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Executive Summary:
The Educational Program Subcommittee of the LCME Institutional Self-Study Task Force convened several meetings in the fall of 2004 to complete the school’s database, review the Required Course and Clerkship forms, and analyze the compliance of the current educational program with LCME standards.  The summary report was adopted by the subcommittee in February 2005.

The subcommittee noted several strengths in the current educational program.  There are well-written institutional behavioral objectives that mapped clearly to core competencies.  The 1991 curriculum revision has been especially successful in integrating content in the preclinical years. The curriculum is broad-based in its approach to teaching basic and clinical sciences; the longitudinal Physician and Society course has been effective in introducing students to an array of Medical Humanities topics in a learner-centered manner.  The quality and breadth of teaching faculty is outstanding and promulgate a robust intellectual environment in the School of Medicine.  There has been substantial upgrade in the resources for the curriculum since the arrival of Dr. David Nichols as Vice Dean for Education.  The Office of Academic Computing has been particularly productive in implementing several new systems:  the use of web-based courseware, the Living Textbook, virtual microscopy, the Medical Course Cataloguing system, and the Patient Tracker web-based patient log system. The institution has contracted with a proprietary online evaluation system (E-value®) that has facilitated the retrieval of evaluations during the clinical clerkships. There is a well-developed standardized patient program. A new simulation center is planned to open in July 2006. Since the last LCME review, the clinical clerkship directors have worked together to implement several curricular and evaluation enhancements which are noted in the report.   The apparent evidence of success of the educational program includes the high rate of research activity by students during medical school, 99-100% pass rates on national board examinations, high acceptance rate by graduates into competitive residency training programs, and outstanding evaluations of graduates by first-year residency program directors. 
Concerns regarding full compliance with LCME standards fell into four categories:  the use and dissemination of institutional objectives, the breadth of content, learner and program evaluation systems, and enhancement of teaching skills for faculty and supervising residents.
1. Objectives
· At start of the self-study, much of the educational community (including course directors, teaching faculty and students) were unfamiliar with the institutional objectives, and it was unclear that these objectives were directing curriculum planning.

· At the start of the self-study, only 1 of 9 clerkships had quantitative criteria for the types of patients and level of student responsibility to achieve clerkship directors.  Student logs were in frequent use, but were not being monitored during the clerkships.
2.  Content

· There were several potential “gap” areas in the curriculum: diagnostic imaging, community health, family medicine, primary care, cultural competence, training with non-MD health professionals, geriatrics, pain and palliative care medicine, occupational medicine.
3. Learner & Program Evaluation

· There was no comprehensive assessment in the clinical years that documented preparation to assume intern-level duties. 

· There are no tools in use for the assessment of professionalism, cultural competence, or systems based knowledge.

· Mid-course/clerkship feedback is not formalized.
· Most preclinical courses do not provide narrative comments.

· There has been minimal use of outcomes analysis and no tracking of students beyond first year of residency.

4.  Teaching Skills

· There are no institution-level resources for resident, fulltime faculty and volunteer faculty development of small group teaching skills, and use of global rating forms in evaluating students.

Many of these concerns will be addressed with current initiatives underway.  Recommendations to address the remaining areas include the following:

1. Implement universal explicit quantitation of patient types, level of student responsibility and clinical settings in all required clerkships, and eventually subinternships.

2. Proceed with efforts to increase knowledge of pain, geriatric medicine, occupational medicine and health systems knowledge in the clinical years, while awaiting the implementation of a new curriculum. The Educational Policy and Curriculum Committee should continue to inform and challenge course/clerkship directors to address perceived content deficiencies in their course/clerkship curricula.
3. Proceed with the “Genes-to-Society” Curriculum Revision.
4. Develop and implement a Quarter I Year IV comprehensive clinical skills assessment, which can include cultural competence, ethical challenges, and professionalism.
5. Create an Assessment and Evaluation Subcommittee of the EPC to review program evaluation for all 4 years. Ensure that narratives on student performance are collected whenever possible.  Ensure timely reporting of grades. Coordinate a more robust internal review of courses, similar to what is done in the Graduate Medical Education Council (GMEC), monitoring links to institutional objectives, extent of self-directed learning, quality of teaching, and service requirements in the clinical clerkships. Ensure course/clerkship directors are aware of available outcomes measures (e.g., Step 2 USMLE results, etc.).
6. Create a Student Outcomes Database to track student performance in required courses, clerkships and other available outcomes.
7. Clarify the roles, responsibilities and resources of the Office of the Associate Dean for Curriculum in curriculum management.
8. Review and advise departments on the role and grade/classification of the Clerkship Coordinator position, which is critical to timely reporting of grades as well as other curriculum implementation issues.
9. Create an Office of Faculty Development to establish institution-wide teaching skills courses through a variety of methods (e.g., in-house training, online training, retreats, interactive CD-ROMS for course directors, faculty and residency program directors).
10. Continue outreach efforts to volunteer community based faculty through the Offices of the Vice Dean for Faculty Affairs and Vice Dean for Education.
A. Educational Objectives

1.  Indicate the level of understanding of the objectives for the educational program among administrators, faculty members, students and others in the medical education community.  Do the objectives serve as effective guides for educational program planning, and for student and program evaluation?

The “Mission and Educational Program Objectives for the M.D. program at JHUSOM” are widely known and publicized to all students, faculty, educational directors and administrators in the School of Medicine. The educational mission statement, goals and strategy were reviewed and adopted during the 1991 curriculum revision.  These goals formed the basis for the specific educational objectives which were adopted in 1998 by the Educational Policy and Curriculum Committee (EPC), whose primary responsibilities are the review and revision of the curriculum and educational objectives.  The objectives were again reviewed in summer 2003 by an interdisciplinary curriculum reform committee in preparation for its work.  Members of this committee were particularly concerned that the curriculum keep pace with advances in biomedical research as well as the competency-driven objectives being implemented across the continuum of medical education.  The objectives were revised and approved by this committee, and the updated version is listed below.  They have since been distributed to all students at orientation, are posted on the School of Medicine website, and displayed in student and hospital lounges where faculty, residents and students congregate. 
Mission Statement and Education Program Objectives

John Hopkins University School of Medicine

The mission of the Johns Hopkins School of Medicine is to prepare physicians to practice compassionate clinical medicine of the highest standard and to identify and solve fundamental questions in the mechanisms, prevention and treatment of disease, in health care delivery or in the basic sciences.

The aim of the pre doctoral curriculum of the School of Medicine is to produce leaders in Medicine who will take the foundation of a broad education in Medicine to improve health through patient care, research, and education. 

As a measure of their competence, every graduate of the Johns Hopkins University School of Medicine will: 

The Science and Practice of Medicine

· Apply scientific principles and a multidisciplinary body of scientific knowledge to the diagnosis, management, and prevention of clinical problems.

· Understand the variation in the expression of health and disease through critical evaluation of biomedical research. 
Clinical Competence

· Obtain a sufficient level of medical knowledge to understand the basic facts, concepts, and principles essential to competent medical practice.

· Exhibit the highest level of effective and efficient performance in data gathering, organization, interpretation and clinical decision making in the prevention, diagnosis, and management of disease.

The Social Context of Medicine

· Understand and respond to factors that influence the social, behavioral, and economical factors in health, disease and medical care. 

Communication

· Demonstrate effective and compassionate interpersonal communication skill toward patients and families necessary to form and sustain effective medical care.

· Present information and ideas in an organized and clear manner to educate or inform patients, families, colleagues and community.

Professionalism

· Display the personal attributes of compassion, honesty and integrity in relationship with patients, families, and the medical community.

· Adhere to the highest ethical standards of judgment and conduct as it applies to the health care milieu.

· Demonstrate a critical self-appraisal in his/her knowledge and practice of medicine, as well as received and give constructive appraisal to/from patients, families, colleagues and other healthcare professionals.

Lifelong Learning

· Understand the limits of personal knowledge and experience and will demonstrate the intellectual curiosity to actively pursue the acquisition of new knowledge and skills necessary to refine and improve his/her medical practice or to contribute to the scientific body of medical knowledge.

In summer 2004, the Educational Policy and Curriculum Committee (EPC) solicited from each course and clerkship director the links between the individual course objectives and these overall program objectives. Course/clerkship directors also provided the formative and summative assessment methods used for each learning objective.  The results of this analysis are contained in a “Mapping Document” in the office of the Associate Dean for Curriculum, and will be referred to in the periodic review of courses undertaken by the EPC. This exercise reinforced the awareness of the overall program objectives among course and clerkship directors and the institution’s commitment to these program objectives.  

2. Comment on the extent to which school-wide educational objectives are linked to physician competencies expected by the medical profession and the public.  Summarize results from any associated outcome measures that demonstrate how well students are being prepared for the next stage of their training. 

Although the institutional objectives predate the ACGME Outcomes Project, the link to the six core competencies was easily demonstrated (see Appendix document, ED 1-a.), since the school’s objectives were written as learner competencies. 
Evidence that students are well-prepared for their next stage of training derives from the following sources:

· Performance on USMLE Step I and Step 2 knowledge assessments.  99-100% of JHUSOM first-time takers pass Step I and 96% pass Step 2, with a mean score above the national average.

· AAMC Graduation Questionnaire.  In 2004, 97% of responding JHUSOM students reported that they have the skills required to begin residency training.
· Survey of Residency Program Directors re JHUSOM graduate performance.  On a scale of 1-5, with 5=outstanding, JHUSOM students average 4.1-4.7 for all domains questioned, including 4.6 for “overall impression” and 4.5 for “suitability for a career in clinical practice.” (See Attachment #1:  Results of Resident Program Directors Survey)
At the start of the current LCME Self-Study, the clinical clerkships had not yet defined quantitative criteria for each required clerkship.  The Patient Tracker system was fully implemented in the basic clerkships in 2004-05.  Quantitative criteria are in development in 2004-05 and will be fully implemented in academic year 2005-06.  The tracking of patient experience in the basic and advanced clerkships will provide further evidence of preparation for the next stage of training.
 3.  Evaluate the adequacy of patient resources and clinical settings for achieving the school’s clinical objectives. 
The School of Medicine is fortunate in having the resources of Johns Hopkins Medical Institutions and its affiliates for suitable clinical sites for the professional education of medical students.  These include four hospitals, the Johns Hopkins Hospital (JHH), Johns Hopkins Bayview Medical Center (JHBMC), Sinai Hospital of Baltimore, and Howard Community General Hospital (HCGH), which together provide a rich resource for clinical teaching.  There is universal agreement among required clerkship directors that the breadth of medicine is adequately represented by the patient experience in the core clinical clerkships.  The SOM has continued its outreach to the community for ambulatory teaching sites, and currently lists 111 community-based sites for the required Ambulatory Medicine Clerkship.  Ambulatory teaching remains a major challenge for the curriculum; the economic stresses on volunteer community-based faculty continue to impact the SOM’s ability to recruit and retain these ambulatory teaching sites.
Recommendation:  Continued outreach to part-time (volunteer) faculty to encourage teaching, including exploration of reward and recruitment strategies, such as CME vouchers, practice management support, teaching skills training, and recognition for teaching effort and quality.

B. Structure of the Educational Program

4. Delineate the mechanisms ensuring that the educational program provides a general professional education that prepares students for all career options in medicine. Cite relevant outcomes indicating success in that preparation. 

The curriculum includes a rigorous basic science curriculum that emphasizes inquiry and scientific method as well as a knowledge base in the science of medicine.  More than 95% of JHUSOM students are involved in some form of research activity during medical school, and 87% report authorship of a medical publication by graduation.   Approximately 20% of students take a 5th year or more during medical school to augment training in their area of interest. At graduation, 80% anticipate a career involved in research and investigation.

A comprehensive required clinical curriculum includes exposure to all of the major specialties of medicine.  The current curriculum is unique in the flexibility of the clinical years, allowing students to pursue potential career interests with early clinical electives.  The SOM elective book (http://www.hopkinsmedicine.org/SOM/Academics/Elecbook2004.pdf) lists extensive clinical and research opportunities for students.  As an example, although there is no Department of Family Practice at JHUSOM, there are 5 clinical electives in family practice, including ambulatory and inpatient family practice electives, as well as a rural preceptorship. Thirty-two students chose one of these family practice electives in the most recent academic year. Six students from the class of 2005 have chosen Family Medicine residencies.
The range of residency programs chosen by JHUSOM graduates attests to the breadth of preparation.  In addition to significant numbers choosing categorical Medicine, Pediatrics, Surgery, Neurology, Psychiatry, Pathology and Emergency Medicine, graduates have been accepted into Neurosurgery, Radiation Oncology, Orthopedic Surgery, Ophthalmology and other competitive residency programs.

Recommendation: The subcommittee recommends that the SOM continue in its work towards development of a Student Outcomes Database to better track student outcomes after graduation, e.g. residency completion, board certification, practice location, research and community leadership, etc. 
5. Discuss the types and sufficiency of educational activities to promote self-directed learning and development of the skills and habits of lifelong learning.
The self-study task force found numerous examples of self-directed learning throughout the curriculum.  In the preclinical years, students are encouraged to learn through self-directed independent study via research and preparation for small group discussions, case discussions and clinical case presentations, written assignments and team-based exercises and collaborative learning.  Problem-solving exercises are used in the Basic Pediatric clerkship, and the Ambulatory Medicine clerkship requires written and oral evidence-based medicine reports.  The Physician and Society course requires self-directed learning in all 4 years, but especially in years 3 and 4, when students take on the role of leading small group discussions in assigned content areas.  Students receive additional orientation to medical informatics and searching strategies in a laboratory exercise in the Ambulatory Medicine clerkship.  The task force concluded, however, that while multiple examples of self-directed learning were documented, there could be greater emphasis on this skill, especially in the preclinical years. 

Recommendation: The subcommittee recommends that the Educational Policy Committee and year Curriculum Committees continue to monitor the extent of self-directed learning activities within the curriculum, by urging student assessment of self-directed learning in course evaluations, and including this topic in periodic review of courses and clerkships. 

6.  Evaluate the adequacy of the system for ensuring consistency of educational quality and of student evaluation when students learn at alternative sites within a course or clerkship.
All preclinical courses occur in one site. Small group exercises, case scenarios and presentations are standardized across all teaching groups.  The major issues with consistency in the preclinical curriculum have been with the quality and teaching expertise of small group facilitators.  Students evaluate facilitators and course directors address these issues within the courses, and in the curriculum committee small group evaluations.  In some department-based courses, the department plays a role in providing feedback to and rewarding or recommending for remediation faculty participating in teaching.
Clerkships often use multiple sites, and clerkship directors are keenly aware of the need to monitor the clinical experience and teaching quality during clerkships.  The following strategies are used by clerkship directors to ensure consistency:

· Orientation to the clerkship materials are distributed to all faculty and residents involved in teaching and evaluation of students.  This includes the role of the teaching faculty member, the role of the resident, suggested learning and evaluation activities for students (such as the mini-CEX), expectations for feedback and orientation to the evaluation instruments.

· E-mail reminders to residents to review clerkship objectives at beginning of rotations. (Ex: Medicine)
· Teleconferencing or use of videotaped lectures on handheld computers to ensure all students have access to same lecture material (Ex: Surgery Clerkship).

· Monitoring of patient care experience through Patient Tracker. Data collated by site. (Ex: Medicine, Ambulatory, Pediatrics, Ob-Gyn)
· Feedback of student performance and student evaluations of rotation sites to the faculty at alternative sites. (Ex: Medicine, Ambulatory Medicine)
Recommendations: The subcommittee recommends that efforts in this area be expanded as follows:

· Increased use of videotaped (‘portable’) lectures in clerkships.

· Creation of institutional teaching skills workshops for faculty and residents at alternative sites, including CD based interactive modules or workshops on location.

· Creation of institutional instruction in small group facilitation.

· Analysis of student evaluations to assess rater biases, reliability, etc. 
7.  Comment on how well all content areas required for accreditation are addressed in the curriculum.  Note any evidence supporting the adequacy of content coverage for such topics. 

The current curriculum provides exposure to all required content areas. Student performance in national examinations and post-graduation clinical performance in selected residencies attest to adequacy of preparation.  

The subcommittee concluded that primary care is adequately addressed with the current clinical clerkship experiences, with the exception of a longitudinal clerkship, which is not required in this curriculum.  The lack of a longitudinal clerkship has left JHUSOM students with insufficient experience in management of patients, and active clinical decision-making.  This is reflected in the Graduation questionnaire in which 40-50% of JHUSOM students report inadequate instruction in the areas of patient follow-up, primary care and long-term care. This deficiency has been addressed in the planned curriculum reform, which anticipates a year-long primary care clerkship in Year One.  In addition, while chronic illness and rehabilitative medicine are addressed in some structured sessions, additional fourth year clinical experiences are being planned in the new curriculum. 
Geriatrics, pain management, end of life care, nutrition, occupational health and health systems and economics have all been identified as inadequate in the current curriculum.  While addressed, there is insufficient active learning in these areas, such that students demonstrate mastery of the content. Plans to address these areas are as follows:

· Pain: A multidisciplinary group, the Pain Curriculum Development Team, led by Dr. Beth Murinson from the Department of Neuroscience, has mapped a new pain curriculum across the curriculum which will be piloted in the next academic year.  
· Geriatrics: Selectives in geriatrics have been added to the Physician and Society curriculum, a day-long program on geriatrics and clinical medicine has been added to the end of the pre-clinical curriculum, and the Medicine clerkship has required lectures and standardized patients in geriatrics.  In addition, a new faculty development program funded by the Hartford Foundation will be implemented in May 2005 to train non-geriatrics faculty in the principles of geriatrics; one component of this program will be teaching geriatrics in the context of non-geriatric clinical settings (such as Emergency Medicine and Orthopedic services).  

· Health Systems and Economics: Health systems and health economics are currently included in PAS; these topics will be bolstered in the new “Genes to Society” curriculum, which will emphasize access to care, economics and health care disparities, as well as population- based medicine.
· Nutrition: There is a dedicated section of Metabolism that addresses aspects of Nutrition in the preclinical curriculum.  Nutrition is addressed in the Pediatric Basic Clerkship, Ambulatory Medicine clerkship (obesity) and Surgery Clerkships.  Clerkship directors will be encouraged to find more opportunities to re-emphasize the principles of nutrition in the clinical years.
· Occupational Medicine:  Occupational medicine and disability is covered in one selective of PAS Year 2. Taking an occupational history is assessed in the Medicine clerkship in one SP encounter.  The principles of occupational medicine will be introduced in the new curriculum in the Respiratory Organ systems intersession and will include knowledge of occupationally related pulmonary disease and injury, knowledge of and attitudes toward disability, and skills of taking an occupational history and assessing functional status.

The Curriculum Reform Committee has noted that these topics share a lack of departmental ownership that may explain the less robust inclusion in the current curriculum, especially during the clinical biennium.  The planned model of curriculum management in the new curriculum includes teams of faculty planning and monitoring “horizontal strands” through the 4 year curriculum, so that these topics are covered repeatedly and with increasing complexity appropriate to students’ developmental stage.

Recommendations:  The subcommittee recommends proceeding with efforts to increase knowledge of pain, geriatric medicine, occupational medicine and health systems knowledge in the clinical years, while awaiting the implementation of a new curriculum. 
8. Evaluate the workload and balance between education and service in the clinical years. Do students receive sufficient formal teaching during their clinical clerkships?  Assess the balance between inpatient and ambulatory teaching and the appropriateness of the teaching sites used for required clinical experiences.

The clinical curriculum is strongly oriented towards education and formal teaching.  In fact, one student criticism of the Medicine clerkship has been that the number of formal teaching sessions has lessened the students’ incorporation into the ward team activities at JHH compared with the community hospital experiences.  The hospital support services that have been upgraded in response to ACGME requirements, such as IV and phlebotomy teams, and electronic access to radiology films, have also lessened a need for “service” from students. We are unaware of any concerns that service outweighed education in a clinical clerkship.
A formal policy on work hours in the clinical clerkships was adopted by the EPC in October 2004. The clinical clerkships are actively monitoring the work hours that students report in the inpatient clerkships; clerkship directors interview students whose hours exceed the prescribed limits. Our findings have been that excessive time in the hospital has invariably been a student’s choice to pursue additional educational experiences, such as writing up patient evaluations close to the patient, or seeing an unusual surgical procedure. 
The subcommittee reviewed the inpatient and ambulatory teaching balance in each of the specialties and found it to be appropriate to the student learning experience.  Each of the core clerkships has an ambulatory component, with the exception of Medicine, for which there is a separate block Ambulatory Medicine clerkship.  A longitudinal clerkship would strengthen the ambulatory teaching as noted under (7) above. 
Clinical sites are continually reviewed by the clerkship directors.  Student feedback is solicited at the end of the rotations, and patient experience for the different sites is monitored through the web-based patient log system, Patient Tracker.  One inpatient site for the Ob-Gyn clerkship was removed as of the 2005 academic year for quality reasons.  The Ambulatory Medicine clerkship has also removed practice sites that have received low ratings by students in the quality of teaching or level of patient experience allowed. The remaining clerkships report stable, high quality clinical teaching sites. 

Recommendation:
The clinical clerkships should continue to monitor work hours during the inpatient clerkships, and assess student perception of education and service requirements, and quality of formal teaching in end of clerkship evaluations. 

C. Teaching and Evaluation.

9.  Comment on the adequacy of the supervision of medical students during required clinical experiences.  Discuss the effectiveness of efforts to ensure that all individuals who participate in teaching, including resident physicians and volunteer faculty members, are prepared for their teaching responsibilities.
The subcommittee concluded that one of the distinct strengths of the educational program is a large, dedicated and talented pool of faculty teachers. Each of the core clinical clerkships mandates faculty supervision of medical students throughout the clerkship.  Medicine and Pediatrics have instituted teaching faculty attendings for medical students in order to address the lack of congruence between student and resident schedules that has occurred with recent regulatory changes.  These dedicated teaching faculty have additional opportunities for clinical teaching and supervision of skills in small groups.  In addition, each of the clinical clerkships now requires logging of student patient experiences through Patient Tracker.  Clerkship Directors monitor these patient experiences throughout the clerkship and identify any student who is not meeting milestones of expected clinical experiences.  With the exception of Ob-Gyn and Surgery clerkships, students in the 2004 AAMC Graduation questionnaire strongly agreed that attending faculty were actively involved in teaching during the clerkships.  To emphasize the importance of teaching, the Department of Ob-Gyn added a teaching skill vignette to each Grand Rounds session in 2005. The Surgery clerkship provides topical web-based lectures to all students to ensure delivery of consistent quality content.
Several of the basic clerkships rely on community-based faculty to provide and supervise appropriate and balanced medical student clinical experiences.  For instance, students in the Medicine clerkship spend 50% of time in the tertiary/quarternary care Johns Hopkins Hospital, and 50% in an affiliated community hospital.  Approximately 30% of office-based preceptors in the Ambulatory Medicine clerkship were recruited from the community.  At the start of the self-study it was recognized that several of these teachers had not applied for faculty appointment.  This issue has been addressed with clerkship directors and Department Directors and is being remediated.
Residents are actively involved and provide a large amount of teaching to students in all of the required clerkships with the exception of Ambulatory Medicine.  In 2004 the JHUSOM Graduate Medical Education Council adopted a policy (attachment #2) which mandates that Teaching Skills be included as part of the competency evaluations of resident trainees, and that clerkship directors collect and provide to program directors student evaluations of resident teaching. To date, resident teaching skills development has been based in departmental training programs.  The Department of Obstetrics and Gynecology has a series of teaching skills workshops provided to residents by the clerkship director and the program director.  Pediatrics residents participate in “teaching sessions” during which they discuss techniques for teaching, delivering feedback and dealing with “problem learners.” Internal Medicine provides online orientation to residents at the start of the rotations; in addition PGY2 residents rotate through a 2 week Teaching Resident rotation, in which they practice small group clinical teaching and receive feedback on teaching behaviors. The Department of Surgery plans to institute a series of teaching skills sessions for residents as of 2005.  

The institution has a number of faculty development opportunities for teaching skills.  The Johns Hopkins University Generalist Faculty Development Program has sponsored a 10-month long Teaching Skills Workshop for the past 17 years. Full time and volunteer generalist faculty have participated in this workshop.  Most recently the workshop has been shortened to 3 months in order to encourage more flexibility with teachers’ schedules.  For the past 3 years, the School of Medicine has sponsored a course entitled  “Introduction to Teaching in Medicine: Principles, Practices and Issues.” to provide faculty with basic introduction to adult learning theory, elements of curriculum development, student assessment and skills of feedback and small group instruction; 48 faculty have completed this course in the past 3 years. In 2005, the Johns Hopkins Geriatrics Mini-fellowship was launched to provide non-geriatrics faculty with training in geriatric medicine.  One day of this 3-day “mini-fellowship” is devoted to teaching skills.  Sinai Hospital has sponsored on-site teaching skills development for several years, offering interactive workshops in ambulatory precepting, giving feedback and small group instruction.  The Ambulatory Medicine clerkship has sponsored faculty development evening sessions with dinners to introduce faculty members to topics such as feedback skills and evidence-based medicine.  These faculty development courses are either free to participants or supported by tuition remission grants.
As both volunteer and fulltime faculty become stressed with demands on time and productivity, access to their time has become increasingly difficult, and is the major limitation in efforts to ensure all teachers have received generic teaching skill development.   The institution is exploring using technology to assist in the dissemination of teaching skills development with web-based or CD-ROM based interactive learning modules.  The increased emphasis on documentation of excellence in teaching that arose from the Clinician Educator Task Force recommendations has further encouraged faculty effort in improved teaching skills.

Recommendation: The subcommittee recommends continued work towards institutional resources for Residents-as-Teachers and Faculty Development Teaching Skills training. 

10. Evaluate the adequacy of methods used to evaluate student attainment of the objectives of the educational program. How appropriate is the mix of testing and evaluation methods? Do students receive sufficient formative assessment in addition to summative evaluations?  Discuss the timeliness of performance feedback to students in the preclinical and clinical years.

As evidenced by Appendix Document ED-1a, multiple measurement methods are used for the achievement of knowledge objectives, including extensive use of written knowledge tests, problem sets and problem-solving exercises, lab practical examinations, and small group work in the preclinical years. Each of the clinical clerkships uses the NBME shelf examination for assessment of medical knowledge in the relevant specialty, with the exception of Ambulatory Medicine and Ophthalmology which use internal written examinations.  Patient care and communication competencies are evaluated with several structured observations by faculty members in Year I Psychiatry, Year I Introduction to Clinical Medicine, and Year II Clinical Skills, as well as use of standardized patients with feedback in Year II Clinical Skills, and Year II Physician and Society. Four of the clinical clerkships have added the use of standardized patient assessments either as formative or summative assessments, as additional methods of evaluating patient care skills.  Year I Physician and Society has explored the use of peer review for professionalism, and active experiences with reflective writing for systems-based knowledge.  The curriculum’s emphasis on inquiry and scientific method emphasizes the habits of reflective learning and practice based learning; written essays, research papers and integrated reports are required in Physician and Society (all years), Introduction to Clinical Medicine, Ambulatory Medicine, and Rational Therapeutics.  Oral presentations are required in Neurology, Emergency Medicine, and Ambulatory Medicine.  In the clinical years, there is universal use of faculty and resident global rating forms, which are linked to the clinical competencies.  Professionalism is assessed primarily by resident and faculty observation. System-based knowledge is assessed in the management plans proposed during the clinical clerkships, the global rating forms, and discussion groups of Physician and Society.
The subcommittee observed that there has been increased use of multiple methodologies in the assessment of students for attainment of educational objectives over the past seven years, with increased use of validated measurements, such as the NBME Shelf examinations in the clinical clerkships, and structured observations, such as the standardized patient assessments occurring in the clinical clerkships.  The extensive use of global rating forms to assess student competency in the clinical years evokes a need for faculty and resident training in the use of these forms, analysis of the ratings, and feedback to faculty and residents of their rating behaviors.  Additional raters could be explored, such as peer raters and patients for professionalism and communication in the clinical years.   Also lacking is a sense of developmental progression in clinical skills attainment, given the flexibility of the clinical curriculum.  Valid and reliable assessments for systems-based knowledge, and critical self- appraisal are currently not in use.
Several preclinical courses reported no formative feedback mechanisms, and most do not report a narrative component with the grade. The institutional adoption of online evaluations (E-value®) has increased the amount and timeliness of feedback available to students in the clinical clerkships. Clerkship directors have noted the key role of the clerkship coordinator in the generation and reporting of grades in a timely manner.  This position has increased in complexity and technical skill requirements in recent years without upgrade in pay level.  
Recommendations: Based on this analysis, the subcommittee recommends the following improvements to the student assessment system:

1. The creation of an Assessment and Evaluation subcommittee of the Educational Policy Committee, with resources of an evaluation specialist to monitor the link between objectives and assessments within each course, and the longitudinal attainment of educational objectives for each student through the curriculum.

2. The development and dissemination of written objectives for each year of the curriculum linked to the overall educational objectives.

3. Exploration of additional opportunities for formative feedback in the preclinical years, such as small group discussions and problem-solving sets.

4. The piloting of additional measures of performance, especially in the professionalism and communication competencies, such as peer review, patient feedback, and other validated instruments.

5. Continued faculty and resident development efforts in the use of the global rating forms in the clinical years.  Analysis and feedback to faculty and residents of rating behaviors.
6. Re-evaluate the role and pay grade of the Clerkship Coordinator position.

11.  Describe the system for ensuring that students have acquired the core clinical skills specified in the school’s educational program objectives.  Evaluate its adequacy.

See discussion under “10” above.  Core clinical skills are defined for each of the required core clerkships and are assessed using multiple methods, including NBME shelf examinations, evaluation of written materials, oral presentations, standardized patient assessments and faculty and resident global rating forms at the end of clerkship rotations. There is currently no comprehensive clinical assessment during the clinical biennium. 
Recommendations: Based on this analysis, the subcommittee recommends the following improvement to the student assessment system:

· The implementation of clinical competency examination at end of Year 3 or after completion of a minimum number of clerkships, with opportunities for remediation.

D.  Curriculum Management

12.  Assess the adequacy of the mechanisms for managing the curriculum and ensuring a coherent and coordinated curriculum.  Do the curriculum as a whole and its component parts undergo regular, systematic review?  Are there sufficient resources (for the associate dean and the curriculum committee) to support the management of the curriculum?

The Educational Policy and Curriculum Committee (EPC), chaired by the Vice Dean for Education, with representation of pre-clinical and clinical course directors, Associate and Assistant Deans for Student Affairs, Directors of the Office of Academic Computing and Office of Medical Education Services, Registrar and student representatives, meets monthly to review curricular issues.  Each course and clerkship undergoes systematic review in rotation.  The course/clerkship director formally presents the objectives, methods, outcomes and evaluations to the EPC.  This presentation is followed by brief question and answer discussion.  In addition, Year I and Year II Curriculum Committees meet to ensure the adequate integration and coordination of preclinical course work.  This has created a high quality preclinical curriculum that has remained responsive to the student feedback.  As an example, a longitudinal Biostatistics course was given its own sequence in the Year I curriculum, to allow adequate student attention to the content.  
Recent years have seen significant resource enhancement towards curriculum management. The Office of Academic Computing was added to the Dean’s office in 2000, with the charge to improve the use of electronic technology and educational efficiency in the curriculum.  One of the dramatic products of this unit has been the creation of an online Medical Course Cataloguing System (http://courses.med.jhmi.edu).   Each lecture in the preclinical curriculum has been videotaped and keyworded into this database.  Students and faculty can search for content, and view the pertinent lectures.  This system will allow better coordination of content between courses and longitudinal progression in the curriculum. The Office of Academic Computing has also introduced the use of Blackboard® courseware, which is used throughout the preclinical curriculum and increasingly in the clinical clerkships to facilitate the distribution of schedules, syllabi, and online evaluations.  A third product of the office has been the development of the online patient log system, Patient Tracker, that is used by clerkship directors to monitor student patient experience.
The Office of the Associate Dean for Curriculum was created in July 2004.  This office has undertaken the entry of the JHUSOM predoctoral curriculum into the AAMC CurrMIT Database to allow easier analysis of the curriculum as a whole.  In addition, the office maintains the documented links of individual course/clerkships to the institutional objectives, and the records of EPC reviews of individual courses/clerkships.  Ongoing roles for this office include: coordination and overseeing of outcomes assessment of the curriculum, oversight of tracking of developmental progression and attainment of competencies by students through the curriculum, oversight and coordination of the Assessment and Evaluation subcommittee of the EPC, fostering, guidance and resourcing of curriculum innovation, and faculty and resident teaching skills development.
The clinical clerkships have remained primarily departmentally resourced; content and objectives have been determined by course directors and their specialty faculty.  Given the flexibility of the current clinical biennium, it has been a challenge to coordinate student learning through the clinical biennium.  The Clinical Clerkship Directors Subcommittee of the EPC meets monthly, however, to review issues common to the clerkships.  In the past three years, as a result of these meetings, the clerkship directors have coordinated several curricular functions in the clerkships, as follows:
· Universal use of the NBME Shelf Examination (when available) as assessment of knowledge.

· Development of a generic faculty/resident “anchored” global rating form for student assessment, linked to clinical competence.

· Adoption of the E-value® online evaluation system to facilitate timely feedback to students.

· Adoption of the Patient Tracker system to log patient encounters during the clinical clerkships.

· Adoption of a monitoring system for student duty hours during inpatient clerkships.

· Increased use of standardized patient assessments for formative or summative skills assessment. 

The Vice Dean for Education has provided institutional support for each of these initiatives.

The subcommittee found that the process of course review is overly diplomatic and often ineffective. True quality improvement processes within the curriculum remain implicit, indefinite, and are often left to the discretion of the course/clerkship directors.  Much progress was stimulated the LCME Self-Study, but the subcommittee recommends a more rigorous curricular review process be implemented.  The creation of an Assessment and Evaluation Subcommittee which will provide quantitative data on individual and programmatic outcomes is critical to this process. 
Recommendation:  Proceed with plans for an Assessment and Evaluation Subcommittee, with resources for program evaluation, which will report to the Associate Dean for Curriculum.  This committee should be charged with the duties of preparation and analysis of questionnaires and evaluations, systematic analysis of student performance and course, clerkship and program effectiveness, analysis of teaching quality, and promotion of quality improvement in the curriculum.
13.  Judge the effectiveness of curriculum planning at your institution.  Describe efforts to ensure that there is appropriate participation in planning and that resources needed to carry out the plans will be available.  How effective are the procedures to rectify any problems identified in the curriculum, and in individual courses and clerkships?  Describe and evaluate.

The 1991 revision of the curriculum resulted in significant change, including integration of preclinical curriculum, a longitudinal medical humanities course (Physician and Society), increased use of small group teaching in the pre-clinical curriculum, flexibility in the clinical curriculum, and early patient contact in Year I Introduction to Clinical Medicine.  The clinical clerkships shifted to more ambulatory teaching, and a separate Ambulatory Medicine block clerkship was added.  Two recommendations were not adopted: 1) the introduction of a weekly faculty-student seminar to review original research papers, and 2) a research thesis requirement.  The Year I and Year II Curriculum Committees were created and continue to function as a result of this revision, providing ongoing planning and revision of the integrated preclinical curriculum.  Curriculum planning otherwise has been delegated to course directors, with the EPC serving an advisory role.  Each course/clerkship collects evaluation data, and course directors have convened ad hoc planning committees to review curriculum content and outcomes.  In 2004 the director of Physician and Society convened an off-site retreat, with resources from the Vice Dean for Education, to re-evaluate the course curriculum.  The Office of Academic Computing provides assistance in the creation, dissemination and analysis of course evaluations with Blackboard® courseware.  The Office of Medical Education Services provides assistance in the development and analysis of written tests and standardized patient assessments.
A curriculum reform committee was reconstituted in 2003 to assess the current curriculum and respond to expert consensus reports on the need to reform medical education.  Participants in this committee include SOM administration, basic science and clinical faculty, current students, faculty from the Bloomberg School of Public Health, the Bioethics Institute, and volunteer community-based faculty.  This committee is resolute in its objective to include outcomes assessment at each phase of implementation in a revised curriculum and has recommended an infrastructure within the Office of the Vice Dean for Education to support this evaluation.
14.  (Not applicable to JHUSOM).
E.  Evaluation of Program Effectiveness

15.  Assess the quality of your graduates.  Describe the evidence indicating that institutional objectives are being achieved by your students.

The School has consistently monitored three indicators of the quality of our graduates:  the Program Directors’ Survey, performance on National Board examinations, and entry into competitive residency positions.  A recent analysis
 of 3 years of Program Director Survey results (Example: Attachment #1), indicated that, on a scale of 1 (inadequate) to 5 (outstanding), JHUSOM graduates were rated 4.3 for clinical competence items, 4.5 for professional competence items, and 4.1 for overall competence.  From 1999-2001, 94-100% of students passed USMLE Step 3.  Our students continue to place into competitive residency positions. (Attachment #3).
The School has initiated efforts to better track outcomes related to institutional objectives with a Student Outcomes Database. This effort is currently in development, but anticipates tracking competencies in the Program Directors’ survey, scholarly output, and eventual practice and leadership information. 

16.  Discuss how information about your students and graduates is used to evaluate and improve the educational program. 

Performance measures are reviewed as they become available by the Educational Policy and Curriculum Committee.  In several instances, this has informed the EPC’s decisions on key curricular issues.  For instance, the low incidence of JHUSOM graduates changing residency specialty choice has been taken as support of the current flexible 3d and 4th year curriculum, which is believed to offer students more opportunities to identify their specialty niche. Course and clerkship directors closely monitor performance on USMLE exams and review items analysis of NBME Shelf examinations to ensure that students receive instruction in appropriate content areas.  The AAMC Graduation Reports are discussed at the EPC, and content areas have been broadened as a result of this feedback from graduates.  The Institutional Self-Study has recognized program evaluation as an area in need of further development, not only to monitor attainment of objectives within the curriculum, and to assist course and clerkship directors with appropriate evaluation methodology, but also to develop better post-graduate measures of performance.
Summary Recommendations to improve the Educational Program:
1. Implement universal explicit quantitation of patient types, level of student responsibility and clinical settings in all required clerkships, and eventually subinternships.

2. Proceed with efforts to increase knowledge of pain, geriatric medicine, medial genetics, occupational medicine and health systems knowledge, while awaiting the implementation of a new curriculum. The Educational Policy and Curriculum Committee should continue to inform and challenge course/clerkship directors to address perceived content deficiencies in their course/clerkship curricula.
3. Proceed with the “Genes-to-Society” Curriculum Revision.
4. Develop and implement a Quarter I Year IV comprehensive clinical skills assessment, which can include cultural competence, ethical challenges, and professionalism.
5. Create an Assessment and Evaluation Subcommittee of the EPC to review program evaluation for all 3 years. Ensure that narratives on student performance are collected whenever possible.  Ensure timely reporting of grades. Coordinate a more robust internal review of courses, similar to what is done in the Graduate Medical Education Council (GMEC), monitoring links to institutional objectives, extent of self-directed learning, quality of teaching, and service requirements in the clinical clerkships. Ensure course/clerkship directors are aware of available outcomes measures (e.g., Step 2 USMLE results, etc.).
6. Create a Student Outcomes Database to track student performance in required courses, clerkships and other available outcomes.
7. Support the roles, responsibilities and resources of the Office of the Associate Dean for Curriculum in curriculum innovation and management.
8. Review and advise departments on the role and grade of the Clerkship Coordinator position, which is critical to timely reporting of grades as well as other curriculum implementation issues.
9. Create an Office of Faculty Development to establish institution-wide teaching skills courses through a variety of methods (e.g., in-house training, online training, retreats, interactive CD-ROMS for course directors, faculty and residency program directors).
10. Continued outreach efforts to volunteer community based faculty through the Offices of the Vice Dean for Faculty Affairs and Vice Dean for Education.
Attachment #1:

Results of Residency Program Questionnaire re JHUSOM Graduates, Class of 2000

	
	Inadequate


	Good
	Outstanding
	

	Take a complete history
	1
	2
	3
	4
	5
	4.6

	Perform an accurate physical exam
	1
	2
	3
	4
	5
	4.5

	Factual knowledge
	1
	2
	3
	4
	5
	4.4

	Data Interpretation
	1
	2
	3
	4
	5
	4.4

	Technical Skills
	1
	2
	3
	4
	5
	4.1

	Integrity
	1
	2
	3
	4
	5
	4.7

	Maintain accurate records
	1
	2
	3
	4
	5
	4.5

	Teach effectively
	1
	2
	3
	4
	5
	4.5

	Interpersonal skills with patient
	1
	2
	3
	4
	5
	4.6

	Interpersonal skills with other staff
	1
	2
	3
	4
	5
	4.5

	Motivation
	1
	2
	3
	4
	5
	4.7

	Performance on standardized tests
	1
	2
	3
	4
	5
	4.2

	Suitability for a career in clinical Practice
	1
	2
	3
	4
	5
	4.5

	Suitability for a career in academic medicine
	1
	2
	3
	4
	5
	4.6

	Accepts and responds to criticism
	1
	2
	3
	4
	5
	4.3

	Overall impression
	1
	2
	3
	4
	5
	4.6

	Did our Dean’s letter accurately estimate this resident’s ability?


	
	
	Overestimate    Underestimate         Accurate

          4                              3                           54

	How does this resident rank in comparison to other residents at the same level?
	
	
	Upper Third     Middle Third      Lower Third

        42                              15                             4


Attachment 2

Standard

Professionalism & Communication:  Resident And Graduate Student Supervision of Medical Students

Resolved:  

· Teaching Skill is a core competency of the Johns Hopkins University School of Medicine resident/graduate student.

1) Training programs that sponsor medical student teaching, especially in the core clinical clerkships, must work with clerkship directors to ensure that supervising residents are informed of the clerkship learning objectives, the clerkship schedule of activities, and evaluation strategies for medical students.

2) Residents/graduate students who supervise and/or evaluate medical students in preclinical years, core clinical clerkships, or electives, must receive formal instruction in teaching skills, feedback and evaluation.  Such training could occur in retreats, teaching rotations, or at a minimum, with interactive conferences. 

3) The following will contribute to the measurement of resident/graduate student professionalism and communication competencies:

a) Student evaluations of resident/graduate student teaching.

b) Resident/Graduate Student supervisor evaluations of resident/graduate student teaching.

c) Timely completion of student evaluations by residents/graduate students.

Approved by the GMEC Council, September 8, 2004

Approved by the Educational Policy Committee, October 7, 2004

Approval Pending by the MD-PhD Committee, October 25, 2004
Attachment #3:
1ST YEAR POSTGRADUATE APPOINTMENTS

	
	2004
	2003
	2002
	2001
	2000
	1999
	1998
	1997
	1996

	Anesthesiology
	   3
	10
	3
	1
	1
	2
	3
	3
	1

	Dermatology
	   6
	1
	3
	1
	1
	1
	2
	1
	-

	Emergency Medicine
	   5
	4
	8
	5
	5
	13
	8
	5
	3

	Family Practice
	   0
	0
	1
	0
	0
	1
	2
	2
	6

	General Surgery
	   4
	8
	5
	6
	6
	8
	3
	9
	9

	(Preliminary)
	   6
	1
	1
	0
	-
	3
	2
	2
	-

	Medicine
	   24
	33
	38
	40
	40
	33
	36
	28
	35

	(Preliminary)
	   22
	18
	18
	22
	-
	12
	11
	8
	9

	Medicine/Pediatrics
	   1
	1
	0
	0
	-
	4
	1
	0
	3

	Neurology
	   1
	3
	1
	1
	1
	0
	2
	1
	1

	Neurosurgery
	   4
	3
	2
	7
	6
	7
	5
	6
	6

	Obstetrics/Gynecology
	   3
	1
	5
	5
	6
	5
	6
	8
	3

	Ophthalmology
	   7
	5
	8
	7
	7
	7
	4
	3
	4

	Orthopedic Surgery
	   6
	6
	7
	4
	4
	6
	7
	4
	6

	Otolaryngology
	   4
	4
	2
	1
	1
	4
	5
	4
	3

	Pathology
	   1
	0
	0
	0
	0
	0
	0
	1
	3

	Pediatrics
	   17
	13
	9
	15
	15
	13
	18
	17
	20

	Plastic Surgery
	   3
	1
	3
	1
	1
	2
	0
	3
	1

	Psychiatry
	   1
	3
	4
	6
	7
	2
	2
	3
	1

	Radiology
	   7
	8
	4
	7
	9
	3
	3
	2
	2

	Radiology Oncology
	   2
	3
	3
	2
	2
	1
	1
	1
	0

	Rehabilitative Medicine
	   0
	0
	0
	1
	1
	0
	0
	0
	0

	Transitional
	   5
	12
	1
	2
	-
	5
	4
	2
	1

	Urology
	   3
	3
	3
	1
	1
	0
	1
	1
	2

	TOTAL APPLICANTS  *
	   107
	111
	110
	116
	121
	115
	125
	114
	114


*2nd Postgraduate year also included in some specialty totals

updated 5/14/04
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