safe in discussing their concerns about a teacher, and clerkship directors need to be prepared
to discount any teacher's evaluation that is not based on clerkship expectations, or is based on
factors other than the student's performance. Similarly, concerns about a student should be
addressed promptly, and often provide an important "teachable moment" for the faculty. Prompt
and documented feedback from the site or clerkship director to the student or teacher is
necessary.

Benefits to Community-based Faculty and Residents

Offering faculty appointments to those physicians who regularly teach is an important gesture,
and often confers tangible benefits such as tuition benefits, library access (electronic and/or
"brick and mortar" use) or discounts at bookstores. Invitations to workshops at the medical
school may be offered if faculty are close enough to attend. Teaching awards, with or without a
monetary award, are simple methods to recognize outstanding contributions by teachers and
can be established easily. Residents should be recognized through similar mechanisms.
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Evaluating a Multi-site Clinical Clerkship Program

The LCME requires comparable educational experiences for students who rotate at different
clinical sites during a clinical clerkship.? Standard ED-2 stipulates that clerkship directors must
specify the disease states or conditions that all students are expected to encounter during the
clerkship, including the numbers of patients with the problems and the level of student
responsibility. Furthermore, clerkship directors must be able to make adjustments for students
to meet educational objectives. These requirements necessitate the use of some type of
clerkship log.

Using Clinical Logs to Track Students’ Experiences at Various Sites

Clerkship logs have been used for decades to track students’ clinical experiences. A
comprehensive review of their development, use, and usefulness will be published.* (See also
Chapter 4, Technology in Clerkship Education and Chapter 7, Evaluation of the Clerkship:
Clinical Teachers and Program). Paper logs and computer readable cards were the primary
modalities used in the past, but Internet-based or personal digital assistant (PDA) logs are
gaining popularity. Electronic logs can be viewed in "real-time" during the clerkship and used to
provide feedback to individual students and for site evaluation (e.g., compare diagnoses seen at
different clerkship sites). Logs are useful but have limitations, including accuracy of data entry
(mostly under-reporting problems seen and procedures performed), compliance, cost of
developing and implementing, and clerkship director time to review and monitor.

Decisions about using a “homegrown” log system, purchasing software, or adopting a system
developed at another medical school are discussed in Chapter 4, Technology Clerkship
Education. Decisions about the items to track may be made by the individual clerkship director
or collaboration among all clerkship directors at the school. However, the same system and
same requirements should apply to all clerkship sites.

We suggest dividing the experiences students are expected to log into essential and desirable
categories. This approach can help improve student compliance by limiting the amount of effort
it takes to complete the logbook and ease of analysis by limiting the variables necessary to
review. Essential logbook content might include student identification, graduating year,
clerkship, rotation number (time of the year), clerkship site name, inpatient or ambulatory
rotation, patient age, patient gender, problems (e.g., specific diagnoses, problems, or symptoms
grouped by relevant organ system), level of student responsibility (e.g., participated in care,
teaching case, observation only), type of patient (e.g., real or simulated), and procedures
performed. Desirable content might include distinguishing primary and secondary problems, and
time spent on specific activities such as reading, in lectures, or in the operating room.

Ideally, the clerkship director, site director, or other faculty should review the student's logbook
entries during the clerkship to provide feedback on the problems seen and outline a plan to
address any core problems the student has not yet seen. An example of an Internet-based
clerkship logbook can be found at http://cweblog.usuhs.mil. The log data can be used to ensure
that objectives are being met at each site and to identify any areas of deficiency specific to a
given site.
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Developing Comprehensive Program Evaluation of a Multi-site Clerkship

A comprehensive evaluation system is imperative for all clerkship, but especially for clerkships
with multiple sites. The results have been used for evaluating student performance, determining
whether student achievement is affected by site, identifying problem areas, and facilitating
communication among faculty. Information obtained from such an evaluation system not only
documents student performance, but also serves as a stimulus for improving the academic
program and teaching effectiveness of the clerkship.! (See also Chapter 7, Evaluation of the
Clerkship: Clinical Teachers and Program.)

One of the greatest challenges of directing a multi-site clinical clerkship is ensuring that students
receive comparable experiences at all sites so they are not harmed or benefited by performing
their clerkship at a particular site. Inter-site consistency is important regardless of whether the
sites are at different hospitals or practices in the same city or are spread over a large
geographic area.?

Impact of Site and Clerkship Length on Students’ Performance

Many studies of multi-site clerkships have assessed short-term outcome measures of student
performance, such as examination results. Some studies have found no differences when
comparing student examination performance based on whether they were assigned to
community or academic health center teaching sites,* ** while others found that the site can
make a difference. Many studies have found that the site of the clerkship had no impact on the
students' final clerkship grade,*’ faculty ratings of students’ final examination performance,*®>?
or even subsequent ratings as PGY-1s.° However, performance differences may be identified
that lead to educational interventions to achieve consistency across clerkship sites.*?

Length of clerkships at various sites may also impact students’ performance. One study of a
widely distributed OB-GYN clerkship at the University of Washington demonstrated that ratings
of student presentations, clinical performance and patient write-ups were lower at sites with 4-
week than 6-week rotations.*

Experiences, Activities, Patient Problems Encountered

Often there are differences in the number of patients seen at different sites, the types of
problems seen, the number of procedures performed, and feedback received.”® There may be
differences in the illness severity for a given problem,> or in the differences in student
responsibility and teaching styles among sites.>® Studies report significant differences in how
students spend their time at different clerkship sites, including total time invested in learning, in
patient care, in observing or participating in care, and in doing patient-related work such as
charting.”® *" Other studies have reported smaller differences in activities and problems
encountered across clerkship sites.”® *° Overall, however, similarities in experiences tended to
outweigh statistical differences The educational impact on students was unclear (e.g., no
differences in examination scores) and the information revealed the experiences were
comparable.>*>*

Role of Student Critiques

Student critiques of the clerkship provide a critical means to assess the success of the
clerkship.®® Students should be asked to evaluate the clerkship (program evaluation) and
individual faculty (See also Chapter 7, Evaluation of the Clerkship: Clinical Teachers and
Program). Program evaluation questions should include how well clerkship goals and objectives
were specified, how well they were met, the quality of the clerkship experience, mandatory
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clerkship activities (e.g., lectures, written work requirements), and areas for improvement.
Individual teacher evaluation should include the faculty and residents with whom they worked.
The evaluations provide feedback to the clerkship director on the clerkship, specific sites, and
individual teachers at each site.

The evaluations can be paper or electronic. Paper-based evaluations are easy to administer
and circulate among individual clerkship site leaders for review and comment before they are
returned to the clerkship director and individual teachers. However, they can be time intensive
because the data must be entered into a database for effective longitudinal tracking of trends
and ratings. Computerized evaluations allow rapid analysis of the information, plotting of trends,
and creating summary data. Electronic systems require student access to the computerized
database, (Web- or PDA-based). Eight to 20 student critiques are generally needed to achieve a
dependable assessment of a given teacher.®™ ®

Faculty Critiques

The teachers who participate in the clerkship should also evaluate both the students and the
clerkship. The clerkship director should assess the clerkship within the context of the entire
medical school curriculum and use the results for determining areas of strength and
weakness.®®

Programmatic Evaluation: What to Collect and How to Analyze?

Clerkship directors need to decide what information they should collect and monitor about the
students' performance and the teaching program at each site (See also Chapter 7, Evaluation of
the Clerkship: Clinical Teachers and Program).

Durning et al.??

described a framework of data to collect before, during, and after the clerkship.
Before-the-Clerkship Data:

Essential before information may include the students' pre-clerkship grade point average,
USMLE Step 1 scores, end-of-second-year OSCE, or a test given on the first day of the
clerkship.®* The before information is critical because much of the variance in student
performance on the clerkship may explained by knowing "what they bring" to the clerkship.? ©°
Statistical analysis of clerkship data should control for baseline student characteristics.

During-the-Clerkship Data:

Essential during information might include ratings or recommendations provided by the
teachers, scores on within-clerkship examinations or required exercises, the clerkship site, and
the rotation location in the academic year.

After-the-Clerkship Data:

Essential after information should include short, intermediate, and longer-term outcomes of
importance to the clerkship. Data might include final examination scores (e.g., NBME Subject
Tests, oral exams, internal exams, OSCESs), final recommendations from teachers, the students'
final clerkship grade, performance on USMLE Step 2 examinations, or internship ratings.*® °
The information collected can be readily entered into a spreadsheet or directly into a
commercially available statistical software program.

Analysis of the Data:
The data may be analyzed in multiple ways. You may need assistance, depending on your
skills. Data analysis using descriptive statistics (e.g., mean, median, modes, standard
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deviations), or simple graphic plots of the data may uncover trends or differences across sites.®’
One can look for differences across sites using analysis of variance, chi-square, or similar
statistical methods. Linear or logistic regression models are powerful ways to explore whether a
clerkship site, or any other independent variable, has an impact on the outcome of interest (for
example, examination scores).

Ideally, the clerkship site does not contribute to the variance in outcomes, so it should not
matter where the student performs the clerkship.?

Evaluation Summary

Important programmatic evaluation data can come from routinely collected data, including
student experiences (based on clerkship logbook entries); student performance (e.g., grades,
examinations); and critiques completed by students and/or faculty. The information should be
analyzed and reviewed on an annual basis. Some information should be reviewed more
frequently, such as reviewing logbooks and student critiques after each clerkship rotation. Other
data, such as examination scores, might be best reviewed at the mid-point and end of the year.
The results of the analysis should be shared and discussed with all who have an interest in the
clerkship program. At a minimum, this includes the department chair and vice-chair for
education, and the clerkship site directors.

Issues of Communication

Clear lines of communication are particularly important in a multi-site clerkship. There must be
clearly delineated, multi-directional lines of communication that allow students, faculty, site
directors, and the clerkship director to communicate whenever needed.

Communication with Students

If possible, the clerkship director should conduct a combined orientation for all students from all
sites. This could be done at a central location or by video conferencing from individual sites.
Goals, objectives and grading policies should be discussed. This will help students to
understand that these are uniform aspects of the clerkship. Students should be told the
appropriate line of communication if they have a problem (personal or with a resident, faculty,
site director, or clerkship director). They should be given permission to contact the clerkship
director if they have a concern that is not addressed at another level. For prolonged clerkships,
the clerkship director should make additional contact with students midway through the
clerkship to solicit comments or questions. This contact can be made electronically or at a site
Visit.

Communication with Faculty

The clerkship director should have at least bi-yearly contact with faculty at site visits. In the
intervening period, there should be an open channel of communication by which faculty can
raise concerns or suggestions. Electronic list serves or bulletin boards can be used to update all
faculty or to provide faculty development. A periodic clerkship newsletter can be used to
disseminate successes, areas to work on, and evaluation data. The site faculty will
communicate mostly with the site director, but they should also be encouraged to communicate
with the clerkship director as needed. Site directors should meet with faculty regularly. clerkship
directors and site directors need to have regularly scheduled meetings to cover changes or
updates in curriculum, faculty development, student and program evaluation and clerkship

333



response to evaluation data. In addition to regularly scheduled meetings, informal contact about
specific issues or student concerns will be needed.

Conclusion

Clerkships at geographically separate sites create opportunities and challenges. Effective
implementation requires a clearly defined structure that is understood by all participants. Select
sites and site directors carefully and communicate frequently, effectively, and multi-directionally.
Site directors and community-based faculty should actively participate in improving the clerkship
so they feel a sense of “ownership” of the clerkship. The clerkship director must functionally
integrate site directors, faculty, and students, and monitor issues of curriculum, feedback,
student assessment, and program evaluation continuously to ensure comparable, equitable
learning and evaluation for all students at all sites. Geographically separate sites create
opportunities for exemplary student education, faculty development, and educational
scholarship.
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Table 1
Selected LCME Standards Pertinent to Clerkships with
Geographically Separate Sites

From: Functions and Structure of a Medical School: Standards for Accreditation of Medical

Education Programs Leading to the MD Degree
Complete standards available at: http://www.lcme.org

Standard Standard Description

ED-2 The objectives for clinical education must include quantified criteria for the types
of patients (real or simulated), the level of responsibility, and the appropriate
clinical settings needed for the objective to be met.

ED-3 The objectives of the educational program must be made known to all medical
students and to the faculty, residents and others with direct responsibilities for
medical student education.

ED-8 There must be comparable educational experiences and equivalent methods of
evaluation across all alternative instructional sites within a given discipline.

ED-41 The faculty in each discipline at all sites must be functionally integrated by
appropriate administrative mechanisms.

ED-44 Students assigned to all campuses should receive the same rights and support
services.

ER-5 Appropriate security systems should be in place at all educational sites.

ER-7 A hospital or other clinical facility that serves as a major site for medical
education must have appropriate instructional facilities and information
resources.,

ER-8 Required clerkships should be conducted in health care settings where resident
physicians in accredited programs of graduate medical education, under faculty
guidance, participate in teaching the students.

ER-9 There must be written and signed affiliation agreements between the medical
school and its clinical affiliates that define, at a minimum, the responsibilities of
each party to the educational program for medical students.

MS-37 Students must have adequate study space, lounge areas, lockers.
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Table 2
Resource Audit Checklist

Identify Medical School Resources / Needs

e Accessibility of travel for students and clerkship director

e Funds for travel to separate sites

e Existing faculty at separate sites

e Incentives or benefits available for faculty at distant sites

e Funding for site directors and coordinators

e Need for complimentary experiences not available at current sites
Identify Site Resources / Needs

e Well qualified and committed faculty site director

e Appropriately qualified and committed faculty and residents

e Adequate support staff (i.e. Coordinator)

e Supportive hospital administration

e Appropriate number and mix of patients

e Adequate facilities for teaching (classrooms, labs, ORS)

e Adequate technology

e Faculty email access

e Library facilities and technical support of information searches/journal access in reasonable

proximity to hospital

Computer access with literature search capability, email, word processing and internet
Appropriate AV equipment and institutional support

Sleeping facilities in hospital for student on call

Lockers or other storage for books and other personal items

Availability of individual beepers

Parking and public transportation

Housing close to the hospital

Adequate outpatient areas and support systems for teaching

Is the site used by other medical schools?
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Table 3
Memorandum of Agreement between Medical School and Site

Commitment of the Medical School

Resources to Support Site:
e Funds for Site Director, Coordinator, Faculty, Travel expenses, Faculty Development

e Provide Support of Clerkship Director

Description of Benefits available to site faculty:

e Faculty appointment, library access, tuition benefits, access to University events (sports
tickets, etc), faculty development programs

Commitment of Site

Provide adequate faculty and support staff including site director
Attend required meetings or faculty development

Maintain defined standards on evaluations of site and faculty
Communicate problems to Clerkship Director

Provide timely student feedback and assessment

Respond to identified problems

Communication

e Define minimal expectation of communication between sites and mechanism for
responding to problems

Evaluation

e Define method and timing of evaluating the success of the relationship (student and
faculty evaluation data, student performance, log data).

Duration of Agreement

Mechanism for Responding to Site Deficiencies
e Timely notification to site director, written plan of response, re-evaluation

Table 4
Topics for Site Director Orientation

Delineation of Site Director Responsibilities

Clerkship Policies and Procedures

Review of LCME Standards pertinent to clerkship

Expectations of Faculty and Residents

Lines of Communication

Clerkship Objectives

Patient log book

Required clinical skills and procedures

Grading policies

Requirements to pass clerkship

Text book

Didactic schedule

Assessment methodology and standards including required mid-clerkship student feedback
Evaluation methodology and standards for resident, faculty and program evaluation

337




Table 5
Topics for Faculty Orientation

Clerkship policies and procedures

Clerkship objectives

Student log

Time commitment

Level of supervision

Resident expectations

Feedback and Student Assessment / Grading Procedures
Lines of Communication

Evaluation methodology for residents, faculty and program
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