Curriculum Submission to STFM’s National Clerkship Curriculum

Curricular Focus: Acute, Chronic, Preventive Care

Submit your curriculum using the format below. This will help standardize presentation of accepted curricula on the website. The accompanying example provides further guidance. By submitting curricula you give permission for others to use content with appropriate attribution.

I. Title of Curriculum:  Coffee Talks: An Innovative Approach to Teaching Clinical Reasoning and Information Mastery to Medical Students.    
II. Abstract

“Coffee Talks” is a workshop started at Penn State College of Medicine in 2009 for all third year clerks rotating through our 4 week Family Medicine Clerkship.  Seeking a novel approach to teaching Clinical Reasoning and Information Mastery, we established a case-based conference where students present a Clerkship case known to them but not the facilitators.  The workshop includes 10-14 students and an inter-professional team of 2-4 faculty of clinicians and librarians with experience, interest and advanced training in these concepts.  The thinking skills of medical students are enhanced by faculty-facilitated discussions of the cases during which the students formulate a working differential diagnosis that is assessed and modified after each segment of the presentation.  This student-led process is collegial and non-threatening. 

In addition, each student is required to identify and answer a clinical question from any case seen during this clerkship, and to submit prior to the conference a 4-5 PowerPoint slide presentation utilizing the PICO format.  These PICO presentations are reviewed by the faculty at the clinical site and by faculty at the workshop, and they are used as educational tools to highlight evidence based medicine (EBM) resources, proper formatting of clinical questions, and appropriate interpretation of guidelines and recommendations.
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III. Has this Curriculum been published elsewhere?              ✓
If so, where: 

MedEd Portal Submission-Coffee Talks: An Innovative Approach to Teaching Clinical Reasoning and Information Mastery to Medical Students- In review 5/14

STFM Educational Column “Coffee Talks: How Physicians Balance    

Evidence-Based Medicine with Clinical Experience 

http://www.stfm.org/NewsJournals/EducationColumns/Aug2013. 
IV. Curricular Focus         ✓                    
	Acute
	x

	Chronic
	x

	Preventive
	x


V. National Clerkship Curriculum Objectives addressed

List student objectives in STFM Family Medicine Curriculum that your curriculum is designed to achieve. Make sure that you use the same wording of the objectives that the STFM Family Medicine Curriculum uses.  Organize objectives by section of the NCC curriculum. 


Develop and be able to apply in practice evidence based health promotion and disease prevention plans for patients of any age and gender.

Demonstrate competency in advanced elicitation of history, communication, physical exam and critical thinking skills.
Use critical appraisal skills to assess the validity of resources

Formulate clinical questions important to patient management and conduct an appropriate literature search to answer clinical questions

Use evidence based medicine to determine a cost-effective use of diagnostic imaging in the evaluation of core, acute presentations
Find and use high- quality Internet sites as resources for use in caring for patients with core conditions.

Assess and remediate one’s own learning needs

Describe how to keep current with preventative services recommendations.
VI. Structure of clerkship in which curriculum has been used

Description of clerkship such as number of sites, length of clerkship, timing of clerkship in overall medical school curriculum, number of students completing clerkship each year, clinical settings in which the clerkship students are placed, etc. 

FCMED 771 is a four-week Family Medicine clerkship with approximately 12-14 students per rotation (150 students/year).  We have 9 local sites affiliated with Penn State Milton S. Hershey Medical Center, three sites at our regional campus in State College, PA, and 10 affiliate sites (residency programs) across the state.  The focus of the rotation is ambulatory care, yet students have a wide range of opportunities for inpatient and outpatient management of acute and chronic illnesses across the age spectrum.  In addition to emphasis on management of routine medical conditions, formative exercises in communication, professionalism, evidence based medicine, domestic violence, and sports medicine occur during the month.

VII. Program Content and Educational Methods   


Description of individual activities, including setting and timing with which activities take place, and pertinent support material used.  Please match your educational methods with those listed in the NCC curriculum as indicated below

                                                                                ✓                    

	Experiential Learning
	X

	Small Group Sessions
	X

	Simulation/Standardized Patients
	

	Skill Development Sessions
	X

	Case-Based Learning
	X

	Self-Study
	

	Reflection
	

	Products and Projects
	


Understand the Clinical Reasoning skills utilized by clinicians 
(Exp. Learning and Skill Development)
Our first goal is to teach third year Family Medicine clerks the concept of clinical reasoning as higher order thinking skill required of clinicians. Experienced faculty with advanced training are used as facilitators. Because they have no foreknowledge of the cases being presented, clinicians and students can participate together in the step-wise collection of data, and in the cognitive process of evaluation of the patient's complaint. We feel that 3rd year students should be able to use clinical reasoning while formulating and continually revising the differential diagnosis and treatment plan during this facilitated presentation of a medical case. This essential process that experienced clinicians use in their medical encounters is seldom modeled during the hectic pace of an outpatient clinical rotation.  In contrast, this workshop format creates faculty time to model the skill set, highlight clinical reasoning concepts as they arise, discuss biases of thought and the potential pitfalls they engender, and encourage students to think through the process as the “patient’s physician”.  By allowing the students to take ownership of the patient case, faculty-led facilitation highlights the essence of clinical reasoning in a real-life patient case evaluation.  Kassirer argues that the best way to teach or model Clinical Reasoning is by blinding a practicing clinician to the case, and then working through it together with the learners (15).
Information Mastery: become proficient in answering clinical questions at the point of care (Small group session)
Students and faculty then identify key clinical questions that arise during the discussion and perform an evidence-based review of that question. Based upon available data presented by the student, the discussions are focused around key points of the differential, diagnostic decisions, and treatment regimens. Small group working teams of 3-4 students with faculty assistance are then tasked to utilize various EBM resources in answering the identified question(s). Each group discusses their search tool, and ultimately highlights the benefits and challenges of the various resources to answer point of care clinical questions.  This is followed by a student-led discussion in the larger forum that enables the students to recognize the cognitive skills utilized daily by family physicians in the care of their patients, as well as highlighting the impact of evidence based information on clinical decision making.    

Identify and answer clinical questions via PICO format

(skill development)

The skill set to interpret medical data, search valid resources and apply this to clinical scenarios in real time is an invaluable tool for students to learn in preparation for residency.  Since specific training in this arena is lacking during the clinical years of medical student education, our emphasis on teaching evidence based information mastery skills by focusing on finding, evaluating and using information at the point of care represents an essential element of clinical education for our students.  This is in line with the AAMC entrustable professional activity goals of ensuring students can “form clinical questions and retrieve evidence to advance patient care” (17)  

VIII.  Assessment Strategies to achieve outcomes  

Description of assessment methods for each of the targeted objectives.  Please match your description with the NCC curriculum.  Responses could include:  Student assessment and Evaluation (Are your student’s learning?); Overall clerkship evaluation and Improvement (Is your clerkship meeting all of its objectives?); Faculty Development (What evaluation design tools are needed?); Educational Research (Applying research to your educational programs)

Our focus on an evidence based approach to healthcare is evidenced by the students graded exercise on clinical questions.  We have presented this data nationally with a current fourth year medical student, and continue to use this as a model for ensuring competence of our medical students regarding these concepts. See Attached PICO grading sheet for students- appendix 1

Our students have consistently rated the workshop highly in regards to clinical reasoning and critical thinking discussions, as well as their ability and likelihood to utilize evidence based resources - See Attached Evaluation graph- appendix 2
IX. Lessons Learned

Description of lessons learned, barriers and facilitators to curricular implementation, description of program evaluations completed or planned, and description of scholarly products produced or planned as a result of the curriculum.


We feel that it is important to explicitly teach Clinical Reasoning, supported by Information Mastery so students understand a basis for evidence based healthcare. We aim to increase our students’ clinical skills and to be able to apply such skills to patient care.  By role modeling an evidence-based approach to patient care, combined with clinical reasoning, students are able to see the applicability of this process across the patient spectrum and its utility in day-to-day medical practice.  Without a forum to understand the critical thinking processes and the evidence behind the decisions that are made, well-founded diagnoses and management decisions are difficult to make and  become anecdotal exercises in the apprenticeship model.  

We recognize the National Board of Medical Examiners future intention of testing clinical reasoning and evidence-based decision-making in the USMLE, as well as LCME Accreditation Standards of integrating literature searching into medical school curriculum.  This is a crucial skill needed for lifelong learning. 

Our experience and the evaluations of our students have shown that a student-led, faculty-facilitated conference is an effective format to highlight the concepts of Clinical Reasoning and the use of valid evidence-based resources to enhance and impact clinical decision making. We have taught this method in varying iterations for the past 4 years.  We have found that this is a useful teaching technique with good student participation and interest that has resulted in positive evaluations.  The overall concept and implementation has been successful in spite of challenges encountered that include faculty time commitment (we usually have 4 faculty present (16 hours of faculty time)), videoconferencing issues with away sites and dedicating time for student participation in a four week clerkship. “Coffee Talks” has been well-received as a valuable learning environment for students to practice and utilize clinical reasoning and information mastery as well as a refreshing approach to medical education for our participating interdisciplinary faculty.  This format is spreading in use in other venues within our institution, particularly in our Physician Assistant Program.  We feel honored to have shared this at several STFM Medical Student Education Conferences and look forward to sharing this teaching approach with educators across the country.
X. Explanation of Appendices

Clearly describe for someone who is not familiar with your curriculum how each of your appendices should be used. Label the appendices A, B, C, etc.  In the description refer to these labels as you describe each Appendix. Examples of useful appendices include copies of evaluation and instructional tools used in the curriculum.

Appendix 1- PICO grading sheet, completed by Associate Clerkship director for a portion of their grade.

Appendix 2- Questions and Evaluation data on current Coffee Talk conference

Appendix 3- Facilitator guide to implementing a Coffee Talk conference their institution

Appendix 4- Orientation/preparatory powerpoint presentation.
Appendix 5- New Faculty Tutorial (background, process/agenda, and lessons learned)

Appendix 6- Example of student case presentation and how we would facilitate
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Appendix 1
Information Mastery Exercise

Family Medicine Clerkship

The goal of this exercise is to identify and answer clinical questions that arise in practice by formulating an answerable question, using the secondary medical literature to find an evidence based answer to that question, in a way that generates a useful solution that will improve the health of the patient.

Step 1.  
Identify a clinical question from a patient encounter during first half of your family medicine rotation, which can concern a treatment or a diagnosis.

Step 2.
Convert this question to one that can be searched by using the PICO format

Patient, Population or Problem

· What are the characteristics of the patient or population?

· What is the condition/disease you are interested in?

Intervention or exposure

· What do you want to do with this patient (e.g., treat, diagnose, observe)?

Comparison

· What is the alternative to the intervention (e.g., placebo, different drug, surgery)?

Outcome

· What are the relevant outcomes (e.g., morbidity, death, complications)?  PICO Review
Step 3.
Select one or more of the following resources to find an evidence-based answer to your clinical question:  PSU COM Evidence Based Medicine Link
Step 4.
After finding the answer, determine the strength of your recommendation?  “Strength of recommendation” is based on the quality of the available evidence and the degree to which the evidence has evaluated patient-oriented outcomes.  You will need to convert your level of evidence ranking to strength of recommendation.  Strength of Recommendation
SOR = A Consists of high quality evidence focused on patient-oriented outcomes

SOR = B Consists of inconsistent or limited-quality evidence focused on patient-oriented outcomes

SOR = C Low quality evidence or evidence focused on disease-oriented outcomes or risk factors

Step 5.
Summarize findings in a 5-slide PowerPoint presentation.  Include above steps with specific attention to the methods used to search the resources (e.g., “Using search terms… a review from Cochrane Library…), and the strength of recommendation.  From what you found, what is your conclusion/summary of evidence and how should this impact patient care.

Appendix 1 (continued)
Family Medicine Clerkship
Evaluating Information Mastery Exercise

Students are given the following instructions for their PICO assignment:

· Prepare a 5 slide PowerPoint presentation on a chosen PICO topic.  Students will review this with site faculty member where clinical question arose and then forward presentation to Clerkship Directors for grading.

· Use the following format for oral presentation of the PICO topic:

1. Establishing a question:  What is the clinical question?  Why should the audience care about this topic?

2. PICO format:  The student describes the Patient or population, Intervention, Comparator, and Outcome.

3. Strength of recommendation:  Is consideration given to the strength of recommendations cited in the summary presented by the student?  Does the student describe what the different levels mean?

4. The process:  Did the student describe the process they used to find the evidence that they found?  Search terms used?

5. Recommendations for clinical practice:  What is the bottom line?  What should family physicians do with this information?  How should physicians adapt their practices based on the new information?

	Score
	Points

	9 – 10 points
	0.2

	7 – 8 points
	0.1

	5 – 6 points
	0

	<5 points 
	Student will be asked to repeat exercise


	Name                                                            Topic
	Range
	Score

	Background

1. Establishes a clear clinical question (+1 point)

2. Properly translates clinical question into PICO format (+1 point)

3. Provides useful background information (+1 point)
	0 – 3
	

	Search Process

1. Discusses search process using appropriate, evidence-based resources (+2 points, using at least 2 EBM resources)

2. Reviews strength of recommendation for sources uses (+ 1 point)
	0 – 3
	

	Summary and Recommendations

1. Summarizes findings from evidence reviewed (+1 point)

2. Discusses shortfalls of current available evidence (+1 point)

3. Gives recommendations for clinical practice (+1 point)
	0 – 3
	

	Organization/Deductions

1. Presents information clearly and concisely (+1 point)

2. PowerPoint slides not submitted on time (-1 point)
	1
	

	Total Score
	10
	


Appendix 2

	Student Evaluations

1-5 Likert Scale (1=Strongly Disagree to 5=Strongly Agree)



	
	2009-2010
	2010–2011
	2011–2012
	2012–2013
	2013–2014

	Based upon today’s experience, I am likely to use evidenced-based resources during this rotation and in the future.
	
	4.4
	4.43
	4.49
	4.50

	I found this a valuable exercise on how to use evidenced-based resources in clinical practice.
	
	4.31
	4.33
	4.41
	4.43

	The Coffee Talks Clinical Reasoning exercise was educational
	
	
	
	4.26
	4.38

	Today’s discussion made me utilize critical thinking skill sin arriving at a differential diagnosis and treatment plan.
	4.40
	4.24
	4.20
	4.31*
	4.37

	The Coffee Talks were educational
	4.45
	4.36
	4.24
	4.23
	

	The Coffee Talks seminar was worthwhile
	4.41
	4.21
	4.18
	4.21
	


 *data combined from separate Questionnaires.
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                    Strongly

                  Strongly
                                    




     
                    Disagree   Disagree   Neutral    Agree     Agree

     
                  






          1                2             3             4              5

1. The Coffee Talks Clinical Reasoning exercise was educational.
       O         O       O        O       O
2. Today’s discussion made me utilize critical thinking skills in 

arriving at a differential diagnosis and treatment plan.

       O         O       O        O       O
3. I found it useful to work in groups to answer the specific


clinical questions from today.

       O         O       O        O       O
4. 
I found it useful to research a clinical question using the 




PICO format. 

       O         O       O        O       O
5.
Based upon today’s experience with search tools I am likely to use

evidence-based resources during this rotation and in the future. 
       O         O       O        O       O

              

6.   I found this a valuable exercise on how to use evidenced- 


based resources in clinical practice.

       O         O       O        O       O
7.  As you reflect on your thought processes from the conference today, at what point did you feel most engaged with the process?

8.  And at what point did you feel most distracted or least engaged in the process?
Appendix 3
Facilitator Quick Guide- Coffee Talks: An Innovative Approach to Teaching Clinical Reasoning and Information Mastery to Medical Students

Preparation

· One hour PowerPoint presentation on Clinical Reasoning and Information Mastery (attached)

· Student identification and preparation of case for oral presentation at the conference 

· Student submission of clinical question exercise via PICO format and its review with faculty
Coffee Talk Workshop

· 4 hour conference during 3rd year Family Medicine Clerkship (average 12 students)

· 2-4 faculty (physician, librarian) with experience and interest in Clinical Reasoning/Information Mastery

· Student led, faculty facilitated case based conference

Educational Goals: At the completion of this session, learners should be able to:

· Understand the critical thinking skills utilized by clinicians 

· Identify key clinical questions from cases presented and utilize evidence-based information mastery skills to find, evaluate and interpret them in real time.

· Demonstrate competence in formulating a clinical question in PICO format 

Objective 1- Understand the Clinical Reasoning skills utilized by clinicians 

· In stepwise format, student presents case seen during month (typically 3-4 cases/conference)

· Faculty facilitates group discussion surrounding pertinent history, physical and differential diagnosis

· Faculty highlights critical thinking skills utilized during group discussion as pertaining to diagnosis and management.

Objective 2-Information Mastery, becoming proficient in answering clinical questions at the point of care

· Students and faculty identify clinical questions that arise during case based discussion (typically 2-3 questions/case)

· Small working groups of students seek to answer these clinical questions using various resources, which can be assigned by faculty (approx. 10 minutes)

· Students present to larger group what they found and resource used (10-20 minutes).  This allows students to begin correlating types of clinical questions and most appropriate, useful resource.

Objective 3-Identify and answer clinical questions via PICO format 
*This is completed prior to the start of the Coffee Talk workshop so students have experience with searching clinical questions.
· Students submit clinical question PowerPoint in PICO format to clerkship director 

· Students review clinical question with on-site faculty member

· Students present their answers to clinical questions at the onset of the conference, highlighting resources used and how these foraging tools can be useful to practicing clinicians 

Appendix 4-Orientation PPT, given to students during half day orientation to Family Medicine Clerkship.
Attached
Appendix 5- Faculty Tutorial
Coffee Talks Format Faculty Tutuorial

Coffee Talks, the student led-faculty facilitated case based conference, started as a way to allow students to work through a process of thinking and reasoning through a clinical scenario – to watch how experienced faculty look at, dissect, and re-formulate each patient presentation.  It looks at the whys of our thought process and decision making in the setting of the uncertainty of each patient presentation.  The purpose, then, is to review the actual thinking process in a cogent, deliberate manner to arrive through a growing synthesis of information at a final differential diagnosis. Below is an overview of how a typical case presentation will run.

The process:

1) Allow for adequate time – each case could take 30-90 minutes depending upon complexity, discussion points, participation and allowing time for students to digest what is being discussed.  It must be necessarily collegial, informal, nonthreatening and inviting to allow participation.  The movement over the years from faculty facilitation to student facilitation of another student’s case has allowed for more participation and appears to encourage student involvement.  Don’t limit a case at the expense of discussion.

2) Set the stage – 

a) Have a white board/SMART board available to allow for scribing of thoughts as they develop and as a place to outline pertentant parts of the patient story.

b) Make a disclaimer – the point of the exercise is to methodically discuss the case in such a manner as to allow for discussion about the differential diagnosis.  We are NOT questioning the case or care of the patient involved as we do not have ALL of the information that the site attending has available.

c) Use a case that highlights how we think.  Family physicians in the outpatient setting generally see the patient and must make the diagnosis on clinical reasoning alone. Inpatient or specialty cases tend to focus on a myriad of information, imaging and labs already collected.  The best cases have an outpatient basis OR reflect the outpatient thought process before an inpatient admission.

d) Use the opportunity to point out what we do best: patient communication skills, point of care evidence based decisions, and critical thinking processes, especially if they are missed or ignored.  

e) Besides the basics, make a point to repeatedly ask of the student: 
What do we know?

What can’t you miss that could lead to significant patient harm?

What is important to the patient AND/OR family and was it addressed?

3) Get student buy-in – Use only student generated cases and allow the students to lead the facilitation process with faculty involvement.  To outline what we know, we must not know the case!  This is an exercise in reasoning and thinking so faculty must NOT know what the students are presenting.  This allows the case to develop in a way that highlights how we think and what we do.

4) Present the case in a deliberate manner – the differential diagnosis should be developed early – what are we thinking when we enter the room from the nurse’s notes or comments?  How does this change with our initial observation of the patient?  How does the differential change with each and every part of the history: HPI, Medical history, surgical history, allergies, medications used, etc.  Every single part of the history has an ability to change the differential and this clearly highlights the critical importance of taking an adequate history.  Move forward through the social history, family history, review of systems.  Spend as much time as needed to highlight what you are thinking.  Do NOT limit the differential at this point.  It is important to think broadly and funnel down as more information becomes available.  **The most common cognitive error we see with students is premature closure, locking in to a diagnosis early in the presentation without having the full story.  Always highlight the importance of VITAL signs – they are called that for a reason.  Have the students systematically think through a physical as to what is important to rule in or rule out a diagnosis.

5) Spend a lot of time at this juncture critically re-evaluating the differential diagnosis.  Look at the pertinent positives and negatives and how they have an effect on your differential.  Allow the students appropriate time to digest and facilitate at this juncture – don’t fall in the trap of telling the student what you would do or an anecdotal story – that can come later.  Let the learner discover the joy of learning.  This must be done in a manner that is student-friendly and encouraging, nonthreatening and inviting.

6) Think probabilities: At each step ask for a differential diagnosis (“what do you think now?”), looking at the possibilities and then asking “what additional information do we need to make each item higher or lower in probability.”  We typically look at the differential diagnosis after the HPI, after the full history, after the physical examination and then after the labs and imaging.  

Treat history questions, physical findings and lab/imaging all equally as data points that might serve to make a possible diagnosis more likely or less likely.  In this way we focus on probabilistic thinking.  This leads to discussion about both pertinent positives and negatives for the history and physical exam.  

(With the labs/imaging in particular, the student leader or the faculty should ask what they want to order and why.  After the list is compiled, the student presenter can then offer the results and the differential diagnosis can be further reviewed) 

7) Recognize that students do not have this opportunity in many arenas – they often are seeing cases where labs and imaging have already been done and thinking is not encouraged.  It is what makes primary care fun – this is where the diagnoses are made!  This is a great opportunity to highlight how without any studies we are able to limit to 2-3 likely diagnoses and how can you, IN THE OFFICE, further delineate (we can do urinalyses, hemoglobin, pregnancy testing, etc).  What viable tests can we reasonably have back in a few hours that will help us, and ultimately, our patients, by making a diagnosis (possibly keeping the patient out of the hospital?)  Which patients must be further evaluated because we can NOT safely determine that a life-threatening event is possible and not satisfactorily ruled out?  Highlight the concepts of critical thinking and bias (remembering that missed diagnoses are often serious ones). **Another common cognitive error seen is anchoring, where a student locks into a diagnosis and has a difficult time changing that even when new information is presented.  Have a discussion about value-added care and, by all means, discuss EBM and how it applies to our patients.

8) Have the students and/or faculty critically review what they have learned and discussed.  PICO (Patient/Intervention/Comparison/Outcome) format is used to establish focused clinical questions, not reviewing an entire topic.  It is essential to review the evidence behind particular physical exam questions/findings, lab testing, imaging and treatment options in real time.  It is best to have trained faculty and most particularly, librarians trained in appropriate use of the literature be a part of the process. The collaboration with our faculty physicians and librarians has allowed this process to work with great success.

9) Take the time to have the students look at different sources (Dynamed, PubMed Clinical Queries, TRIP database, ACP, etc) to showcase what sources best provide evidence for the questions being asked.  Purposely limit this time to 5-10 minutes to show what a practitioner would do in the “real world” when answering a question.  Allow for time for the group to discuss the evidence.  It is essential that everyone understands how we view the evidence.  Review the evidence of one part of a triad and that patient values and preferences as well as physician experience must also be part of the final treatment plan.  The goal must be to have the students be facile in asking a question, developing a PICO and USING IT IN THE REAL WORLD and not just another academic exercise.  Take the time to review value-added care as it pertains to the case and the evidence.

10) Always have a wrap-up to discuss what was learned, where things could have gone differently, what thinking errors/bias may have occurred **see above, and to impart gems of wisdom as far as communication, patient and family involvement and shared decision-making….then you’re ready for another case!

Appendix 6- Powerpoint example case presentation

