
Period 3
Family Medicine

Clerkship Syllabus
BCC 7175                     

Last revised:February 18, 2013
[image: image1.png]



[image: image2.jpg]Herbert Wertheim Green Family Foundation
College of Medicine Medicine and Society Program






Table of Contents

5Who’s Who


5Precepting Faculty


6Course Description


6What is Family Medicine?


7Clinical Sites


7Educational Outcomes


8Resources: Textbooks, Readings, Phone Apps


9Assigned Reading


9Formative Assessment


11Assessment Overview Further details are discussed in “Student Learning Activities” of this syllabus.


13Schedule


13Grading Standards


14Core Topics / Core Cases


15Student Learning Activities


16North Dade Health Center and Universal Heritage Institute Community Care Clinic


20Community Resources


21Community Exercise Class


21Self-Assessment


21Narrative Medicine Assignment


23Student Teaching


23Educational Research


24Ongoing Self Study


24Case Log (e*value)


24Other Duties – NeighborhoodHELP™


25General Clerkship Expectations


25Daily Student Expectations


25Policies


25Late Assignment Policy


26Attendance Policy


26Remediation Policy for Tardiness or Absences


27Conduct


27Academic Misconduct


27Dress code and Professional Appearance


27Duty Hours


27Confidentiality & HIPAA


27Safety and Travel Guidelines


27Inclement Weather Policy


28Students with Disabilities Policy


28Make up exam policy


28Course Evaluation and Assessment Policy


29Policy on bodily fluids exposure


29Policy and Procedures on Universal Precautions and Exposure to Infectious and Environmental Hazards:


29Needlestick Injury, Potential Blood-borne Pathogen Exposure


30Students with Communicable Diseases


31Appendix A – Mid-Rotation Formal Formative Feedback Form


32Appendix B – End of Rotation Formal Formative Feedback Form


33Appendix C – NASPC


36Appendix D – Community Resources Completion Forms


37Appendix E – Self-Assessment Assignment Rubric


37Appendix F – Student Teaching Rubric


38Appendix G – Narrative Medicine Assignment Rubric


39Appendix H – Core Case Card


40Appendix I – Core Cases and Core Skills


61Core skills


65Appendix J – History Checklist


67Appendix K – Physical Examination Checklist




Who’s Who
	Course Title:  Family Medicine Clerkship                             Strand: Medicine & Society
	Course Number: BCC 7175                     Credits: 7

	Start Date:  February 18, 2013
	End Date:  March 29, 2013

	Clerkship Director: Suzanne Minor, MD, Family Medicine Office hours are by appointment only
	Contact information:       

	Clerkship Coordinator:       Marquita Samuels
	Contact information:       

	Assistant Clerkship Director: Ebony Whisenant, MD           Office hours are by appointment only
	Contact information:       


Precepting Faculty 

	Name
	Specialty
	Email
	Office
	Phone Number

	 
	   
	
	 
	


Students should use judgment in using and passing on the faculty’s cell numbers.  Cell numbers should not be given to non-students or patients and care should be used when calling faculty after-hours. 

Course Description

Family Medicine is the specialty that focuses on care for the whole person regardless of age, gender, or disease, set within their social and community context. The Period 3 Family Medicine Clerkship is a practical opportunity for students to demonstrate progressive skill development integrating their knowledge of basic and social sciences, clinical skills, professional development, and social accountability.  Under the supervision of FIU Family Medicine faculty, students will conduct and document history, physical exam, assessment, management and plan and provide patient education.  The course is aimed at preparing students for Period 4 rotations and their future careers as physicians.  The syllabus is subject to change at the discretion of the Clerkship Director with 3 days of notice via LMS.  The goals of the clerkship are: 

· to help students in their journey towards becoming excellent, effective, autonomous patient-centered physicians,

· to share the joys and the identity of FM, emphasizing the principles of FM, 

· to encourage students to respect the profession of FM and to encourage and empower those considering or planning on a career in FM.

What is Family Medicine?

The specialty of Family Medicine developed in the late 1960s from what was then called General Practice.  Historically, in the 1800s, the principles of FM were comprehensiveness, being present for the patient, personal accountability, and sustained caring relationships.  The specialty continues to embrace continuity and comprehensiveness and places an emphasis on the patient’s perspective within the context of family and community “…knowing patients by name and carrying on therapeutic relationships with relatively large numbers of unselected patients with unselected conditions over time.”  (Family Medicine. 2011;1:10)  The scope of Family Medicine encompasses all ages, sexes, organ systems, and disease entities.  Family physicians are exceptional in working with nonspecific complaints.  Family physicians complete a 3 year residency after medical school with certification and periodic recertification by the American Board of Family Medicine.  The principles of Family Medicine include the biopsychosocial life cycle perspective, evidenced-based practice, prevention, education, communication, continuity, comprehensiveness, care coordination, accessibility and patient empowerment.  (Compiled from the Society of Teachers for Family Medicine and Sloane, Essentials of Family Medicine)
Clinical Sites

North Dade Health Center    16555 NW 25th Ave Miami, FL 33054    786-466-1732 
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Universal Heritage Institute Community Care Clinic   4851 NW 183rd St.  Miami, FL 33055 305-620-7797                                                                                                                        
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Educational Outcomes 

Upon completion of the Family Medicine Clerkship, students will be able to:  

Interpersonal and Communication Skills 

1. Elicit a focused patient-centered history that includes explanatory models, health literacy, adherence, self-management, relevant cultural practices, and barriers to care.

2. Demonstrate motivational, cognitive, and behavioral techniques to improve adherence to treatments and lifestyle changes.

3. Demonstrate effective communication in situations involving cultural and language barriers through respectful, effective use of explanatory models and interpreters where appropriate.
4. Reflect on personal frustrations, and transform this response into a deeper understanding of the patient’s and one’s own situation, when patients do not adhere to offered recommendations or plans.

Patient Care

5. Perform a physical examination for a patient that includes appropriate screening examination and identification of complications of the disease process.

6. Develop and document the assessment, evaluation and management of acute and chronic medical issues, with special attention to the FM core cases, incorporating evidence-based guidelines, social determinants of health and individual patient values.
7. Develop an evidence-based health maintenance plan for a patient of any age or gender.

Medical Knowledge

8. Formulate differential diagnoses and evidence-based management strategies for the FM core cases.

Practice-based Learning and Improvement 

9. Set personal goals for professional development and create a plan for accomplishing these goals.
Professionalism 

10. Demonstrate professional and ethical behavior, including compassion, integrity, respect in interactions with patients, patients’ families, co-workers, clinic and COM staff, and supervising physicians.

Systems Based Practice

11. Identify principles of Family Medicine, including accessibility, medical diagnosis and treatment, comprehensiveness, communication, coordination of care, continuity of care, patient advocacy and the patient centered medical home. 
Social Responsibility

12. Practice using a systematic approach to health education for disease prevention and maintenance of health (ask, tell, ask).

Resources: Textbooks, Readings, Phone Apps
Required Textbook: 

· Sloane PD, Slatt LM, Ebell MH, Jacques LB, Smith MA, Power D, Viera AJ.  Essentials of Family Medicine, sixth edition. Lippincott Williams & Wilkins.  2011.  ISBN-10: 1608316556 ISBN-13: 978-1608316557 (Available on Amazon.com for $39) 
Recommended Textbooks:     

· Current Medical Diagnosis & Treatment 2012. McPhee SJ, Papdakis MA (2012) McGraw-Hill, Medical, E-book, Full Text via AccessMedicine available free on the FIUHWCOM Library website under AccessMedicine
· Harrison’s Online. Longo DL, Fauci AS, Kasper DL, Hauser SL, Jameson JL, Loscalzo J (2012) McGraw-Hill, Medical, E-book, Full Text via AccessMedicine available free on the FIUHWCOM Library website under AccessMedicine
Phone Apps     Many physicians, residents and students rely on smartphone apps to assist them with care at the bedside.  Here is a short list of phone apps that may be helpful and work on iphone, android, palm and blackberry.  Having a smart phone is not a requirement for the clerkship and many of these apps can be found as online resources.  
· FIU Mobile Library http://medlib.fiu.edu/m/index.html  Contains links to: Harrison's Practice, Martindale, MedlinePlus, MD Consult Mobile, PubMed on Handhelds, Refworks, Reprorisk , Stat!Ref)

· Epocrates – free - medication application with doses, adverse reactions, etc.
· Dynamed – free - clinical reference tool for use primarily at the 'point-of-care' (contact Bohyun Kim at the FIUHWCOM Library for the necessary serial number to download).
· EPSS – free - US Preventive Service Taskforce guidelines 
	 
	Cost
	Blackberry
	iPhone
	Droid

	FIU Mobile Library 
	Free
	x
	x
	x

	Epocrates 
	Free
	x
	x
	x

	Dynamed 
	Free
	x
	x
	x

	EPSS 
	Free
	x
	x
	x


Assigned Reading

Readings associated with each core case are found in Appendix J and should be completed prior to each student teaching presentation.  Over the course of the clerkship, students are expected to identify their own learning objectives based on their clinical knowledge and to read and learn to complete these personal objectives.  The NBME Shelf Exam covers the broad range of Family Medicine, including Promoting Health and Health Maintenance (15%-20% of the exam items).  Assigned reading also includes Essentials of Family Medicine, sixth edition, Sloane PD, pages 3-11, 16-97.  
Formative Assessment 
Students will receive regular informal verbal feedback based on the student’s performance by the student’s supervising faculty. This will occur immediately after each oral patient presentation and upon review of the student’s written progress note.  
Students will receive formal formative feedback during a scheduled, formal meeting with the Clerkship Director at or before midpoint, using the Mid-Rotation Formative Feedback Form (Appendix A).  The purpose of this formal formative feedback is to review the student’s strengths and weaknesses allowing for ample time for the student to improve any area needing further development. The student will be given a written assessment that includes a remediation plan if necessary. Any remediation will be monitored and reviewed on a regular basis throughout the clerkship.  Behaviors or skills competencies requiring further development will be monitored on a regular basis throughout the remainder of the clerkship experience.
Students will receive formative feedback at the end of the rotation using the End of Rotation Formative Feedback Form (Appendix B).

Summative Assessment
	
	Assessment
	% of Summative Assessment
	Student Due Date(s)
	How Assessed
	Minimal Performance Triggering Intervention or Remediation
	Intervention    or  

Remediation

	1
	Narrative Assessment of Student Performance in a Clerkship or Clinical Rotation (NASPC)
	50%
	Not applicable
	Appendix C
	An item is scored as less than “Acceptable”
	Variable remediation to be determined by the Clerkship Director.  Student may need to repeat the Clerkship.

	2
	Community Resources
	9%
	Midpoint of Clerkship, Friday of 3rd week, by 12:30 pm to Coordinator or by email (scanned signed form)
	Appendix D.  Student attends 3 community resources detailed in summative assessment
	None
	None

	3
	Self-Assessment
	8%
	Friday of week 1 of clerkship, by 12:30 pm to Coordinator or by email
	Appendix E
	None
	None

	4
	Narrative Medicine Assignment
	8%
	First draft due Friday of week 2, 12:30 pm to Coordinator or by email.

Final draft due Friday of week 4 of clerkship, 12:30 pm to Coordinator or by email
	Appendix G
	None
	None

	5
	Student Teaching
	10%
	Will be determined on the first day of the clerkship
	Appendix F
	None
	None

	6
	Family Medicine Shelf Exam
	15%
	Last Friday of the Clerkship
	Shelf Exam
	5th percentile will trigger remediation
	Repeat Shelf Exam.  Failure to achieve the 5th percentile on the retake will result in a failure of the clerkship and the clerkship will need to be repeated.  


Assessment Overview Further details are discussed in “Student Learning Activities” of this syllabus.

1. Narrative Assessment of Student Performance in a Clerkship or Clinical Rotation (NASPC)    50%

During the clerkship, preceptors in the clinical setting will complete the NASPC (Appendix C), an assessment of student behaviors, skills, and professionalism. These assessments are based on the preceptor’s experience with the student. The performance results will be discussed with the student during informal and formal feedback sessions.  These behavioral assessments may be used in your Dean’s Letter.
2. Community Resources


9%

The student will attend a total of 3 community resources during the 6 week clerkship - two different types of 12 step meetings and one exercise class.  The purpose of this exercise is to give the student a first-hand experiential learning opportunity about community resources that may be incorporated in chronic disease management.  3% is given per each community resource that is attended.  
Attendance will be based on a form (Appendix D) that is to be filled out completely by the student and signed by the chairperson of the meeting or teacher of the class.  This form is also downloadable from the LMS, Documents section for this clerkship.
3. Self-Assessment



8%
The student will set personal goals for professional development and create a plan for accomplishing these goals.  This will be used for summative assessment and formal formative feedback in meetings with the Clerkship Director.  The self-assessment will be evaluated using the rubric outlined in Appendix E. 
4. Student Teaching



10%
Each morning, over the course of the clerkship, students will give morning didactic sessions about the core case objectives.   The student will be evaluated and receive a score using a rubric outlined in Appendix F.  The student’s summative score will be the average of the students’ student teaching scores.  The student will be allowed to drop the lowest rated student teaching score.  
5. Narrative Medicine Assignment

8%
The student will submit a narrative in which the student reflects upon personal frustrations when patients do not adhere to offered recommendations or plans and transforms this response into a deeper understanding of the patient’s and student’s own situations. The narrative will be evaluated using the rubric outlined in Appendix G.

6. Final Exam - NBME Shelf Exam

15%
The NBME shelf examination will be administered at the HWCOM main campus. This examination is a multiple choice question assessing clinical knowledge and will count as 15% of the total clerkship grade. You will have 2 hours to complete 80 questions.  A score equal to or above the 5th percentile in the shelf exam is required to pass the clerkship.  If a student fails the clerkship shelf examination, the student must retake the exam within two weeks from the date the student was notified by the College of Medicine of the failing grade.  Students who fail the shelf examination at the first attempt must promptly contact the Clerkship Director so that guidance on preparation for and scheduling a remediation examination may be given. Students will receive an Incomplete for the clerkship for this two week period.  If the student then passes the retake, the final grade for the shelf examination will be 75 (lowest passing grade).  Failure to achieve the 5th percentile on the retake will result in a failure of the clerkship and the clerkship will need to be repeated.  If the student does not schedule the exam within the two week period time frame, no other remediation exam will be given, and the student must repeat the clerkship.  
There are 5 sample questions and content available for your review at:
http://www.nbme.org/PDF/SubjectExams/SE_ContentOutlineandSampleItems.pdf
The following is from: 
http://www.nbme.org/Schools/Subject-Exams/Subjects/clinicalsci_family-modular.html
As per the NBME webpage, the Family Medicine examination predominantly comprises patient encounters in an ambulatory setting:


Distribution Across Age Groups


Childhood
5%–15%


Adolescence
5%–10%


Adulthood
65%–75%


Geriatric
10%–15%

General Principles
10%–15%


Infancy and childhood (normal growth and development)



Adolescence (sexuality, separation from parents/autonomy; puberty)



Senescence (normal physical and mental changes associated with aging)



Medical Ethics and Jurisprudence



Applied Biostatistics and Clinical Epidemiology



Patient Safety


Organ Systems



Immunologic Disorders
1%–5%


Diseases of the Blood and Blood-forming Organs

1%–5%


Mental Disorders





5%–10%


Diseases of the Nervous System and Special Senses

5%–10%


Cardiovascular Disorders




10%–15%


Diseases of the Respiratory System



10%–15%


Nutritional and Digestive Disorders



10%–15%


Gynecologic Disorders





5%–10%


Renal, Urinary, and Male Reproductive System


5%–10%


Disorders of Pregnancy, Childbirth, and the Puerperium

1%–5%


Disorders of the Skin and Subcutaneous Tissues


1%–5%


Diseases of the Musculoskeletal System and Connective Tissue
5%–10%


Endocrine and Metabolic Disorders



5%–10%


Physician Task


Promoting Health and Health Maintenance
15%–20%

Understanding Mechanisms of Disease

5%–10%

Establishing a Diagnosis



30%–35%

Applying Principles of Management

25%–30%
Therefore, it is vital that you read about the broad subject of family medicine, including the topics listed.
Schedule
Clinic assignments will be emailed to students.  Osler Fridays will occur 2 Fridays during the FM block.  The other Fridays will be used for didactic and skill sessions in AHC II.  Fridays are not free days.  
Grading Standards

The final grade in this clerkship will be a number ranging from 75-100.  The highest grade will be 100; the lowest passing grade will be 75.  A “U” will be assigned for unsatisfactory performance (<75).  The final grade will be determined from the components of the assessments described above.  
Grading Criteria

Students may receive one of four possible grade designations for the clerkship: Honors, Near Honors, Pass, and Fail.        Honors – 92-100 
       Near Honors- 82-91
             Pass – 75-81

Fail (U) <75  

Regardless of the numerical grade, the following criteria need to be satisfied before Honors or Near Honors grades are given:

Honors 

To obtain an Honors designation within the clerkship the following criteria must be met:

· A shelf examination score equal to or greater than the 75th percentile at the first attempt
· A total score for the clerkship of 92 or greater
· A minimum score of 80 percent of the maximum points on the NASPC, with no items rated as “needs improvement” or “unacceptable” 
· Zero instances of unprofessional behaviors or incident reports

· Zero unexcused absences from any required events 
· Timely completion of all clerkship logs (within 7 days of seeing the core case in the clinic or of doing the alternate case), evaluation and other assignments (turned in by the due date) 
Near Honors

To obtain a Near Honors designation within the clerkship the following criteria must be met:

· A shelf examination score equal to or greater than the 75th percentile at the first attempt
· A total score for the clerkship between 82-91 

· A minimum score of 80 percent of the maximum points on the NASPC, with no items rated as “needs improvement” or “unacceptable” 

· Zero instances of unprofessional behaviors or incident reports

· Zero unexcused absences from any required events

· Completion of all clerkship logs, evaluations and other assignments

Pass

To obtain a Pass designation within the clerkship the following criteria must be met:

· A shelf examination score equal to or greater than the 5th percentile

· A total score for the clerkship equal to 75.0 or between 75.0-81 

· A minimum score of 60 percent of the maximum points on the NASPC, with no items rated as “needs improvement” or “unacceptable” 

· Zero instances of unprofessional behaviors or incident reports

· Zero unexcused absences from any required events

· Complete every core case (or the listed alternative) by the last day of this clerkship

· Completion of clerkship log and evaluations
Incomplete 

The student will receive an Incomplete designation for the clerkship if the student: 
· has more than 2 excused absences  or missed a key learning experience



OR

· does not take the NBME shelf exam or fails the NBME shelf exam once  



OR
· does not enter all core cases by the last day of this clerkship.  If the core cases are not completed and entered within 2 weeks of the last day of the clerkship, the Incomplete will be converted in to a Fail.
Fail 
The student will receive a Fail designation for the clerkship if the student:

· has one unexcused absence for required events




       
              
OR

· has a total score for the clerkship of less than 75.0                                                                                   OR 
· receives a rating of “needs improvement” or "unacceptable" in any of the subcategories of the NASPC   










OR
· a shelf examination score below the 5th percentile on the retake of the NBME shelf exam 
OR

· does not complete and enter all core cases within 2 weeks of the last day of the clerkship.
If a student fails the clerkship for any reason and then remediates successfully, the final grade for the clerkship will be a U-75.

Core Topics / Core Cases 
Students are expected to acquire competencies in the following core cases.  Appendix H provides a copy of the card you will use to track core cases on a daily basis.  Appendix I provides a list of specific objectives for the core cases and criteria for skills competency.  
Students must keep track of these cases in e*value.  The student’s progress in the core cases will be discussed in the formal formative feedback meeting.  

1. Asthma

2. Arthritis (acute or chronic)
3. Common Skin Diseases

4. Constipation

5. COPD, outpatient

6. Cough

7. Diabetes Mellitus, outpatient
8. Dyslipidemia

9. Fatigue

10. GERD

11. Middle Ear Disorder

12. Nausea and Vomiting

13. Obesity

14. Osteopenia/Osteoporosis

15. Rhinitis

16. Thyroid Disorders

17. Tobacco Abuse/Prevention

18. URI (Upper Respiratory Infection)

19. UTI (Urinary Tract Infection)

20. Well Male Visit

Core skills - 
21. Administration of Intramuscular Injection

22. Performance of an EKG

23. Performance of Urinalysis with dipstick
Other skills - 

24. Performance of Monofilament testing

25. MDI and Spacer Patient Education

26. Peak Flow Testing Patient Education

27. Nasal Spray Patient Education

28. Appropriate application of ABCDE tool for 1 skin lesion

Student Learning Activities
Due dates for all assignments are listed in the assessment table above and will be on the Student Schedule given out to the students during Orientation for each block of the FM clerkship.  Late assignments will not be accepted for summative credit and will therefore not allow the student to meet Honors Criteria.  A student may turn in a late assignment to continue to be eligible for Near Honors.  Students will not be allowed to re-submit assignments that are below the minimum pass threshold for that assignment.  To receive summative credit for an assignment, the assignment must be submitted on time and it should meet the minimum pass threshold for that assignment (outlined below for each individual assignment).  It is recommended that the student not wait until the last minute to do these assignments.   
The LCME defines active learning as “The process by which a medical student 1) independently, or collaboratively with his or her peers, identifies his or her learning objectives and seeks the information necessary to meet the objectives and/or 2) contributes to the learning of a group with information that he or she prepares and discusses. In active learning, the learner has a role defining his or her own learning outcomes or those of his or her peers.” (2011‐2012 Background and Instructions for Completing the LCME Medical Education Database and Institutional Self‐study Summary)  

“Writing is both a process of doing critical thinking and a product that communicates the results of critical thinking”; “the act of writing is itself an act of problem solving.”  (Bean, JC. Engaging Ideas: The Professor’s Guide to Integrating Writing, Critical Thanking, and Active Learning in the Classroom, Second Edition. San Francisco:Jossey-Bass;2011.)  

In the FM Clerkship, writing assignments are used as a tool to teach the student to think critically and thus sharpen the student’s own clinical reasoning.  For each patient encounter, the student creates a problem list, assessment, and plan.  This synthesis of the patient encounter requires full understanding of the patient’s issues, integration of medical and basic science knowledge, and application of knowledge through clinical reasoning.  
There are several reflective learning activities in the FM Clerkship: community resources, self-assessment, and the narrative medicine assignment.  Reflection involves observation of oneself for the purpose of increasing self-awareness.  For each community resource, students answer two reflective questions.  The self-assessment is entirely reflective in nature.  For the narrative medicine assignment, students reflect upon feelings of frustration in a patient encounter.  According to Rita Charon: “Indeed, it may be that the physician's most potent therapeutic instrument is the self, which is attuned to the patient through engagement, on the side of the patient through compassion, and available to the patient through reflection.  Reflective practitioners can identify and interpret their own emotional responses to patients, can make sense of their own life journeys, and so can grant what is called for—and called forth—in facing sick and dying patients.” Charon R. Narrative Medicine: A model for empathy, reflection, profession, trust. JAMA. 2001;286:1897-1902. http://jama.jamanetwork.com/article.aspx?articleid=194300
North Dade Health Center and Universal Heritage Institute Community Care Clinic
During Period 3, each student will spend 6 weeks in the clinic setting.  Each student shall rotate so that 3 weeks are spent at the North Dade Health Center (NDHC) and 3 weeks at the Universal Heritage Institute Community Care Clinic (UHI).  Attending Clinic Schedule (subject to change): 
	
	Monday
	Tuesday
	Wednesday
	Thursday

	UHI
	Dr. Hammad
	Dr. McFarlin
	Dr. Peters
	Dr. Obiaja

	NDHC
	Dr. Calzada
	Dr. Minor
	Dr. Holder
	Dr. Yang-Sharma


Students should bring their laptops and powercords to UHI.  

During the FM Clerkship, you will be observed doing an essential history and physical examination by the preceptor in the clinic.  The checklists used during the first years in the Clinical Skills Course will be used to assess your skill in obtaining a history and performing a physical examination.  Appendix J provides the History Checklist.  Appendix K provides the Physical Examination Checklist.  This will be used for formative feedback.  Improving your skills in these areas will allow you to do well when evaluated using the NASPC under the categories Initial History/Interviewing Skills and Physical Exam Skills.  

During the clinic sessions, students will assist in daily patient care tasks (such as obtaining vital signs, form completion, triage assistance and laboratory review) with the attending physician, elicit histories, perform physical examinations and present the patient case along with the student’s assessment and plan to the attending physician.  Daily documentation is an important aspect of being a physician.  The student will write an electronic patient note for each patient encounter.  If the computer is not working, the student will write a paper note which will be co-signed by the attending and placed in the patient’s chart at the clinic.  
The Patient Note

During FM clinic, we do NOT expect or want a full history and physical (H&P) on each patient.  You are expected to obtain a hypothesis-driven history and physical appropriate to the patient's complaints and issues unless your preceptor states otherwise.  Sometimes, this will mean a full H&P, such as in a geriatric patient losing weight or a new patient to the clinic.  Writing a hypothesis-driven note requires clinical reasoning and critical thinking skills.  
An example of a hypothesis-driven H&P: a patient complains of a sore throat and has diabetes and hypertension.  A relevant history will include: the history of present illness (including the sore throat, and the patient’s current status of diabetes and hypertension – anytime a patient has a chronic medical issue, the history of present illness should include the current status of this chronic issue, and allergies, medications, tobacco/alcohol/drugs, past medical history (other major issues), past surgical history.  Briefly inquire about changes in allergies, medications, tobacco/alcohol/drugs, past medical history (other major issues) and past surgical history.  A hypothesis-driven physical for this patient would include: vitals, general, ears, nose, throat, nodes, (all of this is for the sore throat) heart and lungs (for the hypertension) and feet (for the diabetes).  
The note the student writes about each patient seen should reflect what the student has done with the patient.  If you did a full H&P, the note should include all of this information.  If you did a hypothesis-driven H&P, the note should include this information.  After writing the note, the student will present the patient interaction to the attending physician.  Your oral presentation should also be hypothesis-driven.  This presentation is done in front of the patient.  This type of precepting is called Teaching in the Patient’s Presence.  Students may feel uncomfortable at first, however patients have more satisfaction with this method of precepting as there is more face time spent by the attending and student with the patient.  For more information about Teaching in the Patient’s Presence, see http://www.stfm.org/publications/EducationColumns_October2012-2.cfm 

The note should be written according to the training you received in clinical skills:

Chief Complaint: the patient’s own words about why they came in to the clinic, in quotes

History of Present Illness: begins with identifying data (for example “55 year old man with a history of hypertension and diabetes now presenting with new onset chest pain”).  Includes the patient’s story chronologically, characterization of the chief complaint (quality, timing, duration, location, radiation, frequency, progression, exacerbating/alleviating factors), associated symptoms, all pertinent positives and negatives, an explanatory model (what does the patient feel is causing the problem?).  Be sure to obtain a HPI on each chronic medical issue.  For example, for hypertension, is the patient taking her medications, does she check her BP periodically, does she have headaches or chest pain?  Be sure to include the patient's perspective/explanatory model.  For instance, what is the patient's perspective on the HPI?  What is causing the symptom?  How does the patient see the illness?  What is the patient's fear?  How does the patient feel the illness/symptom should be treated? How does the patient want us to help him/her?
Past Medical History: includes any chronic medical or psychiatric conditions and previous hospitalizations

Past Surgical History: includes any surgeries or procedures with dates, indications, pathology if appropriate
Allergies: including reactions

Medications: including doses, route, frequency and adherence

Health Maintenance: immunizations and screening tests (Pap smear, mammogram, colonoscopy

Family History: Minimally, we want to know the family history concerning the patient’s immediate family and when the disease started
Social History: tobacco, alcohol, drugs, living situations, family support, financial support, sexual history when appropriate 
Review of Systems: This should be personalized to the specific patient you are interviewing and take into account the patient’s history as well as community disease prevalence.  For instance, if the patient has a family history significant for colon cancer you would want to ask if the patient has any history of weight loss, abdominal pain, or blood in the stool.  Before you see a patient, be sure to ask the preceptor if they want you to do a ROS.  As a first year student, you did the same extensive ROS on each patient, but as a third year, your gains in knowledge mean that the ROS should evolve into a more targeted ROS specific to the individual patient.  Be careful not to include associated symptoms or physical exam findings here.  

Physical Examination: Consists of only the findings on the physical and should always start with the vitals signs, including BMI, then the patient’s general appearance.  The student should give a general statement about the overall health status of the patient, including age, race, gender, general appearance (for example: “55 year old Hispanic woman who appears her stated age and is in no acute distress” or “65 year of white man who appears thin, and disheveled in no acute distress” or “62 year old African American man who appears weak and short of breath in moderate distress”.  Physical signs should be documented by body system from head to toe with each body system as a separate category.  Students should be careful to describe findings in detail and avoid diagnostic statement (diagnostic statements belong in the assessment).   You will be expected to give pertinent positives and negatives.  As you move through the clerkship, you will hone this skill.    

Labs/Studies: includes blood tests, imaging, notes from other physicians usually since the last visit.  This should also include labs that are needed for the assessment and plan.  For example, the last HbA1c was 8 months ago and 8.2.  

Problem List: The problem list is a prioritized listing of the issues that must be addressed from the history, physical exam and labs/studies and should include medical and social issues as well as abnormal physical or labs or studies.  Be sure to include chronic medical issues and prevention on the problem list.  For instance, if the patient is on a statin, you can deduce she has active dyslipidemia.  Therefore, dyslipidemia should be included on the problem list.  Another example: a patient with a paroxysmal cough and diabetes will have a problem list of 1. Paroxysmal Cough 2. Diabetes.  
Assessment and Plan: Each problem should have an assessment and plan.  

The assessment is a brief synopsis of the pertinent positives and negatives obtained from the history and physical that lead you to formulate differential diagnoses.  This is interpretation of the history and findings. The student should list the most likely diagnosis and other likely diagnosis options.  The student should support the assessment with data from the history, physical, labs and studies.  Unlikely diagnoses should be excluded.  For each chronic medical issue, be sure to assess if it is controlled or uncontrolled and report what criteria you are basing this assessment on.  

Example: UTI – this is a 35 year old woman with a history of dysuria and frequency.  This is most likely a UTI.  Example: Hypertension – this is a 58 year old asymptomatic man taking his medications and on a low salt diet.  His blood pressure is less than 140/90 and his cardiac exam is negative.  His hypertension is controlled based on JNC-7 criteria.  
The plan is your recommendation; what is the next appropriate step in management or workup?  This may include lab tests, imaging, treatments, lifestyle changes, patient education, prescriptions, etc.  Should the patient continue same medication, recheck lipids, etc?  The student should incorporate patient beliefs and practices into the plan.  
The student should include a Prevention Category for vaccines and screening tests, unless the preceptor has specifically asked you to focus on other issues.  
The student should write a problem list, assessment and plan for each note.  This exercise will enable the student to practice and develop their clinical reasoning skills fully as well as cement their medical knowledge.  

The student should not use the JCAHO “do not use” abbreviations: u, IU, QD, QOD, MS, MSO4, MgSO4, μ, or QHS.  The student should not use trailing zeros (2.0) or leave off leading zeros (.2).
The Oral Presentation                                                                                                                                                     Tips for the Oral Presentation, from The University of Medicine and Dentistry of New Jersey Camden Campus Library: http://libraries.umdnj.edu/camlbweb/patient/presentation.html

1. Expect your listeners to ask questions.

2. Follow the order of the written case report.

3. Beware of jumping back and forth between descriptions of separate problems.

4. Use the presentation to build your case.

5. Your reasoning process should help the listener consider a differential diagnosis.

6. Present the patient as well as the illness.

The student should look at the sample notes on the University of Florida’s medicine clerkship website by clicking on “sample write-ups” at the bottom of this webpage: 

http://clerkship.medicine.ufl.edu/portfolio/patient-care/write-ups/
Websites to help with your oral presentations include:
http://casemed.case.edu/curricularaffairs/videos/Wolpaw/index.html

http://depts.washington.edu/medclerk/drupal/pages/Oral-Presentation-Guidelines
Using an Interpreter

During clinic sessions, the student will likely need to use interpreter services.  NDHC has a phone line for this purpose.  One of the learning outcomes for the clerkship is to be able to use interpreter services effectively.  As a refresher, this information is from Dr. Martinez’ lecture to you in previous years:               

Transparent communication: Interpreters are not to take over the interaction, but to unobtrusively 
support the development of the patient-provider relationship (interpreters should act as a bridge 
and not a filter).


Strategies for better communication through interpreters

- Maintain control of the interview

- Eye contact with patient, not the interpreter

- Seat interpreter unobtrusively, behind patient

- Speak to patient, not the interpreter

- Remember lack of linguistic equivalence

- Ask one question at a time

- Avoid difficult terminology

- Check for understanding

- Avoid slang, medical jargon

You should look over this video to review the skills needed for using a live interpreter  http://medicine.fiu.edu/communicating.php  

Another challenging learning opportunity for 3rd year medical students is learning to deal with the computer in the patient interaction.  While many physicians find it simpler to write notes by hand, electronic medical records are the path of future medical documentation.  Therefore, learning the mutual skills of patient inquiry and information processing are vital components of the 3rd year Family Medicine Clerkship.  It is best to arrange the computer so that it is not an obstacle blocking off the patient or you.  Generally, this can be achieved by creating a triangle consisting of you, the computer and the patient.  This allows you to see both the computer and the patient.  
Writing Prescriptions

At UHI, you will be asked to write prescriptions.  
1. Write the patient’s name and date of birth.        

2. Write the name of the medication followed by the dose/strength, route, and frequency.                   For example: 
Lisinopril 10 mg po daily

3. Some physicians write the name of the medication on the first line and then write how to take the medication on the second line after the word “sig”.  For example:                                                      


Lisinopril                                                                                                                                         

sig: 10 mg po daily.  

4. Write the amount to be dispensed. For example: 
disp # 30 (thirty).
5. Write any extra instructions, such as prn instructions.  For example, for nitroglycerin: prn chest pain, use every 5 minutes and if uses 3 doses and chest pain continues to call 911. 

6. Refills: discuss with the attending.

Community Resources
The student is expected to attend a total of three (3) community resources (two different types of open 12 step meetings and one exercise class – details are below).  Attendance must be signed off by the chairperson of the meeting on a form (Appendix D).  Signed forms should be turned in by the midpoint of the clerkship, by 12:30 pm, to the clerkship coordinator, Marquita Samuels and should be completed entirely to receive credit for the activity.  Incomplete forms, pictures of you at the community resource or testimony from others that you were present will not be sufficient for you to receive credit for this assignment.  
The purpose of this exercise is to give the student a first-hand experiential learning opportunity about community resources that may be incorporated in chronic disease management.  12 step meetings are groups for individuals with addictions or other issues that can be addressed in the group setting.  There is a growing body of scientific evidence that the practice of yoga, tai chi, and qigong have significant health benefits for chronic diseases such as depression, arthritis, diabetes, and heart disease.  Other benefits include improvements in weight loss, chronic back pain, fall risk in geriatric populations, alcoholism, anxiety and musculoskeletal related injuries.
12 Step Meetings

· The student will attend two different types of open 12 step meetings:
· One open meeting from the following: Alcoholics Anonymous, Crystal Meth Anonymous, Narcotics Anonymous, or Overeaters Anonymous   AND  
· One open meeting from the following: Al-Anon, Codependents Anonymous or Adult Children of Alcoholics.  

· As usual, when a student is present in a community setting, the student shall dress appropriately (slacks/professional skirt and a golf shirt/dress shirt/blouse or equivalent), behave professionally and treat those attending community meetings with the utmost respect.  You should not wear your white jacket to these meetings.  Students will honor the principles of these meetings - the anonymity of persons that attend these meetings in the community must be honored.  The student will not discuss or share personal details of who was seen or what was heard at a 12 step meeting.  

Community Exercise Class
· The student is expected to go to one community exercise classes of the following choices: yoga or       tai-chi.
· These classes are available in the community (Free Yoga Association, Miami Dade Parks and Recreation, private gyms, etc.) and in the FIU Recreation Center.  
Self-Assessment

Self-assessment is a necessary skill used over the career of any physician.  Many residencies and hospitals require periodic self-assessments by physicians.  Through this assignment, the student will begin to learn this skill.  Students will set goals for self professional development and provide an implementation strategy.  The following questions shall be answered by each student during the clerkship:
· What can I take away from this rotation which will be helpful in my desired field?

· 2 strengths of my performance over the past six months are: 

· 2 areas of new learning and professional development over the past six months are: 

· Overall assessment of my well-being (including work/personal life balance) over the past six months: 

· 2 strengths and 2 weaknesses regarding my capacity for peer relationships and teamwork are: 

· 2 areas in which I desire further learning and improvement are: 

· My plan for improving on weaknesses or areas in which I desire further learning and improvement (be specific using SMART – specific, measurable, achievable, relevant, time-framed):
This may be discussed during your meeting for mid-rotation formal formative feedback.  The student may also wish to use this as a tool for professional development and guidance with their Panther Community Faculty Director, Academic Advisor or Mentor.  
This is an individual assignment and not a group or team assignment.  The student should turn in only his/her own work.  The assignment should include the student’s name, the date, the course name and the assignment title.   The self-assessment will be evaluated using the rubric outlined in Appendix E.  
Narrative Medicine Assignment

In at least two double spaced pages: 
1. Describe an interaction with a patient in which you felt frustrated because the  patient did not adhere to offered recommendations or a mutually agreed upon plan but after learning his or her story, you gained a deeper insight into the possible causes of the non-adherence
2. Reflect on your  initial reaction to the patient’s non-adherence and how learning his or her story transformed your frustration into a deeper understanding of the patient’s situation and of your own initial reaction to it.    
This exercise is based on a student learning objective from the Family Medicine Clerkship Curriculum (page 4) created by the Society for Teachers of Family Medicine. http://www.stfm.org/documents/fmcurriculum(v3).pdf 
Accordingly, there are three basic parts to this written assignment: 
1. A description of the interaction (please be sure to include sensory details in your description)

2. A representation of the patient’s story
3. A reflection on your own reaction and transformation, which should include a brief discussion of what kind of physician you want to be.

What is Narrative Medicine? Coined by Dr. Rita Charon, narrative medicine is an approach to humanistic clinical care.  To develop competence in narrative medicine, a clinician must first attend to the words of the patient by being fully present to him or her. Being fully present requires  concentration, sensory awareness, and observation:  hearing, seeing, smelling, touching, if warranted. Charon refers to  this first act of narrative competence as  attention.  The second act is for the clinician to represent the patient and his or her story; this representation can be made in many media. The assignment today asks you to represent in prose. Charon believes that in so doing, the clinician will form a connection with the patient and therefore serve as a better advocate for the patient. She refers to this act as one of affiliation.

In her words:

With narrative competence, physicians can reach and join their patients in illness, recognize their own personal journeys through medicine, acknowledge kinship with and duties toward other health care professionals, and inaugurate consequential discourse with the public about health care. By bridging the divides that separate physicians from patients, themselves, colleagues, and society, narrative medicine offers fresh opportunities for respectful, empathic, and nourishing medical care. Source: Charon R. Narrative Medicine: A model for empathy, reflection, profession, trust. JAMA. 2001;286:1897-1902. http://jama.jamanetwork.com/article.aspx?articleid=194300
Details of this assignment: 

· You will submit a draft of the paper and completed Checklist for the Narrative Assignment. It is due via email to Ms. Samuels by 12:00 pm on the Friday of Week 2.  

· You will receive feedback about your draft in writing and verbally during the midpoint review meeting with the Clerkship Director.

· Your final paper and completed Checklist for the Narrative Assignment is due via email to Ms. Samuels by 12:00 pm on the Friday of Week 4. 
Tell your story about the interaction.  Here are a few prompts to help guide you in your process of reflection: Describe the situation using your senses.  What did you see, hear, smell, taste, touch?  What was present to you at the time of the interaction with the patient?  Where you tired, hungry? Was the room too hot or cold or stuffy?  What did the patient look like?  How was the patient’s general demeanor?  What were you thinking and feeling during this patient interaction?  What did you learn from this patient interaction?  Would you do anything differently in the future?  Has your point of view changed?  Are you questioning any of your beliefs, assumptions or views?  How has this interaction affected your behaviors, thoughts and values?  How is your learning from this interaction transferable to other situations? 

This assignment will be graded using the Narrative Medicine Assignment Rubric, Appendix G.  The assignment should include the student’s name, the date, the course name and the narrative title.  The student should turn in only their own work.  This is an individual assignment and not a group or team assignment.  
Student Teaching 
Students will give morning didactic sessions at the clinical site (either NDHC or UHI) from 8-830 each morning Monday through Thursday to facilitate active learning.  During Orientation, the students will draw the core cases they will present on during the rotation.  Student presentations should be interactive and informative.  Students may use the whiteboard, use or create handouts, use test questions, use a case, or other creative venues for an interactive presentation.  Students should not use a powerpoint presentation.  Presentations done by the students should include the highlighted objectives from the core case section of the syllabus (Appendix I).  Presentations are not limited to this content.  For every presentation, students should cite their resources.  Assessment of the student didactics will be done using Appendix F.   Students are expected to state the objectives of their didactic session at the beginning of their presentation. The average of all of the teaching session assessments minus the lowest rated assessment will be the student’s final grade for the student teaching learning activity.  For instance, if students give 4 teaching sessions, the final grade for this activity will be the average of the 3 highest evaluated teaching sessions.  

Student Teaching Schedule:
1
Week 1
Tuesday
Well Male

2

Wednesday
Obesity

3

Thursday
Tobacco Abuse/Prevention

4
Week 2
Monday
Diabetes Mellitus, outpatient

5

Tuesday
Thyroid Disorders

6

Wednesday
Asthma

7

Thursday
COPD, outpatient

8
Week 3
Monday
Cough

9

Tuesday
Rhinitis

10

Wednesday
URI

11

Thursday
Middle Ear Disorder

12
Week 4
Monday
Fatigue

13

Tuesday
Constipation

14

Wednesday
GERD

15

Thursday
Nausea

16
Week 5
Monday
Arthritis

17

Tuesday
Osteopenia/Osteoporosis

18

Wednesday
UTI


19

Thursday
Common Skin Disease
Educational Research 

There is a possibility that assignments in this course may be used in the future for educational research. No names will be associated with any data that are used for an educational research project. No identifiable information about individual students will be collected at any time. No data will be collected or analyzed until all grades have been assigned. If you do not wish your assignments to be used in future research projects, you may opt out by letting the clerkship director know, in writing, at any time during the course or up to two weeks after the course has ended. A form is available that states “I request that no data from my assignments be included in future educational research projects” that you may sign, or you may email the clerkship director. There is no consequence to you for opting out. No data will be collected for two weeks after the course has ended (or until all grades are assigned). If you request to opt out after those two weeks, it may no longer be possible to remove data collected from your assignments as your name will not be linked to those data. No data will be used for future educational research without prior approval from the FIU IRB.

Ongoing Self Study

The student should read Essentials of Family Medicine over the course of this rotation.  As you attend to patients in the clinical setting, you should read about their medical issues to increase your fund of knowledge and help you to prepare for the NBME exam.  Prior to each student teaching session by your peers, you should read assigned reading listed for the relevant core case.  
Case Log (e*value) 

Patient contact is the key learning tool for the clerkship experience.  Maintaining an accurate patient encounter log is crucial and an accreditation requirement.  Students will use the Core Case Card (Appendix H) to track cases on a daily basis and will use the on-line case management system e*value to create an electronic portfolio.  The case log is a mandatory assignment required to track student exposure to diagnoses and procedures as per FIUCOM policy.  E*value must be kept up to date with the core cases seen in clinic.  
The case log will be reviewed by the clerkship director to ensure that each student is meeting the requirements of the clerkship.  Data from the log system is used by the clerkship director and preceptors to monitor students’ experiences and offer formative feedback.  Cases must be logged continuously and accurately across the clerkship.  If a student feels she/he is not seeing the core cases or core skills (Appendixes H and I), the student should bring this to the attention of the clerkship director so opportunities can be made available to see those cases.  Alternatives are listed for each core case and may include web-based cases, simulation, etc.  

It is important to note that altering the date that a case was seen to circumvent this e*value time limitation is considered cheating and a breach of professionalism, which may be grounds for failure of the clerkship.  Unsatisfactory performance in entering patient logs into e*value throughout the clerkship in a timely manner may result in failure of the clerkship.   
All core cases must be entered into e*value by the last day of the clerkship.  Even though this activity does not have a separate grade and does not count towards the summative assessment, the ability to maintain an accurate case log reflects upon your professionalism (a category of the NASPC).  Students must enter patient cases into e*value within 7 days, as the e*value system does not allow back-entering.  After that time, the case will not be accepted.  Failure to log cases into e*value in a timely fashion (within 7 days of seeing the core case in the clinic or of doing the alternate case) will affect your overall grade as per the Responsibility section of the NASPC and you will be unable to receive Honors.  Failure to enter all core cases and core skills by the last day of this clerkship by 12:30 pm will result in receiving an Incomplete and the inability to receive Near Honors.  Failure to complete entering all core cases within 2 weeks of the last day of the clerkship will result in the Incomplete grade being converted into a Fail.  This will result in the need to repeat the clerkship, as per FIUCOM policy.  

Students will not receive a summative or separate grade for the case log.  

Other Duties – NeighborhoodHELP™
Household visits may be scheduled after morning presentations, which are from 8-830 am, Monday through Thursday.  Household visits may be scheduled after 3:00 pm Fridays when the student is not in Osler Friday.  It is understood that household visits may take up to 4 hours to accomplish.  The student must give written 24 hour advance notice to the Clerkship Coordinator of the scheduled visit.  Last minute visits scheduled during mandatory learning activities will not be allowed.
General Clerkship Expectations

The “Compact between Teachers and Learners of Medicine”, found in the Student Handbook, applies to the clerkship setting.  Learning is the student’s responsibility.

Daily Student Expectations

· Abide by the Medical Student Standards of Conduct and the Medical Student Honor Code.

· Know the syllabus.

· Be prepared to learn. We expect you to be self-motivated, independent learners who use your time responsibly. Balancing patient-related duties and team-oriented activities with the necessity of outside reading and studying are very important to your success.  You are expected to research topics or knowledge deficits at the point of care (when you are in the clinic) so that you can formulate an excellent assessment and plan.  

· Students are expected to demonstrate sensitivity, awareness and responsiveness to a diverse patient population, including ethnicity, culture, race, gender, age, religion, disabilities, and sexual orientation.  Students will demonstrate compassion, integrity and respect for others while performing all duties in a professional manner.  This includes all interactions (in person, email, phone or other) with patients, health care professionals, peers, team members, staff and faculty.  Students will always act in the best interest of the patients and their families and demonstrate respect for patient privacy and autonomy.  Students are expected to be honest, non-judgmental, reliable, responsible, accountable and ethical.  Each patient should be treated as a unique and worthwhile person.  Unprofessional, abusive, rude, or neglectful behavior toward patients, families, other health care professionals, faculty or staff will not be tolerated.
· Inattention to professional behavior can result in compromised patient care and will result in the lowering of a grade or dismissal from the clerkship.  Should a student receive an “Unacceptable” in any of the Professionalism subcategories of the NASPC (Professional Attitudes and Behavior, Responsibility, and Feedback), the student will be unable to remediate the Clerkship Failure by repeating the course.  The student behavior will result in an Incident Report and referral to the Evaluations and Promotions Committee.
Policies
Late Assignment Policy

Late assignments are not eligible for summative credit.  Late assignments will result in the inability to earn Honors in the Family Medicine Clerkship.  For assignment due dates, refer to your schedule for your block rotation.  

Attendance Policy

Attendance at all learning activities is mandatory for all students.  An unexcused absence from clinical or didactic duties without approval by the Office of Student Affairs will result in Failure of the clerkship and may be included in the student’s Dean’s Letter.

Students are allowed 2 days of excused absences.  If a student misses a key learning component, the student will need to make this up at the discretion of the Clerkship Director.  Pre-purchased tickets (including airplane) to any event or for any form of transportation are NOT considered legitimate reasons for excused absences.  Students are expected to follow the guidelines of the Office of Student Affairs to obtain excused absences.  In the event that a student becomes ill and cannot attend their clinical responsibilities, the student should contact the attending faculty, the Clerkship Coordinator and the Clerkship Director by 8:00 am and the Office of Student Affairs (the OSA hotline phone number is 305-348-0644) by 9:00 am.  The student should then obtain a note from the Student Health Clinic.  The Clerkship Director will discuss any remediation of missed work that may be required.  For absences due to personal or family issues, the student should follow the guidelines of the Office of Student Affairs and the absence should be discussed with the Clerkship Director as early as possible.  
Students are expected to attend the clinical sessions stated in their schedule.  Should a student arrive at a clinical site and find that the preceptor is not going to be present or if they are notified that their preceptor is not expected to be present for a scheduled session, the student must immediately inform the Clerkship Coordinator and arrangements will be made for an alternative clinical experience.  If this procedure is not followed the student will be considered to have an unexcused absence; this is grounds for failure of the clerkship.  
Holidays will be in accordance with the FIUCOM policies and each clinical site.  When the clinic is closed but there is no scheduled FIUCOM holiday, the students will have activities scheduled at the COM.  The chart below outlines holidays.  Students will not be required to be at clinic during Winter Break.  
	 
	FIU holiday
	NDHC holiday
	UHI holiday

	Memorial Day
	 X
	x
	x

	Independence Day
	 X
	x
	 x

	Labor Day
	 X
	x
	x

	Veteran's Day
	 x
	x
	 x

	Thanksgiving, Thursday & Friday
	 x
	x
	x

	Martin Luther King, Jr's Birthday
	 x
	x
	 x

	President's Day
	 
	x
	 x


Remediation Policy for Tardiness or Absences 

Students are expected to be on time for their clinic sessions.  Clinic duty time is noted on the Student Schedule each student will receive during Orientation.  Aim to be a few minutes early!  As per College of Medicine Academic Policies, a student arriving after a session has begun may be denied participation by the faculty resulting in an unexcused absence.  If a student arrives more than 5 minutes late, the student will be considered to have an unexcused absence.  If a student is running late, the student should call Marquita Samuels at (305) 348-3867 prior to the start time of their clinic duties.  If the student does not come on time twice during the rotation (between 1-4 minutes late), this will result in an Unsatisfactory in the Responsibility category of the NASPC and thus result in Failure of the course and the need to repeat the Clerkship.  It is important that the student be on time.
It is at the discretion of the Clerkship Director to establish a required remediation plan for the student, regardless of the reason for absence.  Note that if a significant component of the educational experience is missed for any reason, it is at the Clerkship Director’s discretion to require remediation, reduce the student’s grade or remove the student from the Clerkship that cycle.  In such cases, students need to wait for the next available Clerkship slot, potentially delaying promotion or graduation. 
Conduct                                                                                                                                                              The Medical Student Standards of Conduct and the Medical Student Honor Code are outlined fully in the Student Handbook.  Any infraction of the Honor Code confirmed by the Honor Council will be subsequently referred to the MSEPC. Honor Code violations may include: cheating, plagiarism, fabrication, false accusations, misrepresentation, misuse of computer services, bribery, conspiracy and collusion, falsification of records, failure to report observed violations, and unprofessional conduct. Policies outlined in the Student Handbook apply in the clerkship setting: academic misconduct, cheating, plagiarism, professional dress, confidentiality, HIPAA, safety, grade appeals, students with disabilities.  
Closed toe shoes should be worn.  Students whose appearance is deemed unprofessional will be removed from clinical duties until the problem is corrected.  Any such incident will be reported to the clerkship director to be handled appropriately.  If you are in an unsafe situation, call 911 immediately, then contact the Clerkship Director and Coordinator. 
Duty Hours 

It is expected that FIU COM students will comply with the following rules regarding the workweek.

· Duty hours should be limited to 80 hours per week (7-day time span), averaged over a four-week period, inclusive of all in-house call activities.

· Duty hours are defined as all clinical and academic activities related to the rotation, i.e. patient care (both inpatient and outpatient), administrative duties related to patient care, the provision for transfer of patient care, time spent in-house during call activities, and scheduled academic activities such as conferences.  Duty hours do not include reading and preparation time spent away from the duty site. 

· Students must be provided with 1 day in 7 free from all educational and clinical responsibilities, averaged over a 4-week period, inclusive of call.  One day is defined as one continuous 24-hour period free from all clinical, educational, and administrative duties. 

· Adequate time for rest and personal activities must be provided.  This should consist of a 10-hour time period provided between all daily duty periods and after in-house call.

Inclement Weather Policy

Basic Clerkship students are not considered “Required Attendance Employees” and are excused from attendance at normally-required Clerkship activities if affected by circumstances (e.g. weather) related to University delays or closings.  During periods of severe inclement weather, public emergency or other crisis, the President or a designated executive officer of the University may issue an announcement of campus status as appropriate to the situation on the university telephone system (305-348-HELP [4357]), UNIVMAIL, or other appropriate media.  As necessary, remediation plans will be made on a case-by-case basis by the Clerkship Director.  

Clerkship Hurricane Policy  Clerkship students are excused from attendance at required Clerkship activities when the University is closed due to inclement weather.  Students should check University media for current updates.  Make-up plans may be made on a case-by-case basis by the Clerkship Director when necessary.  
NBME Shelf Exam Protocol
According to the NBME protocol all students must start the shelf exam at the same time; therefore if a student arrives late and the exam has begun that student will NOT be able to sit for the exam. The student will be required to reschedule the shelf exam administration and will be penalized 5% of their overall clerkship grade for unexcused tardiness.   

Students are reminded that in any examinations in the College of Medicine they are not to have electronics devices such as cell phones, pagers, PDAs on them. The devices are to be left either in the student’s locker or at the front of the classroom.      

Make up exam policy 

Only absences excused through the Office of Student Affairs will be considered.  Make up dates and locations will be determined on a case by case basis.  

Course Evaluation and Assessment Policy
Course Evaluations (Evaluation of the Course by the Student)                                                              The Office of Medical Education requires that students complete evaluations for all courses and clerkships. Evaluations are one of the most valuable methods for providing constructive feedback to course directors and administrators on teaching and course quality and effectiveness. Completing evaluations is a student’s professional responsibility and is essential for the ongoing review and improvement of the curriculum. 
The HWCOM Curriculum Committee voted and endorsed a policy that requires all students to complete course/clerkship and major faculty evaluations. 

The following is the Course/Faculty Evaluation Policy: 

1. Students will evaluate every course/clerkship and major faculty at the end of each course/ clerkship.

2. Students are expected to respond in a professional manner to each evaluation item which she /he feels qualified to answer.

3. E-mail notice to complete evaluations will be sent to each student at the end of the last day of the course/clerkship. 

4. All course and faculty evaluations must be completed within 6 business days of initial notice.

5. Failure to complete any evaluation within the specified 6 day timeline will result in a course/ clerkship grade of U. 

6. Students who have not met the deadline will have three (3) additional days to complete the evaluations. Upon completion the grade will be changed to a 75. 

7. Repeated failure to complete any evaluation in a timely manner will result in an incident report and the student may be brought to the attention of the Student Evaluation and Promotions Committee.

8. If a student has failed a course/clerkship, he/she is still responsible for completing all evaluations. If a student remediates, but has not completed the evaluation, the U grade remains a U until the academic performance is remediated AND the evaluations are completed. 

9. Students will receive a summary report at the end of each academic period indicating the changes that occurred in every course due to their feedback, in part, from the course and faculty evaluations.  

10. Anonymity of responses will be maintained and assured by the Office of Medical Education.

11. The evaluation instrument will be reviewed on a yearly basis for validity, reliability and reasonable length.

Performance Assessment (Assessment of the Student)                                                                             As a performance based course, all students will be expected to achieve competency. Students who do not meet this standard will be required to remediate deficiencies before being advanced to the fourth year curriculum. Students will be provided with frequent feedback about their performance. Mid-clerkship formative feedback will be given to the students by the Clerkship Director.   
Policy on bodily fluids exposure
The Biosafety, Bloodborne Pathogen, and Needlestick Injury Policies outlined in the Student Handbook apply in the clerkship setting.  Ultimately, each student is responsible for his/her health and safety while in the clinical setting.  All students will be required to learn about the appropriate policies and procedures to follow in the event that they are injured or potentially exposed to blood borne pathogens or other communicable diseases. Universal precautions must be followed both in the laboratory as well as in the clinical care setting by all students, faculty, and staff who may be exposed to blood and other body fluids of another individual.
Policy and Procedures on Universal Precautions and Exposure to Infectious and Environmental Hazards:

Standard Universal Precautions:

When providing patient care, regardless of the real or perceived communicable disease status of the patient, all students and staff should follow standard universal precautions.
Needlestick Injury, Potential Blood-borne Pathogen Exposure 
UHI:  Students who experience needlestick will inform the nurse on staff and the physician on staff immediately at UHI Clinic and then inform Medical Director.  Students must fill out an Incident Report form, available in the clinic, and the physician on staff at that time will evaluate incident and will advise accordingly.  The Medical Director is Zafar Qureshi, 954-815-1056.  The Clinic Administrator is Sadru Fasihi, 305-342-8303.

NDHC:  Students who experience needlestick will inform the FIUHWCOM attending physician, who will then inform Employee Health Services by calling the Needlestick Hotline at 786-371-5038. 
· Students who experience needlestick or other injuries at hospitals, ambulatory clinics, or neighborhood households must immediately notify their physician supervisor and will receive immediate first aid and initial care at the site where the injury occurred.
· Students should report the name of the source patient, medical record number and diagnosis. This information is necessary to assist in determining the potential severity of the exposure.

· Students may be referred to the nearest hospital emergency department, University Health Services, or to their primary care physician for diagnosis, treatment, and follow-up.

Students with Communicable Diseases

The Biosafety, Bloodborne Pathogen, and Needlestick Injury Policies outlined in the Student Handbook apply in the clerkship setting.  
Appendix A – Mid-Rotation Formal Formative Feedback Form
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Mid-Rotation Formal Formative Feedback Form – Family Medicine Clerkship
Objective: Discuss student performance, identify strengths and weaknesses and develop a plan for improvement.   

Student Name_________________________________ 

Rotation Date______________________
Clerkship Director: _________________________________________
Date_______________________
This assessment is based on the student’s progress thus far:

History and Physical Examination Observed? Yes ___ No ___
Clinic sessions – NASPC done? Yes ___ No ___
Community Resources done? Yes ___ No ___ Number done?______/3
Self-assessment done? Yes ___ No ___
Student Teaching Scores  _____/10   _____/10  _____/10   _____/10  _____/10  
Narrative Medicine Assignment Draft turned in?  Yes ___ No ___
Case Log (Core Cases, Core Skills, Other Skills) – missing cases are: ___________________________
Strengths:

________________________________________________________________________________________________________________________________________________________________________________

Further development needed in the following areas:

________________________________________________________________________________________________________________________________________________________________________________

Plan for improvement:

________________________________________________________________________________________________________________________________________________________________________________

Preceptor plan to monitor improvement:

________________________________________________________________________________________________________________________________________________________________________________

Student Signature_____________________________________
Date_________________

Clerkship Director Signature_____________________________    Date_________________ 

Appendix B – End of Rotation Formal Formative Feedback Form
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End of Rotation Formal Formative Feedback Form – Family Medicine Clerkship

Objective: Discuss student performance, identify strengths and weaknesses and develop a plan for improvement.   

Student Name_________________________________ 


Rotation Date____________

Clerkship Director: _________________________________________

Date ____________
I, name of student, acknowledge by signing my name that I have read this report.  _________________

This assessment is based on the student’s progress thus far:

History and Physical Examination Observed? Yes ___ No ___
Case Log (Core Cases, Core Skills, Other Skills) missing cases are: ___________________________

Clinic sessions – NASPC Final Score 





______ /50
Community Resources – Score 






______ /9
Self-assessment – Score 






______ /8
Student Teaching – Final Score 






______ /10 
___/10 ___/10 ___/10 ___/10 ___/10  ___/10  ___/10 ___/10    
Narrative Medicine Assignment – Score 





______ /8
Shelf Score  _____/100 = 






______ /15









Final Score:  
______ /100

______________________________________________________________________________________
Summative/MSPE (Dean’s letter comments, which may be modified to fit into dean’s letter):

________________________________________________________________________________________

Internal/Formative Feedback 

Student Strengths 

Feedback from the last half of clerkship: ________________________________________________________________________________________
Feedback from the first half of clerkship: 

________________________________________________________________________________________

Feedback regarding Student Teaching: 

________________________________________________________________________________________

The student can improve: 

Feedback from the last half of clerkship: ________________________________________________________________________________________
Feedback from the first half of clerkship: 

________________________________________________________________________________________

Clerkship Director Signature_____________________________    Date_________________ 

Appendix C – NASPC 





(formatted to fit into the syllabus)
Student Name __________________________
Date ____________
Faculty _______________________
	FIU NARRATIVE ASSESSMENT OF STUDENT PERFORMANCE IN A CLERKSHIP 

	For each area of assessment, please check the appropriate level of ability you observed in the student. Indicate the level at which the student is consistent. If you were unable to observe a particular behavior check the "Unable to Evaluate" box.

	 
	OUTSTANDING
	ABOVE AVERAGE
	ACCEPTABLE
	NEEDS IMPROVEMENT
	UNACCEPTABLE
	 

	 Initial History / Interviewing Skills
	Highly efficient and accurate, even in complex cases. Consistently elicits relevant psychosocial detail. 
	Efficient with common cases; lacks efficiency with some complex cases. Usually elicits psychosocial detail relevant to diagnosis and management.
	Accurate and focused for common cases. Includes psychosocial detail relevant to diagnosis. 
	Incomplete, misses some key components or  important psychosocial detail relevant to diagnosis. 
	Unreliable reporter. Inaccurate, major omissions, inappropriate
	Unable to Evaluate 

	Physical Exam Skills
	Elicits subtle findings. Consistently efficient, thorough, accurate, sensitive.
	Identifies all major findings on exam. Mostly accurate, efficient, thorough. Mostly sensitive of patient's comfort.
	Proper technique and flow. Identifies major findings. Usually sensitive to patient comfort. 
	Incomplete exam or insensitive to patient comfort.
	Unreliable PE, improper techniques, disorganized; major gaps. Insensitive to patient’s needs.
	Unable to Evaluate 

	Reporting  Written Histories & Physicals/Oral Presentations
	Communications serve as focused and independent description of case status and care, even for complex presentations.
	Communication routinely prioritized articulate, accurate & focused for common presentations
	Accurate and organized for common presentations. Reliable communication of essentials of case status and care.
	Includes basics, but often requires editing and correction. Minor inaccuracies or omissions.
	Inaccurate data about patient or disease.  Major omissions. Unreliable reporting or recording. 
	Unable to Evaluate 

	Interpretation 
	Understands complex issues and relationships; entirely sufficient to support management of even complex cases 
	Prioritizes problems well. Assess severity, discriminates between likely and unlikely causes. 
	Identifies major problems, commits to a likely well- reasoned diagnosis. Synthesizes data. 
	Problems not prioritized, incomplete differential, reports data without interpretation or integration.
	Fails to identify major problems, lacks differential, unable to explain simple issues. Unable to integrate.  
	Unable to Evaluate 

	Management Skills  Patient Care Activities
	Consistently proposes excellent plans even for complex problems, with evidence based guidelines.  Incorporates patient beliefs and practices consistently. Deals with management complications and involves patient in the process. 
	Almost always proposes focused and organized plan for common problems.  Almost always recommends evidence based guidelines and incorporates patient beliefs and practices; sometimes for complex problems. Generally engages patients in shared decision making.
	Accurate in essential elements of treatment plan for common problems. Sometimes offers evidence-based recommendations.  Reliable at monitoring and follow-up. Sometimes incorporates patient beliefs and practices into recommendations.   . 
	Sometimes misses essential elements of treatment for common cases. Minimal patient engagement.  Rarely offers evidence-based recommendations.  Rarely incorporates patient beliefs and practices into recommendations.   
	Unaware or Unwilling to do expected patient care activities; unreliable. 
	Unable to Evaluate 

	Education and Self-Directed Learning
	Identifies, appraises, and implements evidence based guidelines. Asks questions to improve patient care. Educates team members. 
	Identifies and applies evidence based guidelines. Asks some questions toward improving patient care. 
	Asks questions to fill knowledge gaps, and reads to meet these needs. Seeks to identify and apply evidence based guidelines.
	Sometimes fails to recognize or follow guidelines. Inconsistent or "just" sufficient efforts to fill knowledge gaps. 
	Minimal reading about own patient’s problems; Does not use evidence based approach. Lacks self-direction.
	Unable to Evaluate 

	Communication with Patients & Families 
	Excellent use of open-ended questions, consistently checks patient understanding. Well-developed and consistent cultural awareness. Always respectful, and empathetic. Consistently develops rapport.
	Checks patient' understanding. Asks open ended questions, demonstrates empathy and establishes rapport. Cultural awareness and sensitivity in most cases. 
	Establishes good rapport, listens without inappropriate interruption; respectful, empathetic. Appropriate use of open-ended questions.  Demonstrates cultural awareness in straightforward cases.
	Listening and empathy skills need improvement. Minimal or inconsistent rapport development, preparation, organization or cultural sensitivity. Marginal use of open-ended questions.
	Poor or no rapport. Not engaged, prepared or motivated. Culturally insensitive. Fails to ask relevant open-ended questions.
	Unable to Evaluate 

	Professional Attitudes and Behavior                  
	Complex decisions reflect an understanding of professional ethics even during ambiguous circumstances. Continued self-assessment leads to further growth.
	Consistently engenders confidence and trust from others through ethical, respectful and "confidentiality" behaviors. Non-judgmental and voices understanding of  others' values. Seeks responsibility in management. 
	Appropriately respectful, honest, and demonstrates empathy and compassion. Demonstrates understanding of ethics and confidentiality. Fulfills responsibilities. 
	Generally makes efforts to be respectful, compassionate, empathic, reliable, and honest,  but needs to improve on one or more of these behaviors; may need reminders. 
	Observed being disrespectful, unreliable, dishonest, unethical, or discriminatory; places self-interest above that of others. 
	Unable to Evaluate 

	Responsibility 
	Accepts full personal ownership in education & patient care 
	Seeking responsibility as manager; views self as active participant in patient care
	Fulfills responsibility, accepts ownership of essential roles in patient care.
	Often unprepared, not consistently present and not reporting accurately
	Unexplained absences, unreliable. Demonstrates no promise of duty. Fails to follow-through with responsibilities.
	Unable to Evaluate 

	Feedback 
	Continued self-assessment leads to further growth; insightful reflection. Seeks feedback.
	Seeks and is mostly consistent with improvements from feedback; self-reflective
	Generally improves with feedback. Solicits and accepts feedback. 
	Minimal or inconsistent efforts toward improvement from feedback; does not sustain improvement. 
	Lack of improvement; defensive/argumentative; avoids responsibility. Does not accept feedback or admit deficit.
	Unable to Evaluate 

	Student Name
	Dates I worked with the student in clinic or didactic:
	Clerkship Site:
	
	 

	COMMENTS  Written comments are also required.  What are this student’s strengths?


	Describe what's the "next step" for this student?  How can this student improve?
If student provided any formal teaching for the team, please give topic and offer comments on teaching effectiveness.


	Please note any feedback you/the team provided to the student:



	If observed student performing any procedure, please comment.



	Have you discussed this report with the student? ____

	Printed Name                                                  Signature                                                                    Date                                   Resident     Attending    Preceptor

	o Unacceptable 
	This student performs below the level of a Reporter and/or occasionally demonstrates unprofessional behavior.

	o Reporter 
	Satisfactory performance.  Obtains and reports basic information completely, accurately, and reliably; is beginning to interpret data at a basic level.  Fund of knowledge is adequate to provide basic care for his/her patients.  Provides care for patient as directed. Professional and personal qualities are acceptable.  

	o Interpreter 
	Proceeds consistently to interpreting data; appropriately identifies and prioritizes problems, and develops thoughtful and pertinent differential diagnoses.  Has a good working fund of knowledge & actively seeks to improve it.  Provides care for patient as directed and makes occasional suggestions for management.  Consistently well prepared.  Promises of duty/expertise are evident.

	o Manager
	Fourth-year-to-intern level of patient care.  Competent interpreter, able to synthesize prioritized problem lists and provide: 

	o Educator 
	Excellent general fund of knowledge; outstanding (broad/deep) knowledge on own patients and those of others. Transmits/teaches this information to the team.  Strong professional and personal qualities; demonstrates leadership skills and excellence in interpersonal relationships, and is able to take the lead with patients/families/professionals on solutions


Student Name __________________________


Appendix D – Community Resources Completion Forms
(cut here)_____________________________________________________________________________________

I, (name of group leader/teacher of class-first name only for 12 step meetings) _____________________________
Sign that the student named below attended the full meeting/class and participated appropriately. ________________ The FIU Herbert Wertheim College of Medicine thanks you for your help in educating our students.                                   

By signing, I, (name of student) ______________________________ state that I was in attendance for the entire duration of the following community resource:  ______________________________________________                      On: (date, day of week, time)_________ ___________________________  At: (location) _________________________    Student Signature: ________________________                                                                                                                               I liked ____________________________________________________________________________ _________________________________________________________________________________                                    I did not like ______________________________________________________________________ ________________________________________________________________________________                                                                Would you recommend this particular site to other students? Why or why not? _______________________________ 
_________________________________________________________________________________________________Referring a patient to a community resource such as the one I attended relates to which principle of FM (see learning outcome 9)? _____________________________________________        

(cut here)_____________________________________________________________________________________

I, (name of group leader/teacher of class-first name only for 12 step meetings) _____________________________

Sign that the student named below attended the full meeting/class and participated appropriately. ________________ The FIU Herbert Wertheim College of Medicine thanks you for your help in educating our students.                                   
By signing, I, (name of student) ______________________________ state that I was in attendance for the entire duration of the following community resource:  ______________________________________________                      On: (date, day of week, time)_________ ___________________________  At: (location) _________________________    Student Signature: ________________________                                                                                                                               I liked ____________________________________________________________________________ _________________________________________________________________________________                                    I did not like ______________________________________________________________________ ________________________________________________________________________________                                                                Would you recommend this particular site to other students? Why or why not? _______________________________ 
_________________________________________________________________________________________________Referring a patient to a community resource such as the one I attended relates to which principle of FM (see learning outcome 9)? _____________________________________________        

(cut here)_____________________________________________________________________________________

I, (name of group leader/teacher of class-first name only for 12 step meetings) _____________________________

Sign that the student named below attended the full meeting/class and participated appropriately. ________________ The FIU Herbert Wertheim College of Medicine thanks you for your help in educating our students.                                   
By signing, I, (name of student) ______________________________ state that I was in attendance for the entire duration of the following community resource:  ______________________________________________                      On: (date, day of week, time)_________ ___________________________  At: (location) _________________________    Student Signature: ________________________                                                                                                                               I liked ____________________________________________________________________________ _________________________________________________________________________________                                    I did not like ______________________________________________________________________ ________________________________________________________________________________                                                                Would you recommend this particular site to other students? Why or why not? _______________________________ 
_________________________________________________________________________________________________Referring a patient to a community resource such as the one I attended relates to which principle of FM (see learning outcome 9)? _____________________________________________        

Appendix E – Self-Assessment Assignment Rubric

Name of the Student: ___________________________   Date ______________________
	0 points
	3 points
	6 points 
	8 points

	No assignment turned in.  If rude, aggressive, disrespectful or sarcastic tone or language used, the student will also receive 0 points and an incident report will be submitted.  
	Assignment submitted on time but incomplete, leaving out components that were asked for.  Many grammar mistakes.  Written with sentence fragments.
	Assignment submitted on time and is complete.  Few grammar mistakes.  Written with complete sentences.
	Outstanding reflection.  Assignment shows student is performing at a level higher than that of a 3rd year medical student. 






Appendix F – Student Teaching Rubric
Name of the Student: __________________________________________________________

Faculty: ______________________________  Date: ________________________________________  

Topic: __________________________________
	UNNACEPTABLE

0 Points
	NEEDS IMPROVEMENT

4 Points
	FULFILLS EXPECTATIONS

7 Points
	WELL ABOVE EXPECTATIONS 

10 Points

	Topic discussion was inaccurate, 

ill-prepared, not engaging, unclear or had major omissions. 
No effort to help others learn.

Disrespectful, inappropriate or disruptive.
	Topic discussion matched objective, but was disorganized, not engaging, rambling or included irrelevant data.  

Minimal effort to help others learn. 
Minimal effort to be appropriate, respectful, or professional.
	Topic discussion matched objective and was accurate, complete, engaging.  Does not site resources.  Resources are not peer reviewed.
Effort made to help others learn.

Respectful, professional.
	Thorough, accurate knowledge of the topic; able to answer topic questions accurately and clearly. Sites resources. Resources are peer reviewed.  

Student is a master at teaching colleagues.

Excellent effort to help others learn. 
 


Comments: _____________________________________________________________________________ ________________________________________________________________________________________
Appendix G – Narrative Medicine Assignment Rubric
Student: ___________________________Faculty: ______________________________  Date: ___________  
	0 points
	3 points
	6 points 
	8 points

	No assignment turned in.  If rude, aggressive, disrespectful or sarcastic tone or language used, the student will also receive 0 points and an incident report will be submitted. Checklist not done.
	No or little reflection. 

Incomplete, leaving out components that were asked for, including student name, etc.  
Unorganized essay or confusing organization. Many grammar mistakes OR Written with sentence fragments.  Checklist not done or incomplete.
	Draft and final narrative submitted on time and complete.  Reflection demonstrates a change in attitude or perspective.

Student’s thoughts and learning are visible.  
Organized. Minor grammar mistakes.  Essay meets basic requirements, but is not polished. Checklist (see below) is complete.
	Outstanding, relevant, insightful reflection demonstrating changes in attitude and perspective and how lessons learned are applicable and transferable to other areas of the student’s life.
Well-organized, polished, expressive writing.  Student goes beyond the checklist.  Minor or no grammar mistakes.


Checklist for narrative medicine assignment: 
1. Is the essay on topic (a response to the essay assignment instructions)?


          Yes __ No__
     

2. Is the student courteous/respectful when addressing others' views?



          Yes __ No__
 
3. Has the student included sensory details?






          Yes __ No__
4. Has the student included a description of his or her own feelings?

          

          Yes __ No__
     
5. Is there a beginning, middle, and end?






          Yes __ No__

6. Has the student abided by the Student Honor Pledge and the FIU academic dishonesty policy?     
          Yes __ No__
   

7. Is this essay original work?
  






          Yes __ No__

8. Does the essay have an appropriate title?






          Yes __ No__
   

9. Is the essay handed in on time?







          Yes __ No__
      

10. Is the essay the appropriate length?






          Yes __ No__
   

11. Is the essay written in complete English sentences?





          Yes __ No__
 

12. Is the essay grammatical, properly punctuated, and written in prose appropriate for academic writing?  Yes __ No__
      

13. Is the writing clear and straightforward, and concise?




           Yes __ No__
      
14. Is the student’s name on the assignment?






           Yes __ No__
15. Is the course number on the assignment?






           Yes __ No__
16. Is the date on the assignment?







           Yes __ No__
17. Are page numbers on the assignment?






           Yes __ No__
18. Has the student included a citation in the APA or MLA format listed for each quotation, reference or paraphrase where appropriate? (Leave blank if there are no quotations, references or paraphrases).

           Yes __ No__
   

Appendix H – Core Case Card

Student: __________________________________________________________

	Core Case/Skill
	Date Seen
	Live or Simulation?
	Attending Name
	Attending Signature – demonstrates competency in skills

	Observed doing H&P 
	
	
	
	

	Asthma
	
	
	
	

	Arthritis (acute or chronic)
	
	
	
	

	Common Skin Diseases
	
	
	
	

	Constipation
	
	
	
	

	COPD, outpatient
	
	
	
	

	Cough
	
	
	
	

	Diabetes Mellitus, outpatient
	
	
	
	

	Dyslipidemia
	
	
	
	

	Fatigue
	
	
	
	

	GERD
	
	
	
	

	Middle Ear Disorder
	
	
	
	

	Nausea & Vomiting
	
	
	
	

	Obesity
	
	
	
	

	Osteopenia/Osteoporosis
	
	
	
	

	Rhinitis
	
	
	
	

	Thyroid Disorders
	
	
	
	

	Tobacco Abuse/Prevention
	
	
	
	

	URI (Upper Respiratory Infection)
	
	
	
	

	UTI (Urinary Tract Infection)
	
	
	
	

	Well Male Visit
	
	
	
	

	Performance of Monofilament testing
	
	
	
	

	MDI and Spacer Patient Education
	
	
	
	

	Peak Flow Testing Patient Education
	
	
	
	

	Nasal Spray Patient Education
	
	
	
	

	Appropriate application of ABCDE tool for 1 skin lesion
	
	
	
	

	Administration of Intramuscular Injection
	
	
	
	

	Performance of an EKG
	
	
	
	

	Performance of Urinalysis with dipstick
	
	
	
	


Appendix I – Core Cases and Core Skills
Core Case:  Asthma
Description
· Students will be expected to participate in the care of at least 1 patient with symptoms suggestive of asthma

· An alternative to seeing a patient will be completion of a web-based simulation case:  fmCase #13
· Reading:  Sloane, PD, et al., Essential of Family Medicine, Chapter 52, pg. 607-623
Students should be able to:

· Formulate a list of at least 5 differential diagnoses for a patient presenting with symptoms (that may be attributed to asthma) of wheezing, cough, sputum production or shortness of breath (asthma, lower airway infection, CHF, foreign body aspiration, allergic rhinitis, sinusitis, gastroesophageal reflux, COPD, pulmonary embolus). 
· Classify asthma as intermittent, persistent-mild, persistent-moderate and persistent-severe asthma and recommend appropriate treatment for intermittent and persistent asthma based on EPR-3 (Expert Panel Report 3 of the National Asthma Education and Prevention Program) evidence-based guidelines.  
· Outline the pathophysiology of asthma (IgE causes release of histamine, trypase, leukotrienes, prostaglandins from mast cells which cause smooth muscle contraction and pulmonary obstruction.  Persistent disease leads to mucus hypersecretion and smooth muscle hypertrophy and hyperplasia and can lead to remodeling of airways.) 
· Understand the mechanism of action (in terms of the pathogenesis of asthma) for beta agonists, steroids, anticholinergics and mast cell stabilizers.
· Identify risk factors for asthma exacerbation (smoke exposure, allergy exposure, overweight, exercise, beta blocker use).

· List the vaccines indicated by the CDC for patients with asthma (influenza vaccine for everyone 6 months and older and pneumococcal vaccine for anyone 2 through 64 years of age who has a long-term health problem such as lung disease or any adult 19 through 64 years of age who is a smoker or has asthma). 

Setting: Outpatient

Online Student Resources:

· American Academy of Family Physicians Asthma Topic Module http://www.aafp.org/afp/topicModules/viewTopicModule.htm?topicModuleId=3

Online Patient Resources: 

· American Academy of Family Physicians Patient Website http://familydoctor.org/online/famdocen/home/common/asthma.html
· Zap Asthma Online Simulation by Southern Polytechnic State University    http://www.peachtreelearning.com/

Core Case: Arthritis

Description:

· Students will be expected to participate in the care of at least 1 patient with arthritis, acute or chronic.  

· An alternative to seeing a patient will be completion of a web-based simulation case:  fmCase #11
· Reading:  Sloane, PD, et al., Essential of Family Medicine, Chapters 34 and 35, pg. 421-435, 457
Students should be able to:

· Differentiate between the diagnoses of osteoarthritis (OA) and rheumatoid arthritis (RA). OA: progressive chronic pain, location DIP and weight bearing joints, early morning stiffness <30 minutes, no systemic or inflammatory features.  

RA: acute flare ups or chronic course, location PIP and MCP joints and symmetric small joints, early morning stiffness >60 minutes, systemic and inflammatory features common.
· Identify red flag symptoms and signs in a patient presenting with joint pain. 

Fever, chills, monoarticular: septic arthritis

Weight loss: bony metastatic malignancy, RA or systemic lupus erythematous (SLE)

Headaches, vision loss, scalp tenderness, jaw claudication: giant cell arteritis

Skin or nail changes: psoriasis, scleroderma, SLE, Reiter syndrome, Lyme disease

Multiorgan signs or symptoms: SLE, collagen vascular disorder

Cutaneous, subcutaneous nodules: gout, RA

Conjunctivitis, uveitis, dry eyes: RA, Sjogren syndrome, Reiter syndrome
· Identify the diagnostic criteria for RA and Gout. (Sloane, page 429)

· Recommend treatment strategies for OA and RA (Sloane, page 428)

· Discuss the pathophysiology of OA (cartilage thinning, osteophyte formation and local inflammation of the joint capsule) and gout (uric acid crystallization in the joint).

Setting: Outpatient

Online Student Resources:

· AAFP 
http://www.aafp.org/afp/2005/0915/p1037.html 


http://www.aafp.org/afp/2003/0701/p83.html

http://www.aafp.org/afp/2003/0915/p1151.html

Online Patient Resource:

· American Academy of Family Physicians Patient Website http://familydoctor.org/familydoctor/en/diseases-conditions/rheumatoid-arthritis.html
http://familydoctor.org/familydoctor/en/diseases-conditions/osteoarthritis.html
· CDC: http://www.cdc.gov/Arthritis/

Core Case:  Common Skin Diseases

Description:

· Students will be expected to participate in the care of at least 1 patient with a common skin disease, such as atopic dermatitis, contact dermatitis, acne or tinea pedis.

· An alternative to seeing a patient will be completion of a web-based simulation case:  fmCase #16
· Reading:  Sloane, PD, et al., Essential of Family Medicine, Chapter 39, pg. 467-476

Students should be able to:

· Diagnose common and important lesions, including acne, atopic dermatitis, psoriasis, contact dermatitis, candidiasis, cellulitis, melanoma and non-melanoma skin cancer.  (Harrison’s Online, Chapter 52; please use visual aids to aid in peer to peer teaching presentation)
· Demonstrate knowledge of basic pharmacology and administration of medications commonly used for treatment of skin diseases, particularly steroids, topical and oral retinoids, topical and oral antimicrobial agents and emollients.  (Harrison’s Online, Chapter 52)
· Identify at least 5 risk factors for melanoma and non-melanoma skin cancer (total body nevi, family or personal history, dysplastic nevi, light skin/hair/eye color, poor tanning ability, freckling, UV exposure/sunburns/tanning booths, CDKN2A mutation, MC1R variants).  (Harrison’s Online, Chapter 87)
· Define the following dermatologic terms used in describing morphology of skin lesions and eruptions: plaque, patch, macule, papule, wheal, vesicle, bulla, nodule, pustule. 
· Accurately describe skin lesions using terms that describe the morphology, shape and pattern of skin lesions.

· Apply the ABCDE tool in the evaluation of hyperpigmented lesions.  
Setting: Outpatient

Online Student Resources:

· New Zealand Dermatologic Society Incorporated: DermNet NZ  http://dermnetnz.org/doctors/lesions/
· American Academy of Family Physicians Skin Lesion Topic Module http://www.aafp.org/afp/topicModules/viewTopicModule.htm?topicModuleId=21
· Visual Dx online tutorial http://www.logicalimages.com/educationalTools/learnDerm.htm 

Online Patient Resource:

· American Academy of Family Physicians Patient Website http://familydoctor.org/online/famdocen/home/common/skin.html

Core Case:  Constipation

Description:

· Students will be expected to participate in the care of at least 1 patient with constipation.

· An alternative to seeing a patient will be completion of 2 web-based simulation cases: 

http://clinicalcases.org/2004/03/abdominal-pain-and-constipation-in-dm.html

http://clinicalcases.org/2004/05/hypothyroidism-presenting-with.html
· Reading:  Sloane, PD, et al., Essential of Family Medicine, Chapter 22, pg. 263-268

Students should be able to:

· Formulate a list of at least 5 causes of constipation [medications, metabolic (hypothyroidism, hypomagnesemia, hypercalcemia, hypokalemia, uremia, heavy metal poisoning), mechanical obstruction (colon cancer, stricture, compression, rectocele, Crohn’s), neuropathies (Parkinson’s, multiple sclerosis, Hirschsprung disease).

· Identify at least 5 medications that can cause constipation [iron supplements, calcium channel blockers, diuretics, narcotics, anticholinergics, antihistamines, laxatives (chronic use), NSAIDS, calcium supplements, antacids].
· Recognize the ROME III diagnostic criteria for functional constipation (At least 2 of the following symptoms over the preceding 3 months: fewer than 3 bowel movements per week, straining, lumpy or hard stools, sensation of anorectal obstruction, sensation of incomplete defecation, manual maneuvering required to defecate.  A patient should not meet the suggested criteria for irritable bowel syndrome (IBS) and loose stools are rarely present without the use of laxatives.)
· Recognize at least 5 red flag symptoms for patients with constipation that may indicate more serious disease (progressive, lower intestinal bleeding, weight loss > 10 pounds, anemia, family history of colon cancer, age > 50 years or need to manually remove stool).

· Recommend major treatment modalities for constipation appropriately based on the etiology, including treating the underlying cause (hypothyroidism, bowel obstruction, anal fissure), lifestyle changes (including adding fiber, increasing water intake, decreasing caffeine intake, walking daily) and medications (including bulking agents, stimulant laxatives, osmotic laxatives and stool softeners).

Setting: Outpatient

Online Student Resources:

· American Academy of Family Physicians Evaluation and Treatment of Constipation in Infants and Children   

http://www.aafp.org/afp/2006/0201/p469.html

· American Academy of Family Physicians Evaluation of Constipation http://www.aafp.org/afp/2002/0601/p2283.html
Online Patient Resources:

· University of California San Francisco Patient Education http://www.ucsfhealth.org/education/constipation/index.html

· American Academy of Family Physicians Patient Website http://familydoctor.org/online/famdocen/home/common/digestive/basics/037.printerview.html
Core Case:  COPD 
Description:

· Students will be expected to participate in the care of at least 1 patient with COPD
· An alternative to seeing a patient will be completion of a web-based simulation case:  fmCase #28
· Reading:  Sloane, PD, et al., Essential of Family Medicine, pg. 609, 647-658
Students should be able to:

· Report the diagnostic criteria for COPD (incompletely reversible airflow obstruction as demonstrated by FEV1/FVC ration <0.7 after administration of a bronchodilator).  

· Use spirometry to classify a patient with COPD based on the GOLD (Global Initiative for Chronic Obstructive Lung Disease) classification.  

· Recommend appropriate treatment (including smoking cessation, vaccinations, exercise training, patient, education and administration of medications) for a patient with COPD based on their GOLD classification.  

· Describe the mechanism of action for medications used in the treatment of COPD (beta agonists, corticosteroids, oxygen, anticholinergics).

· Recommend appropriate treatment for a COPD exacerbation, including whether or not to use antibiotics (give antibiotics if the patient has increased dyspnea, increased sputum volume and increased sputum purulence or if the patient has increased purulence and either of the other 2 symptoms.)

· Understand the role of smoking cessation in the management of COPD (this is the only management step that can decrease disease progression).

Setting: Outpatient

Online Student Resources:

· Gold Website:  www.goldcopd.org
Online Patient Resource:
· American Academy of Family Physicians Patient Website    http://familydoctor.org/familydoctor/en/diseases-conditions/chronic-obstructive-pulmonary-disease.html
Core Case:  Cough

Description:

· Students will be expected to participate in the care of at least 1 patient with cough

· An alternative to seeing a patient will be completion of a web-based simulation case 
http://allergycases.org/2008/07/cough-in-patient-with-allergic-rhinitis.html http://clinicalcases.org/2004/08/pneumonia-complicated-with-empyema-and.html

· Reading:  Sloane, PD, et al., Essential of Family Medicine, pg. 69, 625, 626t, 627, 629

Students should be able to:

· Formulate a list of at least 5 differential diagnoses of cough (influenza, pertussis, tuberculosis, pneumonia, rhinitis, asthma, reflux, congestive heart failure, lung cancer, pulmonary fibrosis, COPD).

· Recognize at least 5 common viral etiologies for cough (influenza, parainfluenza, adenovirus, respiratory syncytial virus, rhinovirus, coronavirus).
· Recommend major treatment modalities for cough appropriately based on etiology. 

· Report the FDA’s 2008 recommendation regarding the use of antitussives in children (against the use of antitussives for children less than age 2 years old and advising caution in older children).

· Describe the mechanism of action for codeine as an antitussive (binds the opiate receptor suppressing the medullary cough center.)

· Report the CDC’s recommendation for vaccine administration of:

· influenza vaccine for all persons age greater than or equal to 6 months in the United States

· 13-valent pneumococcal polysaccharide-protein conjugate vaccine for of all children aged 2--59 months, children aged 60--71 months with underlying medical conditions, and children who received ≥1 dose of PCV7 previously

· 23-valent pneumococcal polysaccharide vaccine for all adults aged ≥65 years and adults aged 19-64 years with underlying medical conditions that put them at greater risk for serious pneumococcal infection [chronic illness, chronic cardiovascular disease (congestive heart failure or cardiomyopathies), chronic pulmonary disease (COPD, cigarette smoking, asthma), diabetes mellitus, alcoholism, chronic liver disease (cirrhosis), functional or anatomic asplenia, immunocompromised persons].

Setting: Outpatient

Online Student Resources:

· Diagnosis and Management of Cough:  ACCP Evidence-Based Clinical Practice Guidelines.  Access: http://chestjournal.chestpubs.org/content/129/1_suppl 

(summary available in AFP at http://www.aafp.org/afp/2007/0215/p567.html )

· Lee J, Kim M, et al. A cheaper, faster way to resolve chronic cough. JFPOnline. 2007;56:641-646. http://www.jfponline.com/pdf%2F5608%2F5608JFP_OriginalResearch.pdf  

· P Pisarik, Montoya C. When should a chest x-ray be used to evaluate acute-onset productive cough for adults? JFPOnline.2005;54:1081-1083. http://www.jfponline.com/pdf%2F5412%2F5412JFP_ClinicalInquiries2.pdf 
Online Patient Resource:
· American Academy of Family Physicians Patient Website  familydoctor.org/online/famdocen/home/tools/symptom/516.html

Core Case:  Diabetes Mellitus
Description:

· Students will be expected to participate in the care of at least 1 patient with diabetes mellitus

· An alternative to seeing a patient will be completion of a web-based simulation case:  fmCase #6

· Reading: Sloane, PD, et al., Essential of Family Medicine, pg. 149-164 
Students should be able to: 

· Apply diagnostic criteria for type 2 diabetes mellitus:

· symptomatic and a random glucose ≥ 200mg/dL OR 
· hemoglobin A1C > or = 6.5 OR 
· fasting glucose ≥ 126 mg/dL (should be confirmed with repeat testing) OR 
· 2 hour 75 gm glucose tolerance test ≥ 200 mg/dL
· Recognize symptoms of hyperglycemia (nausea, vomiting, abdominal pain, headache, thirst, polydipsia, polyuria, weight loss, lethargy, dizziness) and signs of hyperglycemia (dehydration, mental status changes, seizures).
· Identify evidence-based guidelines for patients with type 2 diabetes (BP goal <130/80 mm Hg, treat microalbuminuria with ACE inhibitor or ARB, counsel on smoking cessation,  daily 81 mg aspirin for men with increased 10 year risk of CAD and for women with increased 10 year risk of stroke, LDL goal <100 mg/dL, hemoglobin A1C <7.0, encourage glucose self- monitoring for patients on insulin, screen annually for nephropathy with spot microalbumin/creatinine ratio, screen annually for peripheral neuropathy).

· Discuss the mechanism of action and side effects of medications used for type 2 diabetes (biguanides, sulfonylureas, thiazolidinediones, insulin, gliptins, GLP-1 receptor agonists). 
· Describe potential microvascular and macrovascular complications of diabetes (microvascular: neuropathy, nephropathy, retinopathy; macrovascular: heart disease, stroke, peripheral vascular disease).
· Apply motivational interviewing technique in discussing behavioral changes in a patient with diabetes to encourage glycemic control (limiting carbohydrates in diet, increasing fiber intake, increasing whole grains in diet, increasing fruits and vegetables in diet, reducing saturated and trans fats in diet, and exercising).

Setting: Outpatient

Online Student Resources: 

· U.S. Preventive Services Task Force. Screening for type 2 diabetes mellitus in adults. Recommendation statement. June 2008. http://www.ahrq.gov/clinic/uspstf08/type2/type2rs.htm#clinical 

· Patel, P and A Macerollo. Diabetes Mellitus: Diagnosis and Screening. Am Fam Physician. 2010;81(7):863-870.  Available at: http://www.aafp.org/afp/2010/0401/p863.pdf
Online Patient Resources:
· American Academy of Family Physicians Patient Website familydoctor.org/familydoctor/en/diseases-conditions/diabetes.html
Core Case:  Dyslipidemia

Description:

·  Students will be expected to participate in the care of at least 1 patient with dyslipidemia

· An alternative to seeing a patient will be completion of 1 web-based simulation case:
fmCase #22, fmCase #9, fmCase #2

· Reading:  
Sloane, PD, et al., Essential of Family Medicine, pg. 63, 117, 154-155 and             
        

ATP III Guidelines At-A-Glance Quick Desk Reference 





http://www.nhlbi.nih.gov/guidelines/cholesterol/atglance.pdf

Students should be able to: 
· Determine a patient’s cholesterol and lipoprotein goals based on current guidelines and the individual’s risk factors (NCEP ATP III guidelines at the website above).

· Identify at least 5 risk factors for atherosclerotic coronary artery disease including cigarette smoking, hypertension, family history of early death due to cardiovascular disease, obesity, diabetes, metabolic syndrome).

· Report the U.S. Preventive Services Task Force (USPSTF) recommendations:
· The USPSTF strongly recommends screening men aged 35 and older for lipid disorders.  
Grade: A Recommendation.

· The USPSTF recommends screening men aged 20 to 35 for lipid disorders if they are at increased risk for coronary heart disease.  Grade: B Recommendation. 

· The USPSTF strongly recommends screening women aged 45 and older for lipid disorders if they are at increased risk for coronary heart disease.  Grade: A Recommendation.

· The USPSTF recommends screening women aged 20 to 45 for lipid disorders if they are at increased risk for coronary heart disease.  Grade: B Recommendation.

· The evidence is insufficient to recommend for or against routine screening for lipid disorders in infants, children, adolescents, or young adults (up to age 20). Grade: I Statement.

· The USPSTF recommends intensive behavioral dietary counseling for adult patients with hyperlipidemia and other known risk factors for cardiovascular and diet-related chronic disease. Intensive counseling can be delivered by primary care clinicians or by referral to other specialists, such as nutritionists or dietitians. Grade: B Recommendation. 

· Describe pathophysiology of the formation of an atherosclerotic plaque and its relationship to acute coronary syndromes.

· Report the mechanism of action of statins (inhibits the enzyme HMG-CoA reductase decreasing the synthesis of cholesterol in the liver) in the treatment of hyperlipidemia and the possible side effects of statins (increased liver function tests, myopathy, rhabdomyolysis).
· List at least 4 major evidenced-based treatment modalities for dyslipidemia (low fat diet, exercise, statins, fibrates, bile acid binding resins, niacin).
Setting: Outpatient

Online Student Resources: 
· National Heart Lung and Blood Institute Risk Calculator http://hp2010.nhlbihin.net/atpiii/CALCULATOR.asp?usertype=prof

· Third Report of the National Cholesterol Education Program (NCEP) Expert Panel on Detection, Evaluation and Treatment of High Blood Cholesterol in Adults (Adult Treatment Panel III) Executive Summary http://www.nhlbi.nih.gov/guidelines/cholesterol/atp3xsum.pdf
· USPSTF Guidelines, Screening in adults: http://www.uspreventiveservicestaskforce.org/uspstf/uspschol.htm
· USPSTF Guidelines, Screening in children: http://www.uspreventiveservicestaskforce.org/uspstf/uspschlip.htm
Online Patient Resources:
· American Academy of Family Physicians Patient Website What your Cholesterol Level Means http://familydoctor.org/online/famdocen/home/common/heartdisease/risk/029.html  
· American Academy of Family Physicians Patient Website Cholesterol: Lifestyle Changes to Improve Your Levels  http://familydoctor.org/online/famdocen/home/common/heartdisease/risk/1031.html
· American Academy of Family Physicians Patient Website  Cholesterol Lowering Medicines    http://familydoctor.org/online/famdocen/home/seniors/seniors-meds/801.html

Core Case:  Fatigue

Description:

· Students will be expected to participate in the care of at least 1 patient with fatigue
· An alternative to seeing a patient will be completion of 2 web-based simulation cases

fmCase  #26, fmCase #14
· Reading:  Sloane, PD, et al., Essential of Family Medicine, pg. 513-523
Students should be able to:
· Formulate a list of at least 5 differential diagnoses for a patient presenting with fatigue [pregnancy, anemia, endocrine disorders (diabetes, hypothyroidism) , depression/dysthymia, CHF, sleep apnea or sleep disorder, substance abuse, cirrhosis, renal failure, autoimmune disorders, chronic infection, medications (narcotics, antihistamines, antihypertensives)].

· List at least 5 laboratory tests to consider in the workup for a patient presenting with fatigue (CBC, ESR, fasting glucose, TSH, chemistry panel, pregnancy test, HIV)

· Define the diagnostic criteria for chronic fatigue syndrome.
· List at least 5 medications that can cause fatigue (beta blockers, SSRI’s, diuretics, alpha blockers, antiseizure medications, opiates, NSAIDS).

Setting: Outpatient

Online Student Resource:
· American Academy of Family Physicians    http://www.aafp.org/afp/2008/1115/p1173.html

Online Patient Resources:
· American Academy of Family Physicians Patient Website Chronic Fatigue Syndrome  http://familydoctor.org/online/famdocen/home/common/pain/disorders/031.html
· American Academy of Family Physicians Patient Website Fibromyalgia  http://familydoctor.org/online/famdocen/home/common/pain/disorders/070.html
· American Academy of Family Physicians Patient Website Changes in Pregnancy  http://familydoctor.org/online/famdocen/home/women/pregnancy/your-pregnancy/957.html
Core Case:  Gastroesophageal Reflux (GERD)
Description:

·  Students will be expected to participate in the care of at least 1 patient with GERD

· An alternative to seeing a patient will be completion of a web-based simulation case:  fmCase #19
· Reading:        Sloane, PD, et al., Essential of Family Medicine, pg. 241-252             



Students should be able to: 

· Describe the pathophysiology of GERD (reflux of stomach contents into the esophagus occurs associated with decreased functioning of the esophagogastric junction and clearing of the esophagus).   

· Recognize clinical features of GERD (heartburn, burning or radiating abdominal pain, sour taste in the mouth (waterbrash), worse with eating, worse with bending or lying down, less with food or antacids).

· Discuss the diagnostic strategy for GERD symptoms (no alarm symptoms: empiric treatment with a proton pump inhibitor and if patient responds GERD is likely diagnosis and consider endoscopy if patient does not respond; alarm symptoms or new symptoms for a patient > 55 years old: endoscopy.  

· Discuss lifestyle and medication treatment options for GERD, including mechanism of action and side effects of medications.  
Setting: Outpatient

Online Student Resources: 

· AHRQ: effectivehealthcare.ahrq.gov/ehc/products/165/757/gerd_clinician.pdf
Online Patient Resources:
· www.ncbi.nlm.nih.gov/pubmedhealth/PMH0001311/
· www.mayoclinic.com/health/gerd/DS00967

Core Case:  Middle Ear Disorder

Description:

· Students will be expected to participate in the care of at least 1 patient with a middle ear disorder

· An alternative to seeing a patient will be completion of a web-based simulation case  CLIPPS #14
· Reading: 
Sloane, PD, et al., Essential of Family Medicine, pg. 191-198

 



Current Medical Dx & Tx Chapter 8. Ear, Nose, & Throat Disorders (Eustachian Tube 



             Dysfunction (available online at the FIUHWCOM)
Students should be able to:
· Briefly discuss anatomy of the middle ear and recognize 7 signs of an abnormal ear examination on physical examination (bulging, perforated or immobile tympanic membrane, air-fluid line behind the tympanic membrane, air bubbles behind the tympanic membrane, pus or discharge in the external canal, tender tragus, posterior or anterior auricular lymphadenopathy). 
· Formulate a list of at least 5 differential diagnoses for a patient presenting with ear pain (otitis media, otitis externa, TMJ or referred pain from pharyngitis or dental source, Eustachian tube dysfunction, allergic rhinitis, rhinosinusitis, cholesteatoma, mastoiditis).

· Define the diagnostic criteria for acute otitis media.  (AAFP recommendations for children aged 2 months to 12 years requires all of the following: history of acute onset; middle ear effusion as evidenced by bulging tympanic membrane, limited or absent mobility of tympanic membrane, air-fluid level behind tympanic membrane or otorrhea; and middle ear inflammation as evidenced by either distinct erythema of tympanic membrane or distinct otalgia.)

· Identify at least 3 medications that can cause hearing loss (aspirin, aminoglycosides, diuretics).

· Define criteria for supportive otitis media management (children >6 months old, child 6-24 months with uncertain diagnosis, no evidence of severe infection or sepsis) and for antibiotic treatment in otitis media (children <6 months old, child 6-24 months with certain diagnosis, evidence of severe infection or sepsis).

· Formulate a list of at least 5 causes of hearing loss (presbycusis, cerumen impaction, Meniere disease, otosclerosis, medications). 

Setting: Outpatient

Online Student Resources:

· AAFP Common ENT Problems www.aafp.org/online/etc/medialib/aafp_org/documents/cme/courses/board/ent.Par.0001.File.tmp/Common%20ENT%20Breakout.pdf
· ENT Tutorial: Malignant Otitis Externa enttutorials.drtbalu.com/mod/resource/view.php?inpopup=true&id=16
· Hopkins Antibiotic Guide

hopkins-abxguide.org/diagnosis/heent/otitis_externa.html?contentInstanceId=255293

Online Patient Resources:

· American Academy of Family Physicians Patient Website Otitis Media with Effusion familydoctor.org/online/famdocen/home/children/parents/common/ent/330.html 
· American Academy of Family Physicians Patient Website Earaches in Children  familydoctor.org/online/famdocen/home/children/parents/common/ent/055.html 

· American Academy of Family Physicians Patient Website Swimmer’s Ear  familydoctor.org/online/famdocen/home/common/infections/common/bacterial/657.html

· American Academy of Family Physicians Patient Website Repeated Infections in Children  familydoctor.org/online/famdocen/home/children/parents/common/ent/221.html

· American Academy of Family Physicians Patient Website Ear Problems familydoctor.org/507.xml

Core Case: Nausea and Vomiting

Description:

· Students will be expected to participate in the care of at least 1 patient with nausea and vomiting

· An alternative to seeing a patient will be completion of 1 web-based simulation case:  fmCase #14
· Reading:     
Sloane, PD, et al., Essential of Family Medicine, pg. 290, 292                                            

Current Medical Dx and Tx, Chapter 15, Gastrointestinal Disorders (available online 


at the FIUHWCOM library)

Students should be able to: 
· Formulate a list of least 5 differential diagnoses for a patient presenting with acute nausea or vomiting (gastroenteritis, food poisoning, hepatitis, acute renal failure, medication side effects, obstruction, pancreatitis, biliary disease) and for a patient presenting with chronic nausea or vomiting (peptic ulcer disease, gastroparesis, gastric outlet obstruction, uremia, chronic hepatitis, increased intracranial pressure).

· List at least 5 nonpharmacologic treatments for the common problem of nausea that arises during pregnancy (avoid offending foods, frequent small meals, drink liquids apart from meals, keep dry crackers at bedside, ginger candy or tea.)

· Describe the mechanism of action of phenothiazines such as prochlorperazine or promethazine (centrally acting agents that exert an antiemetic effect by directly affecting the medullary chemoreceptor trigger zone (CTZ), apparently by blocking dopamine receptors in the CTZ).  

· List at least 4 classes of medications used for nausea and vomiting and their mechanisms of action [phenothiazines, motility agents (metoclopramide), anticholinergic (scopolamine), antihistamines].

· List at least 3 reasons a patient with nausea and vomiting should be referred to the emergency room or hospitalized [evidence of significant dehydration on physical examination (dry mucosal membranes, decreased skin turgor, weakness), increased BUN/Creatinine ratio, inability to keep down oral intake].

· Contrast the approach to treatment of nausea/vomiting caused by pregnancy (nonpharmacologic, then pharmacologic), gastroenteritis (supportively unless there are red flags such as hematochezia or sepsis, then pharmacologically), chemotherapy (more aggressively approach with pharmacologic agents), and surgical abdomen (hydration, pain management, then possibly surgery).

Setting: Outpatient

Online Student Resource:

· http://www.im.org/Resources/Education/Students/Learning/CDIMsubinternshipCurriculum/Documents/nauseau-teacher.pdf

Online Patient Resources:
· American Academy of Family Physicians Patient Website Nausea and Vomiting http://familydoctor.org/online/famdocen/home/tools/symptom/529.html
· American Academy of Family Physicians Patient Website Nausea and Vomiting in Infants and Children  http://familydoctor.org/online/famdocen/home/tools/symptom/530.html
· American Academy of Family Physicians Patient Website OTC Antiemetics  http://familydoctor.org/online/famdocen/home/otc-center/otc-medicines/856.html

Core Case:  Obesity

Description:

· Students will be expected to participate in the care of at least 1 patient with obesity

· An alternative to seeing a patient will be completion of a web-based simulation case


fmCase #21

· Reading:  Sloane, PD, et al., Essential of Family Medicine, pg. 179-190
Students should be able to:

· Define BMI (body mass index is calculated by dividing the weight in kg by the height in meters squared).

· Define the criteria for obesity and overweight for children and adults (children: overweight is a BMI at or above the 85th percentile and lower than 95th percentile, obesity is a BMI at or above the 95th percentile; adults: overweight is a BMI of 25-29.9 kg/m2 and obesity is a BMI of greater than 30 kg/m2). 

· Report the USPSTF guidelines regarding screening and intervention of obesity: The USPSTF recommends :
· that clinicians screen children aged 6 years and older for obesity and offer them or refer them to comprehensive, intensive behavioral interventions to promote improvement in weight status.  Grade: B recommendation.  
· that clinicians screen all adult patients for obesity and offer intensive counseling and behavioral interventions to promote sustained weight loss for obese adults.  Grade: B Recommendation.  
· The USPSTF concludes that the evidence is insufficient to recommend for or against the use of moderate- or low-intensity counseling together with behavioral interventions to promote sustained weight loss in obese adults.  Grade: I Statement. 
· The USPSTF concludes that the evidence is insufficient to recommend for or against the use of counseling of any intensity and behavioral interventions to promote sustained weight loss in overweight adults.  Grade: I Statement.

· Identify at least 5 conditions associated with obesity (coronary heart disease, hyperlipidemia, fatty liver, colon cancer, hypertension, low back pain, osteoarthritis, diabetes, reflux, sleep apnea, polycystic ovarian syndrome).

· Report that the loss of 1 pound of fat requires a 3500 calorie deficit.

· Report 5-10% weight reduction as a clinically significant goal for obese patients.

Setting: Outpatient

Online Student Resources:

· NHLBI Obesity Education Initiative. The Practical Guide: Identification, Evaluation, and Treatment of Overweight and Obesity in Adults. 2000; http://www.nhlbi.nih.gov/guidelines/obesity/prctgd_c.pdf

· CDC: Overweight and Obesity: http://www.cdc.gov/obesity/index.html

Online Patient Resources:
· American Academy of Family Physicians Patient Website Weight Loss http://familydoctor.org/online/famdocen/home/healthy/food/improve/788.html  
· American Academy of Family Physicians Patient Website Weight Issues in Children http://familydoctor.org/online/famdocen/home/healthy/food/kids/343.html 
· American Academy of Family Physicians Patient Website Obesity Videos  http://familydoctor.org/online/famdocen/home/allmediavideos/obesity.html 
· NHLBI Obesity Education Initiative. The Practical Guide: Identification, Evaluation, and Treatment of Overweight and Obesity in Adults. 2000; http://www.nhlbi.nih.gov/guidelines/obesity/prctgd_c.pdf

Core Case: Osteopenia/Osteoporosis

Description:

· Students will be expected to participate in the care of at least 1 patient with osteopenia or osteoporosis

· An alternative to seeing a patient will be completion of a web-based simulation case:  fmCase #17
· Reading:         Sloane, PD, et al., Essential of Family Medicine, pg. 354-357, 439                       

Students should be able to:

· Outline the pathophysiology of osteoporosis (estrogen inhibits osteoclast activity; decreased estrogen leads to lack of inhibition of osteoclasts which causes bone resorption and bone loss).
· List at least 5 risk factors for osteoporosis (female, poor intake of calcium and vitamin D, sedentary lifestyle, low body fat, Northern European or Asian ancestry, smoking, proton pump inhibitor or SSRI use, prolonged amenorrhea, early menopause, chronic steroid use.)

· Report the diagnostic criteria for osteopenia and osteoporosis.  (T score: the number of standard deviations above or below the mean bone mineral density values for a young healthy adult as determined by a Dual-emission X-ray absorptiometry, or DXA, of the hip and lumbar spine.  Osteopenia: T-score lower than -1 and greater than -2.5.  Osteoporosis: T-score of -2.5 or lower.)
· Report the USPSTF recommendation regarding osteoporosis:
· The USPSTF recommends screening for osteoporosis in women aged 65 years or older and in younger women whose fracture risk is equal to or greater than that of a 65-year-old white woman who has no additional risk factors. Grade: B Recommendation. 

· The USPSTF concludes that the current evidence is insufficient to assess the balance of benefits and harms of screening for osteoporosis in men. Grade: I Statement 

· List the mechanism of action for the major treatments for osteoporosis (estrogen: inhibits osteoclast activity, bisphosphonates: inhibit bone resorption).

· Report that calcium and vitamin D should be recommended for patients with osteoporosis (1000 – 1500 mg calcium carbonate or 400 mg calcium citrate daily, 800 IU vitamin D daily).

Setting: Outpatient

Online Student Resources:

· http://www.uspreventiveservicestaskforce.org/uspstf/uspsoste.htm
Online Patient Resources:

· American Academy of Family Physicians Patient Website http://familydoctor.org/familydoctor/en/diseases-conditions/osteoporosis.html

Core Case:  Rhinitis

Description:

· Students will be expected to participate in the care of at least 1 patient with rhinitis

· An alternative to seeing a patient will be completion of a web-based simulation case:  fmCase #13
· Reading:       Sloane, PD, et al., Essential of Family Medicine, pg. 597-605, 629, 631                       

        Current Diagnosis & Treatment in Otolaryngology—Head & Neck Surgery, Chapter 


14: Nonallergic & Allergic Rhinitis (Available online at the FIUHWCOM  library)
Students should be able to:

· Describe the anatomy of the nasal cavity and the paranasal sinuses.

· Describe the pathophysiology of allergic rhinitis, a Type I hypersensitivity reaction (allergen binding to IgE in sensitized individuals on mast cells on nasal mucosa causes degranulation and releases histamines, leukotrienes and bradykinins which causes vasodilation, fluid transudation and swelling).  

· Formulate a list of at least 5 differential diagnoses for a patient presenting with rhinorrhea (common cold, vasomotor rhinitis, sinusitis, nasal polyps, rhinitis medicamentosa).

· Differentiate allergic rhinitis, viral rhinosinusitis (common cold) and acute sinusitis based on symptoms and signs (allergic rhinitis- sneezing, seasonal symptoms with exposure, thin secretions, bluish boggy nasal mucosa, allergic shiners, nasal crease; viral rhinosinusitis-sneezing, cough, erythematous nasal or pharyngeal mucosa; sinusitis-facial pain worse on bending forward, nasal congestion, fever, sinus tenderness, purulent nasal discharge)

· List at least 5 pharmacologic treatments for allergic rhinitis [saline rinsing, antihistamines, intranasal steroids, oral decongestants and intranasal cromolyn (mast cell stabilizer)].

· Recognize the CDC recommendation for when antibiotics should be written for in acute sinusitis (antibiotics should generally be used only for patients with persistent purulent nasal discharge and facial pain or tenderness who are not improving after 7 days or for patients with severe symptoms of rhinosinusitis, regardless of duration).

Setting: Outpatient

Online Student Resources:

· Medscape: Management of Allergic Rhinitis Reviewed http://cme.medscape.com/viewarticle/724036
· Allergy Cases Allergic Rhinitis and Conjunctivitis

· http://allergycases.org/2008/02/allergic-rhinitis-and-conjunctivitis.html

Online Patient Resources:
· American Academy of Family Physicians Patient Website Nasal Sprays: How to us them correctly    familydoctor.org/online/famdocen/home/common/allergies/treatment/104.html
· American Academy of Family Physicians Patient Website Allergy Shots: could they help you allergies familydoctor.org/online/famdocen/home/common/allergies/treatment/232.html

· American Academy of Family Physicians Patient Website Allergies  familydoctor.org/online/famdocen/home/common/allergies/basics/083.html
· American Academy of Family Physicians Patient Website Sinusitis familydoctor.org/online/famdocen/home/common/infections/cold-flu/686.html

Core Case:  Thyroid Disorders
Description:

·  Students will be expected to participate in the care of at least 1 patient with a thyroid disorder.
· An alternative to seeing a patient will be completion of 1 web-based simulation case: fmCase #5
· Reading:  Sloane, PD, et al., Essential of Family Medicine, pg. 165-178, 276             


Students should be able to: 

· Recognize common signs and symptoms of hypothyroidism and hyperthyroidism.  

· Demonstrate understanding of the implication of the half-life of TSH on the long-term monitoring of a patient with hypothyroidism (how often should the TSH be followed during treatment for hypothyroidism?)
· Demonstrate proper technique for performing a thyroid exam.

· Describe evaluation of a thyroid nodule and an enlarged thyroid (TSH, then free T4 if needed, thyroid ultrasound, biopsy as needed).
· Describe the regulation of the thyroid axis, including thyroid hormone synthesis, metabolism, and action.

· Describe diagnostic strategies for hypothyroidism and hyperthyroidism. (Hypothyroidism: TSH, then confirm with free T4 level or if the TSH is normal but the patient has symptoms/signs of hypothyroidism, check the free T4 level.  Hyperthyroidism: when a patient has symptoms/signs of hyperthyroidism, check TSH.  If low, check free T4 and then go on to confirm the cause of the hyperthyroidism.) 
Setting: Outpatient

Online Student Resources: 

· U.S. Preventive Services Task Force. Screening for Thyroid Disease. www.uspreventiveservicestaskforce.org/uspstf/uspsthyr.htm
· Welker, MJ and D Orlov. Thyroid Nodules.  Am Fam Physician. 2003;67:559-66,573-4. www.aafp.org/afp/2003/0201/p559.pdf

Online Patient Resources:
· American Academy of Family Physicians Patient Website  http://familydoctor.org/familydoctor/en/diseases-conditions/thyroid-nodules.html http://familydoctor.org/familydoctor/en/diseases-conditions/hyperthyroidism.html http://familydoctor.org/familydoctor/en/diseases-conditions/hypothyroidism.html 
Core Case:  Tobacco Abuse/Prevention

Description:

· Students will be expected to participate in the care of at least 1 patient with tobacco use

· An alternative to seeing a patient will be completion of a web-based simulation case


http://www.medscape.com/viewarticle/462980_5

· Reading: Sloane, PD, et al., Essential of Family Medicine, pg. 152, 551-558, 564-565
Students should be able to:

· Briefly outline the prevalence of tobacco use and describe 5 common tobacco associated medical conditions.

· Identify at least 4 behavioral recommendations to assist with tobacco cessation (replacement behavior such as gum chewing, planning for cravings, avoid triggers, change the environment).
· Apply motivational interviewing techniques with a patient who uses tobacco.

· Describe nicotine and non-nicotine treatment options for tobacco cessation (nicotine replacement therapy: transdermal patch, lozenges, chewing gum, inhalers; non-nicotine pharmacological treatment: buproprion and varenicline).

· Describe the physiology of nicotine addiction (nicotine binds predominantly to nicotinic acetylcholine receptors in the central nervous system, resulting in dopamine release in the nucleus accumbens which is believed to be linked to reward; inhalation of nicotine is the most addictive delivery method).

· Report the USPSTF recommendations concerning tobacco: 
· The USPSTF strongly recommends that clinicians screen all adults for tobacco use and provide tobacco cessation interventions for those who use tobacco products. Grade: A Recommendation.  
· The USPSTF strongly recommends that clinicians screen all pregnant women for tobacco use and provide augmented pregnancy-tailored counseling to those who smoke. Grade: A Recommendation.  
· The USPSTF concludes that the evidence is insufficient to recommend for or against routine screening for tobacco use or interventions to prevent and treat tobacco use and dependence among children or adolescents. Grade: I Statement.
· Identify free patient resources for tobacco cessation counseling (the Florida Area Health Education Centers (AHEC) and the Florida Quit Line 1-877-U-CAN-NOW).

Setting: Outpatient

Online Student Resources:

· AAFP Topics Module Tobacco Abuse and Dependence http://www.aafp.org/afp/topicModules/viewTopicModule.htm?topicModuleId=28

· USPSTF http://www.uspreventiveservicestaskforce.org/uspstf/uspstbac.htm 

· Office of the Surgeon General  http://www.surgeongeneral.gov/tobacco/
· Florida AHEC  http://www.larasig.com/flahecprogram

Online Patient Resources:

· American Academy of Family Physicians Patient Website Smoking: Do I want to Quit?  familydoctor.org/online/famdocen/home/common/addictions/tobacco/618.html
· American Academy of Family Physicians Patient Website Smoking: Steps to Help you Break the Habit  familydoctor.org/online/famdocen/home/common/addictions/tobacco/161.html
· American Academy of Family Physicians Patient Website Tobacco Use and Teenagers familydoctor.org/online/famdocen/home/common/addictions/tobacco/948.html   
Core Case:  URI (Upper Respiratory Infection) 
Description:

· Students will be expected to participate in the care of at least 1 patient with a URI

· An alternative to seeing a patient will be completion of a web-based simulation case


fmCase #21, fmCase #23

· Reading: Sloane, PD, et al., Essential of Family Medicine, pg. 625-646
Students should be able to:

· List at least 5 common symptoms associated with the common cold (scratchy throat, sneezing, nasal congestion, rhinorrhea, general malaise, low-grade fever, hoarseness, cough, headache).

· Discuss evidence-based treatment for treatment of URI (symptomatic - rest, hydration, NSAIDS or acetaminophen,  decongestants – and NOT antibiotics).
· List at least 5 differential diagnoses for sore throat [viral or bacterial pharyngitis, allergic rhinitis, reflux, thyroiditis, irritant exposure (including tobacco)] and acute respiratory infection (pertussis, acute bronchitis, pneumonia, influenza, tuberculosis, fungal infection).

· Contrast the diagnoses of viral pharyngitis (associated with rhinorrhea, cough and often conjunctivitis) and bacterial pharyngitis (associated with fever and sore throat - streptococcus pyogenes and EBV).

· Report the Centor Clinical Prediction Rule as a clinical basis for assigning risk of a patient having group A strep:

· the presence of 3 or 4 findings (tonsillar exudate, swollen tender anterior cervical nodes, absence of cough, history of fever) places the patient in the high risk category (empiric treatment may be warranted with back up testing); 
· the presence of 2 findings indicates the need for further testing; 
· the presence of 0 or 1 finding assigns the patient to a low risk category (requires neither testing nor treatment)]. 

· Contrast the two main methods of testing for Epstein-Barr virus: Immunoglobulin M antibody test for Epstein-Barr viral capsid antigen has more sensitivity and specificity in the acute setting; Monospot test (heterophile antibody test) has poor sensitivity in children younger than 13 years old and may take up to 3 weeks to convert to positive, so that a negative test may require a repeat test.  

· Identify CDC criteria for antibiotic treatment of pharyngitis in children (a positive rapid strep antigen test or throat culture) and the treatment of choice for group A strep as penicillin (either a 10 day oral course or a single IM injection).

Setting: Outpatient

Online Student Resource:

· AAFP Topic Module URI: http://www.aafp.org/afp/topicModules/viewTopicModule.htm?topicModuleId=29

Online Patient Resources:

· American Academy of Family Physicians Patient Website Nasal Sprays: How to use correctly    familydoctor.org/online/famdocen/home/common/allergies/treatment/104.html
· American Academy of Family Physicians Patient Website Colds and Flu in Children familydoctor.org/online/famdocen/home/children/parents/common/ent/328.html
· American Academy of Family Physicians Patient Website Colds and Flu  familydoctor.org/online/famdocen/home/common/infections/cold-flu/073.htmlAmerican 

Core Case:  UTI (Urinary Tract Infection)

Description:

· Students will be expected to participate in the care of at least 1 patient with a UTI (urinary tract infection)

· An alternative to seeing a patient will be completion of a web-based simulation case


http://clinicalcases.org/2004/04/man-with-urinary-tract-infection.html
· Reading: Sloane, PD, et al., Essential of Family Medicine, pg. 42, 43, 327-336
Students should be able to:

· Formulate a list of at least 5 differential diagnoses for a patient presenting with dysuria (UTI, vaginal atrophy, vulvovaginal candidiasis, prostatitis, urethritis ).

· Report the USPSTF recommendations: 
· Screen for asymptomatic bacteriuria with urine culture in pregnant women at 12 to 16 weeks’ gestation or at the first prenatal visit, if later. Grade A recommendation.  
· Do not screen for asymptomatic bacteriuria in men and nonpregnant women. Grade D recommendation.  
· Report the significance for screening and treatment for asymptomatic bacteriuria in pregnant women (treatment of asymptomatic bacteriuria with antibiotics significantly reduces the incidence of symptomatic maternal urinary tract infections, preterm delivery and low birthweight).

· Identify at least 5 risk factors for UTI [sexual intercourse, use of a diaphragm and/or spermicide, anything that impedes urine outflow (tumor, BPH), pregnancy, and vesicoureteral reflux (significant in children)].

· List 3 pharmacological treatments for acute uncomplicated cystitis (nitrofurantoin, TMP/SMX DS, quinolones).  

· List at least 4 situations in which further workup is required (women with relapsing infection; women with a history of childhood infections, renal stones, painless hematuria, or recurrent pyelonephritis; males with a UTI; girls with recurrent UTI; boys with single UTI; children with pyelonephritis).

Setting: Outpatient

Online Student Resources:

· USPSTF: www.uspreventiveservicestaskforce.org/uspstf08/asymptbact/asbactrs.pdf

· AAFP Topic Module UTI: www.aafp.org/afp/topicModules/viewTopicModule.htm?topicModuleId=30
· Texas Collaborative Evaluation of the Urinalysis  www.texascollaborative.org/spencer_urinalysis/ds_sub3.htm
Online Patient Resources:

· American Academy of Family Physicians Patient Website UTIs in Children familydoctor.org/online/famdocen/home/children/parents/common/common/272.html
· American Academy of Family Physicians Patient Website UTIs in Pregnancy familydoctor.org/online/famdocen/home/women/pregnancy/illness/497.html
· American Academy of Family Physicians Patient Website UTIs in Women familydoctor.org/online/famdocen/home/women/gen-health/190.html  
· American Academy of Family Physicians Patient Website Painful Urination familydoctor.org/online/famdocen/home/women/gen-health/284.html

Core Case:  Well Male Visit
Description:

· Students will be expected to participate in the care of at least 1 patient for a well adult male visit

· An alternative to seeing a patient will be completion of a web-based simulation case: fmCase #2
· Reading: Sloane, PD, et al., Essential of Family Medicine, pg. 61-75
Students should be able to:

· Cite the major causes of death in adults aged 25-44 years as unintentional injuries then malignant neoplasms, the major causes of death in adults aged 45-64 as malignant neoplasms then heart diseases and adults aged over 65 as heart disease, then malignant neoplasms.

· Report the Grade A and B USPSTF recommendations for adults and adult males:

· Abdominal aortic aneurysm: The USPSTF recommends one-time screening for abdominal aortic aneurysm by ultrasonography in men aged 65 to 75 who have ever smoked.  Grade: B Recommendation.  

· Alcohol misuse screening: The USPSTF recommends screening and behavioral counseling interventions to reduce alcohol misuse by adults, including pregnant women, in primary care settings.  Grade: B Recommendation.  
· Aspirin: The USPSTF recommends the use of aspirin for men age 45 to 79 years when the potential benefit due to a reduction in myocardial infarctions outweighs the potential harm due to an increase in gastrointestinal hemorrhage.  Grade: A Recommendation.  

· Blood Pressure: The USPSTF recommends screening for high blood pressure in adults aged 18 and older.  Grade: A Recommendation. 

· Cholesterol:

· The USPSTF strongly recommends screening men aged 35 and older for lipid disorders.  Grade: A Recommendation. 

· The USPSTF recommends screening men aged 20 to 35 for lipid disorders if they are at increased risk for coronary heart disease.  Grade: B Recommendation. 

· Colorectal Cancer: The USPSTF recommends screening for colorectal cancer using fecal occult blood testing, sigmoidoscopy, or colonoscopy, in adults, beginning at age 50 years and continuing until age 75 years.  The risks and benefits of these methods vary.  Grade: A Recommendation.

· Depression: The USPSTF recommends screening adults for depression when staff-assisted depression care supports are in place to assure accurate diagnosis, effective treatment, and follow-up.  Grade: B Recommendation.

· Diabetes: The USPSTF recommends screening for type 2 diabetes in asymptomatic adults with sustained BP (either treated or untreated) >135/80 mm Hg. Grade: B Recommendation. 
· HIV: The USPSTF strongly recommends that clinicians screen for HIV all adolescents and adults at increased risk for HIV infection.  Grade: A Recommendation.

· Obesity: The USPSTF recommends that clinicians screen all adult patients for obesity and off intensive counseling and behavioral interventions to promote sustained weight loss for obese patients.  Grade: B Recommendation. 

· STIs: The USPSTF recommends high-intensity behavioral counseling to prevent sexually transmitted infections (STIs) for all sexually active adolescents and for adults at increased risk for STIs.  

· Tobacco use: The SUPSTF recommends that clinicians ask all adults about tobacco use and provide tobacco cessation interventions for those who use tobacco products.  Grade: A Recommendation. 

· Syphilis:  The USPSTF strongly recommends that clinicians screen persons at increased risk for syphilis infection.  Grade: A Recommendation. 

· Report the USPSTF recommendation regarding prostate cancer:  The USPSTF recommends against PSA-based screening for prostate cancer.  Grade: D Recommendation. 
· Report the CDC immunization recommendations for tetanus, influenza, pneumococcal, varicella, hepatitis A, hepatitis B, meningococcal, and zoster vaccines.  

Setting: Outpatient
Online Student Resources:

· USPSTF: www.uspreventiveservicestaskforce.org/uspstf/uspsabrecs.htm
· CDC: www.cdc.gov/vaccines/recs/schedules/downloads/adult/mmwr-adult-schedule.pdf

Online Patient Resources:

· American Academy of Family Physicians Patient Website Cancer Reducing Your Risk with a Healthy Life Style  familydoctor.org/online/famdocen/home/common/cancer/risk/967.html
· American Academy of Family Physicians Patient Website Preventative Services for Healthy Living  familydoctor.org/online/famdocen/home/healthy/prevention/175.html
· American Academy of Family Physicians Patient Website Healthy Balance for a Healthy Heart   familydoctor.org/online/famdocen/home/healthy/food/healthylifestyles/288.html
Core skills 

Students must demonstrate competency for:

Monofilament testing

Reading: Sloane, PD, et al., Essential of Family Medicine, pg. 164
· Report that the purpose of monofilament testing is to evaluate for diabetic neuropathy. 
· Report that when the monofilament is not felt in any of the five locations of testing on each foot, protective sensation is absent and the patient is at high risk for development of a neuropathic ulcer.

Steps, amended from: http://ndep.nih.gov/media/feet_hcguide.pdf :

1. The sensory exam should be done in a quiet and relaxed setting. The patient must not watch while the examiner applies the filament.  The shoes and socks should be removed and the patient is either supine or sitting.

2. Test the monofilament on the patient’s hand so he/she knows what to anticipate.

3. Instruct the patient to respond “yes” each time they feel the pressure of the monofilament on their foot during the examination. 

4.  The five sites to be tested are indicated on the examination form.

5.  Apply the monofilament perpendicular to the skin’s surface. 

6.  Apply sufficient force to cause the filament to bend, using a smooth, not a jabbing motion.  Do not apply the filament on an ulcer site, callus, scar or necrotic tissue.  Do not allow the filament to slide across the skin.

7.  Hold in place for about 1 second.  
8.  Locations for testing: dorsal midfoot, plantar aspect of foot including pulp of the first and fourth digits, the first, third and fifth metatarsal heads.  (see diagram)
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MDI and Spacer Patient Education
Reading: Sloane, PD, et al., Essential of Family Medicine, pg. 620, 623

· Report that an MDI is a metered dose inhaler that is commonly used to deliver asthma medication.

· Report that a spacer is a device that attaches to the metered-dose inhaler.  It helps deliver the medicine to the airways of the lungs instead of the mouth.
· Report that the physician should review MDI use at each visit and review proper technique using the Ask-Tell-Ask health education technique.

MDI Steps (with a spacer – preferred): 
1. Remove the cap and shake the inhaler for about 10-15 seconds to make sure the medication is ready for use.

2. Insert the inhaler into the end of the spacer and connect the two together.

3. Breathe out slowly.

4. Put your lips onto the mouthpiece of the spacer. Make sure to form an airtight seal with your lips against the mouthpiece.

5. Squeeze the asthma inhaler down to release the medication into the spacer.

6. Take a nice, slow, deep breath in to allow the asthma medication to be administered to your lungs.  

7. Hold your breath for 10 seconds before letting your breath out slowly.

8. Wait a minute, then repeat steps 3 through 7 if using more than one puff.
MDI Steps (without a spacer): 
1. Remove the cap and shake the inhaler for about 10-15 seconds to make sure the medication is ready for use.

2. Breathe out slowly.

3. Put your lips onto the mouthpiece of the inhaler.  Make sure to form an airtight seal with your lips against the mouthpiece.

4. As you take a nice, slow, deep breath in squeeze the asthma inhaler down to release the medication into the spacer.  This allows the asthma medication to be administered to your lungs.
5. Hold your breath for 10 seconds before letting your breath out slowly.

6. Wait a minute, then repeat steps 3 through 7 if using more than one puff.

Peak Flow Testing Patient Education
Reading: Sloane, PD, et al., Essential of Family Medicine, pg. 612-613

1. Report that the peak flow meter is an inexpensive, portable, handheld device used by patients with asthma to measure how air flow from the lungs (this is the peak expiratory flow or peak flow). 

2. Report that keeping track of the peak flow is one way patients can know if symptoms of asthma are in control or worsening.

3. The written asthma action plan should include the peak flow:

·  ≥80% peak flow is in the green zone - the patient is doing well. Continue usual asthma care.

· 50-79% peak flow is in the yellow zone; asthma is getting worse.  Add a rescue inhaler to the usual asthma care and continue to monitor peak flow.  If peak flow does not return to 80%, call your doctor.

· <50% peak flow is in the red zone; medical alert is needed.  Use a rescue inhaler and call your doctor.  If you are still in the red zone in 15 minutes or have not reached your doctor, go to the ER immediately.    

Steps:

1. Stand up or sit up straight.

2. Make sure the indicator is at the bottom of the meter (zero).

3. Take a deep breath in, filling the lungs completely.

4. Place the mouthpiece in the mouth; lightly bite with teeth and close the lips on it. Be sure the tongue is away from the mouthpiece.

5. Blast the air out as hard and as fast as possible in a single blow.

6. Remove the meter from the mouth.

7. Record the number that appears on the meter and then repeat steps one through seven two times.

8. Record the highest of the three readings in an asthma diary. This reading is the peak expiratory flow or peak flow.

9. To ensure the results of your peak flow meter are comparable, be sure to use the meter the same way each time a reading is taken.

Nasal Spray Patient Education

Steps: 

1. Shake the medicine well just before each use. Before using the medicine, gently blow your nose to clear the nostrils.

2. Tilt your head forward and aim the spray toward the earlobe so that the spray goes to the back of your nose. Sniff gently at the same time you pump the bottle.

3. Be careful to not spray the medicine on your nasal septum (the middle "wall" in your nose that separates your two nostrils).

4. Do not blow your nose for at least 15 minutes after using this medicine.

Appropriate application of ABCDE tool for 1 skin lesion

Reading: Sloane, PD, et al., Essential of Family Medicine, pg. 475

· Report that this tool is used to identify possible melanomas that should be biopsied for further evaluation.

The aspects of the ABCDE tool:

A. Asymmetry (one half unlike the other half)

B. Border (irregular, scalloped or poorly defined)

C. Color (varies from one area to another; shades of tan and brown, black; sometimes white, red or blue)

D. Diameter (the size of a pencil eraser or larger)

E. Evolving (a mole or skin lesion that looks different from the rest or is changing in size, shape or color)

Administration of Intramuscular Injection
Reading: Clinician’s Pocket Reference, Chapter 13, Bedside Procedures, Intramuscular Injection, Available on the FIUHWCOM library website
Steps:

1.  Confirm patient consent.  

2.  Draw up the medication to be administered.  

3.  Ask the patient to remove clothing to allow for the injection.  Wipe the area clean with an alcohol pad.  Allow the skin to dry.  

4.  Draw the skin taught and let the patient know you are giving the medication.  

5.  Give the medication by inserting the needle into the skin at a 90 degree angle to the skin so that the needle goes into the skin about 1 inch.  

6.  Aspirate to check for blood vessel penetration.  If no blood is seen, depress the syringe to deliver the medication into the muscle.  Massage the area after withdrawing the needle.  

Performance of an EKG
Reading: Harrison’s Online, Chapter 228, Electrocardiography: Introduction (the first webpage, showing lead placements)
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http://www.nottingham.ac.uk/nursing/practice/resources/cardiology/function/chest_leads.php

Steps:

1.  Ask the patient to remove clothing above the waist and necklaces that dangle to mid-chest.  Give the patient a gown to cover up with and ask them to put the gown on, open to the front.  Allow the patient to undress with respect to privacy.

2.  Hook the leads up as in figures above. 

3.  Ask the patient not to move while the EKG is recorded.

4.  Check the EKG for quality of recording.  Detach the electrodes and allow the patient to dress.

Performance of Urinalysis with dipstick

Steps: 
1.  Wash hands and put on gloves. 
2.  Open lid of urine container and dip the urine dipstick into the urine and remove dipstick.  
3.  Immediately hold the dipstick horizontally.  

4. Using the label of the urine dipstick container which shows appropriate times to do so, compare the patient’s urine dipstick to the container photos.  
5.  With a clean hand, write down the results as you interpret the dipstick.  
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Appendix J – History Checklist

Student Name____________________________________ Date__________ Preceptor ______________

	Professionalism

	Done
	Not Done
	Comments

	1. Greets patient kindly
	
	
	

	2. Introduces self and explains role
	
	
	

	3. Attends  to patient comfort
	
	
	

	Patient Centered Communication
	
	
	

	4.. Starts with an open-ended question
	
	
	

	5. Allows patient to finish opening statement with our interruption
	
	
	

	6. Sets the agenda (ascertains all major symptoms, concerns and goals for the visit)
	
	
	

	7. Obtains the patient’s story of the illness from the beginning to now
	
	
	

	8. Focuses using open-to closed cone: starts with an open question, then “tell me more” “what else” until all symptoms elicited; ends with specific questions
	
	
	

	9. Clarifies unclear statements
	
	
	

	10. Avoids asking more than one question at a time
	
	
	

	11. Summarizes 
	
	
	

	12. Checks for accuracy
	
	
	

	13. Transitions appropriately 
	
	
	

	Facilitating Skills – Non-Verbal Communication
	
	
	

	14. Eye contact – appropriate length to enhance patient comfort
	
	
	

	15. Head non, “mm-hm, echoes etc….
	
	
	

	16. Open posture –arms uncrossed facing patient
	
	
	

	17. Uses silence to facilitate the patient’s expression of thoughts and feelings
	
	
	

	Facilitating Skills - NURS
	
	
	

	18. Uses Reflections or Naming – Restates the patient’s emotion or inquires about the emotion 
	
	
	

	19. Legitimation or Understanding –Expresses understandability of the patient emotions 
	
	
	

	20 Respect – Expresses respect for the patient’s coping effort or make statement of praise (affirmations)
	
	
	

	21. Offers Support – Expresses willingness to be helpful to the patient in addressing concerns
	
	
	

	Elicits Patient Perspective
	
	
	

	22. Asks Patient about his/her ideas or feelings about causes of symptoms
	
	
	

	23. Asks patient  about what concerns or worries them most about the illness
	
	
	


	History Taking Skills – Data Gathering

	Done
	Not Done
	Comments

	1.  Onset
	
	
	

	2.  Duration
	
	
	

	3.  Frequency
	
	
	

	4.  Location
	
	
	

	5.  Radiation
	
	
	

	6.  Quality
	
	
	

	7.  Severity (used a scale from 1 -10)
	
	
	

	8.  Modifying Factors
	
	
	

	9.  Associated Symptoms

· Asked about specific associated symptoms reflecting hypothesis generation
	
	
	

	10. Past experience with symptoms
	
	
	

	11. Past Medical History
	
	
	

	12. Past Surgical history
	
	
	

	12. Allergies

· Asked about  type of reaction- eg: hives, swelling..
	
	
	

	13. Medications

· Asked about herbal or over the counter medications
	
	
	

	14. Health Issues/Age –Related Screening 
	
	
	

	16. Social History

· Alcohol  - what do you drink and how much
· Tobacco - how much, for how long – (pack years)

· Recreational Drugs

· Occupation

· Living Situation

· Family support
	
	
	

	17. Sexual History
· Introduced subject in a respectful and professional manner

· Is patient having intercourse

· Is patient having sex with men, women or both

· Is patient in a monogamous relationship

· Marital status

GYN History:

· Is patient using condoms or other means of birth control

· History of STDs

· Regular periods

· Painful periods

OB History

· Has patient ever been pregnant

· Do you have children

· Are your children healthy


	
	
	

	17. Family History

· Asked about relevant symptom related Family History

· Age at onset of illness

· Cause of death

· Age of death

· Unusual illnesses


	
	
	

	18. Review of Systems   
	
	
	


Appendix K – Physical Examination Checklist

	Name:                                                                            Date:                                Evaluator:                                     Exam Duration:

	GENERAL PHYSICAL EXAMINATION 

OSCE CHECKLIST

PATIENT (REAL OR SIMULATED)  

“I” = item performed improperly or inadequately = 1 point

“P” = item performed properly and completely =    2 points                                                                                                                             

 No check =  item not performed at all = 0 points

	Professionalism
	I
	P
	#-SPECIFIC COMMENTS
	Ears
	I
	P

	1. Wash hands 
	
	
	
	15. Inspect ears 
	
	

	2. Introduce him/herself
	
	
	
	16. Palpate ears –  Evaluator: student should pull on the auricle gently to assess for tenderness, press on tragus and mastoid to assess for tenderness
	
	

	3. Explain to the patient what he/she is   going to do
	
	
	
	17. Perform otoscopic examination (one side only) Evaluator: Ear canal should be straightened by gently pulling auricle superior and posterior
	
	

	General Survey
	I
	P
	
	Nose
	I
	P

	4.  Observe general appearance 
Evaluator: student should state that he/she is observing the patient’s general appearance
	
	
	
	18. Inspect  nares using otoscope (one side only) Evaluator: student should tilt head back slightly and light source used to visualize nasal passages.
	
	

	Vital Signs
	I
	P
	
	19. Palpate sinuses (frontal and maxillary)
	
	

	5. Palpate radial pulses bilaterally
	
	
	
	20. Percuss sinuses (frontal and maxillary)
	
	

	6. Observe respirations – Evaluator: students should indicate that that they would observe and count respirations
	
	
	
	Mouth and Oropharynx
	I
	P

	7. Measure blood pressure – Evaluator: Arm should be free of clothing, positioned at heart level, cuff positioned at 2.5cm above antecubital crease, diaphragm of stethoscope placed over brachial artery. Inflate cuff to about 160 mmHg, deflate at about 2-3 mmHg/sec
	
	
	
	21. Inspects lips, oral mucosa, gums, teeth, palate, uvula and tongue

       Student should use a light source and tongue blade
	
	

	8. Inspect and palpate skin  

  Student should briefly inspect for any lesions and  check skin turgor
	
	
	
	Neck and Shoulder
	I
	P

	9. Inspect nails
	
	
	
	22. Inspect neck
	
	

	10. Inspect hair

     Student should briefly inspect for quantity, distribution and texture

 
	
	
	
	23. Palpate head/neck lymph nodes – pre and postauricular, submandibular, submental, anterior and posterior cervical, occipital, and supraclavicular
	
	

	Head
	I
	P
	
	24. Palpate trachea for deviation
	
	

	11. Inspect face and skull
	
	
	
	25. Palpate thyroid (posterior or anterior approach) Evaluator: Student should place fingers below cricoid cartilage bilaterally and ask patient to swallow
	
	

	12. Palpate scalp and skull
	
	
	
	
	
	

	Eyes
	I
	P
	
	
	
	

	13. Inspect external structures-Evaluator: student should inspect eyelids, and conjunctiva and sclera by having patient look up and depress lower eyelids with thumbs
	
	
	
	
	
	

	14. Perform funduscopic exam (one side only) – Evaluator- Students should use the same eye which is being examined (eg: ophalmoscope in right hand using right eye to examine right eye. Student should also check for the red reflex
	
	
	
	
	
	

	NOTES & GENERAL COMMENTS


	GENERAL PHYSICAL EXAMINATION 

OSCE CHECKLIST

PATIENT (REAL OR SIMULATED)  

Revised 6/09

	Pulmonary Exam
	I
	P
	#-SPECIFIC COMMENTS
	Lower Extremities
	I
	P

	Posterior Thorax
	
	
	
	46.   Inspect lower extremities
	
	

	26.   Inspect posterior thorax
	
	
	
	47.   Assess for pedal edema – Press firmly with the thumb over the lower extremity
	
	

	27.   Palpate posterior thorax
	
	
	
	48.   Palpate dorsalis pedis pulses bilaterally
	
	

	28.   Test for chest expansion- Evaluator: student should place both hands over the lower posterior thorax bilaterally and have the patient take a deep breath while they observe chest expansion for symmetry.
	
	
	
	49.   Palpate posterior tibialis pulse bilaterally
	
	

	29.   Assess for Tactile Fremitus – Evaluator: Student should place the medial aspect of his/her hands over the posterior thorax symmetrically, in at least 2 paired locations while he/she ask the patient to say 99.
	
	
	
	Abdominal Exam
	I
	P

	30. Percuss posterior and lateral chest

 (3  paired locations and 1 paired lateral)
	
	
	
	50.  Pt properly positioned and draped – Evaluator: patient should be completely supine, draped appropriately from the xyphoid process to the symphysis pubis, and knees should be bent
	
	

	31.   Auscultate posterior and lateral lungs (3 paired locations and one paired lateral)
	
	
	
	51.  Inspect abdomen
	
	

	Anterior Thorax
	I
	P
	
	52.  Auscultate abdomen – Evaluator: student should auscultate in all 4 quadrants PRIOR to percussion and palpation
	
	

	32. Inspect anterior thorax
	
	
	
	53.  Percuss abdomen –Evaluator: Student should percuss in all 4 quadrants using middle finger in all 4 quadrants
	
	

	33. Palpate anterior thorax
	
	
	
	54.  Palpate abdomen- Evaluator: student should palpate in all 4 quadrants lightly, then apply  deeper palpation. Legs should be flexed
	
	

	34.  Percuss anterior chest  (2 paired locations and one paired lateral)
	
	
	
	55.  Palpate liver- Evaluator: Student should place left hand below patient; right hand is placed on patient’s right abdomen lateral to rectus muscle, patient is asked to take a deep breath as student presses inward and upward with right hand
	
	

	35.  Auscultate apices with bell and anterior and lateral lung with diaghram 

        (2 paired locations and one paired latera) 
	
	
	
	56.  Percuss liver span – Evaluator:  Starting at the level below the umbilicus, student should percuss upward toward the lower liver border, percuss downward from the lung to upper liver border 
	
	

	Cardiovascular exam
	I
	P
	
	57.  Palpate spleen-Evaluator: Using the left hand student should reach over patient and support the lower posterior flank; right hand presses in toward spleen
	
	

	36.   Auscultate LLSB with diaphragm: sitting up, leaning forward, end-expiration
	
	
	
	58.  Palpate inguinal lymph nodes

 (student should verbally  indicate that he/she would check the inguinal nodes bilaterally)
	
	

	Evaluator: Patient should now be placed in the supine position, at a 30 degree angle for the rest of the Cardiac exam
	
	
	
	59.  Assess femoral pulses (student should verbally indicate that he/she  would check the femoral pulses bilaterally)
	
	

	37.   Auscultate carotids bilaterally         
	
	
	
	60.  Assess for costovertebral angle tenderness-Evaluator: student should use fist percussion at CVA bilaterally to assess for tenderness
	
	

	38.   Palpate carotid pulses
        (one at a time)
	
	
	
	Musculoskeletal Exam - Spine
	I
	P

	39. Palpate peripheral pulses bilaterally                  (radial and brachial pulses)
	
	
	
	61.  Palpate cervical spine (spinous process and paravertebral areas)
	
	

	40.   Inspect jugular venous pulsations    bilaterally
	
	
	
	62.  Assess ROM of  the neck: flexion, extension, rotation, lateral bending
	
	

	41.   Inspect precordium
	
	
	
	63. Inspect the entire spine
	
	

	42.   Palpate precordium – Evaluator: student should palpate over the aortic, pulmonic, tricuspid and apex, palpating for PMI using his/her fingerpads and checking for lifts or thrills using the ball of the hand
	
	
	
	64. Palpate spinous process and    paravertebral areas
	
	

	43.   Auscultate with diaphragm ( URSB,   ULSB, LLSB, Apex) 
	
	
	
	65. Assess ROM: forward bending, lateral bending, extension and rotation
	
	

	44.   Auscultate with bell (URSB, ULSB, LLSB, Apex)
	
	
	
	
	
	

	45.   Auscultate apex with bell in the left lateral decubitus position
	
	
	
	
	
	

	


	GENERAL PHYSICAL EXAMINATION

OSCE CHECKLIST

PATIENT (REAL OR SIMULATED)  

Revised 11/09

	Musculoskeletal - Head
	I
	P
	#-SPECIFIC COMMENTS
	
	
	

	66. Assess for TMJ: Evaluator: Student should place the tips of his/her index fingers anterior to the tragus of each ear and ask patient to open mouth to assess for TMJ
	
	
	
	78.  Assess ROM: flexion, extension (standing),  adduction, abduction and internal and external rotation (can be done supine)
	
	

	- Shoulder – one side only
	I
	P
	
	-Knees – one side only
	I
	P

	67.  Inspect shoulder 
	
	
	
	79.  Inspect knees 
	
	

	68.  Palpate: Sternoclavicular  joint, acromioclavicular joint and  subacromial area
	
	
	
	80.  Palpate knees for swelling warmth or tenderness
	
	

	69.  Assess ROM: flexion, extension, external and internal rotation
	
	
	
	81.  Assess ROM: flexion/extension
	
	

	-Elbow – one side only
	I
	P
	
	-Ankle and Feet – one side only
	I
	P

	70.  Inspect elbow
	
	
	
	82.  Inspect ankles and feet
	
	

	71.  Palpate: ulna, olecranon process, ulnar groove, lateral and medial epicondyle
	
	
	
	83.  Palpate ankle and MTP joints
	
	

	72.  Assess ROM: flexion, extension, supination and pronation
	
	
	
	84.  Assess ROM: dorsiflexion, plantarflexion invertion/evertion 
	
	

	-Wrist and Hands – one side only
	I
	P
	
	
	
	

	73.  Inspect wrists, hands, fingers – Evaluator: student should palpate each MCP joint on each side of the knuckles. DIP and PIP joints should be palpated using 4 fingers (thumb and index fingerpalpating medial/lateral aspects, thumb and index finger palpated superior and posterior aspects.
	
	
	
	
	
	

	74.  Palpate joints: wrist, MCP, IP joints
	
	
	
	
	
	

	75.  Assess ROM: wrist -flexion, extension, lateral and medial movement, fingers - flexion/ extension and adduction/abduction  
	
	
	
	
	
	

	-Hips – one side only
	I
	P
	
	
	
	

	76.  Inspect (student should verbally indicate that he/she would inspect hips)
	
	
	
	
	
	

	77.  Palpate (student should verbally  indicate that he/she would palpate hips)
	
	
	
	
	
	

	
	
	

	“I” = item performed improperly or inadequately = 1 point

“P” = item performed properly and completely = 2 points

No check =  item not performed at all = 0 points
	TOTAL SCORE
	

	MID course OSCE (         FINAL course OSCE (         Standardized patient (         Other ( (_______________)
	Act professionally?

Show respect & empathy?
	Y(
Y(
	N(
N(

	NOTES & GENERAL COMMENTS:
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