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Needs and Objectives: Traumatic stressors are prevalent in the general population, and while physicians 

routinely examine and treat patients who have experienced trauma, many lack specific training in trauma-informed 

care. The objectives of this course were for learners to be able to: 

1. Define trauma and Adverse Childhood Experiences (ACEs) and describe their impact on adult health. 

2. Screen for history of trauma and execute a thoughtful trauma-informed interview using patient-centered 

communication skills for patients of all ages. 

3. Conduct a trauma-sensitive physical exam.  

4. Develop strategies for discussing prevention and treatment of traumatic stress and cultivation of resilience 

with patients. 

5. Describe the impact of secondary traumatic stress on providers and discuss strategies for provider 

wellness and resilience. 

Setting and Participants: We developed a 10-hour elective course for third- and fourth-year medical students 

taken by 15 students in its first year, 35 students in its second year, and 16 students in its third year. Students 

elected to enroll in this elective concurrently with clinical clerkships. We utilized a videoconferencing platform for 

all synchronous course activities due to the COVID-19 pandemic. 

Description: Learning modalities included lecture, role-playing simulated patient encounters, self-reflection, and 

small group discussion. In its most recent iteration, this course utilized a flipped classroom learning model. Surveys 

were distributed to ascertain students' satisfaction with the course and self-assessed progress toward learning 

objectives. 

Evaluation: Eighty percent of students were quite or very satisfied with the elective as a whole. Students 

reported significant increases in their mean confidence (5-point Likert scale) screening for trauma (1.2 versus 4.2, 

p<0.001), conducting a trauma-informed patient interview, (1.6 versus 4.2, p<0.001), performing a trauma-sensitive 

physical exam (1.5 versus 4.1, p<0.001), and discussing strategies to cultivate resilience with patients (1.5 versus 

3.9, p<0.001). 

Lessons Learned: Given increased understanding of trauma as a social determinant of health, it is more 

important than ever for physicians to develop competency interviewing, examining, and discussing patients’ life 

events through a trauma-informed lens. This elective improved students' self-reported confidence in these 

objectives. Future directions could include longitudinal education or universal training in trauma-informed care for 

all medical students. 
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Needs and Objectives: While there has been robust discussion around what constitutes clinical competency and 

assessment in nurse practitioner (NP) student education, clear and consistent definitions remain elusive. Our team 

adapted the PRIME/RIME clinical competency model, “PRIME-NP”, to reflect the unique contributions of the NP 

role and objective validation of competency upon program exit. Objectives were to: 1) develop and validate the 



clinical competency model; 2) develop and validate an assessment tool to be used in an Objective Structured 

Clinical Exam (OSCE); 3) prepare and evaluate faculty use of the model and tool; 4) develop and refine clinical 

standardized patient (SP) scenarios; and 5) develop an electronic OSCE assessment form. 

Setting and Participants: Setting was a School of Nursing at a University in the MidAtlantic region with a 

Doctor of Nursing Practice Advanced Practice Program (DNP-AP). The faculty participants teach in the DNP-AP 

program and are certified NPs with experience teaching in courses utilizing OSCEs. 

Description : A modified Delphi approach was used to evaluate the construct validity of the PRIME-NP model as 

previously described in the literature.  Interrater reliability (IRR) was estimated with student rating data evaluated 

by 2-3 faculty using the PRIME-NP for 11-15 standardized patient videos for a total of 64 ratings. IRR was 

estimated using intra-class correlation (ICC). Spearman’s rho (rank correlation, rs) was estimated between two 

raters to assess correlation of the ratings.  

Evaluation: Evaluation has been ongoing along multiple fronts; Delphi, IRR, Model and Instrument refinement and 

faculty training. The Delphi study reached at least 90% agreement across all areas of the instrument by round two 

rendering a third round of review redundant. The IRR found acceptable rates of ICC with decreased variance in 

Professionalism and decreased scoring in Manager and Educator/Evaluator. Variance within these areas led to 

refinement of the observation instrument, scenario blueprints, and faculty training. 

Lessons Learned: The PRIME-NP Model offers a replicable, scalable, and reproducible model for NP competency 

based clinical competence. Our findings led to scenario and rubric improvement, and revised faculty training. 

Desired observable behaviors need to be overtly described and proscribed for observable continuity. Key 

components of continuity include SDoH integration, incorporation of Specific Clinical Guidelines and electronic 

distribution. 
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Background: Communication errors are major determinants of medical errors and patient harm. 

Communication in emergencies becomes more important as there is less time to convey critical 

information. Emergency situations on pediatric inpatient units are managed by pediatric residents until the arrival of 

a rapid response team (RRT). Pediatric residents may not have significant experience to manage pediatric 

emergencies and to give effective emergency handoff to RRT members. The communication at RRT events can be 

poor between the two teams. Additional education and simulation training on how to manage pediatric 

emergencies is needed for pediatric residents as well as focused training for communicating effectively with 

emergency handoff.  

Hypothesis: Implementing a multimodal simulation-based educational curriculum for pediatric resident physicians 

focused on: 1) emergency management and resuscitation 2) standardization of communication using ABC-SBAR 

(Airway, Breathing, Circulation, Situation, Background, Assessment, Recommendation) 3) utilization of an ABC-

SBAR cognitive aid, and 4) RRT event focused simulations will improve communication between pediatric residents 

and RRT members during real patient emergencies.  

Methods: A curriculum was designed to include ABC-SBAR training sessions, quarterly case-based didactics, and 

twice monthly high-fidelity simulations. Surveys focused on critical resuscitation skills, components of ABC-SBAR, 

and assessment of emergency handoff communication were completed by pediatric residents, pediatric critical care 

fellows, and nursing shift coordinators and were collected after real RRT events before and after the 

implementation of the curriculum.  

Results: Retrospective analysis of survey results included data from residents (n=80), pediatric critical care fellows 

(n=124), and nursing shift coordinators (n=23). Fellow assessment of emergency handoff communication on a 4 

point Likert scale demonstrated mean scores pre and post-intervention of 2.78 (SD 1.09) and 3.23 (SD 0.79) with 

p=0.019. Resident self-assessment of communication on a 4 point Likert scale showed mean scores pre and post-

intervention of 2.26 (SD 0.83) and 2.33 (SD 0.79), p=0.71. Twelve month post-intervention data collection period 

will conclude January 2023 at which time more in-depth data analysis will be conducted.  

Discussion: Preliminary results demonstrate that emergency management and communication focused training for 

pediatric residents using a simulation-based curriculum can improve the efficacy of communication between 

providers during acute pediatric emergencies. 
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Background: Health inequities are increasingly recognized across all practice areas. In medical education, formal 

training in implicit bias; social determinants of health; diversity and inclusion; and other fundamental health equity 

concepts can enhance trainee knowledge and practice of equitable healthcare. Accordingly, the ACGME requires 

these concepts to be included in training programs. However, most graduate medical education programs do not 

have a standardized curriculum and may lack dedicated academic time for health equity education. Trainees may 

thus have inadequate knowledge of these topics. Few needs assessments have been conducted regarding health 

equity curriculum in U.S. fellowship programs, and none have been conducted in critical care. 

Aim: This study aims to assess critical care faculty and fellows’ knowledge of health equity concepts and ability to 

integrate health equity concepts into patient care and mentee education, in order to inform the development of a 

curriculum on health equity in critical care.  

Methods: An anonymous needs assessment was administered to critical care faculty and fellows at Johns Hopkins 

University School of Medicine. The questionnaire comprised Likert-scale ranking and free-response questions for 

self-assessed knowledge of and comfort in practicing and teaching health equity concepts. The needs assessment 

was developed by a panel of health equity education leaders and piloted by faculty and residents. The protocol was 

acknowledged as exempt by the institutional review board. 

Results: Data collected from 33 respondents indicated that 45% reported observing or experiencing health 

inequity in patient care weekly. Seventy-eight percent of respondents reported believing that fellows received 

either little or no exposure to health equity during medical school and residency. Most fellows reported they 

would not feel at all confident teaching medical students and residents on 11 out of 14 key health equity topics. 

Conclusion: Health equity may remain under-emphasized in undergraduate and graduate medical curricula. This 

study demonstrates the opportunity for improved health equity education in graduate medical education in order 

to mitigate and address health inequities. These findings were used to inform the development of a curriculum on 

health equity in critical care. 
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Background: The Johns Hopkins Osler Apprenticeship (JHOA) represents one of the first structured programs 

to provide senior medical students with experience and exposure to the technical, administrative, and educational 

skills central to pursuing an academic medical education (MedEd) pathway to senior medical students.  

Aim:This study aims to formally evaluate a MedEd apprenticeship program through survey data and curriculum 

vitae (CV) analysis. 

Methods: Three IRB-approved surveys were administered: to JHOA participants immediately after the one-year 

program, to alumni, and to program faculty. Surveys consisted of multiple choice, free-response, and 5-point 

Likert-type items, and CV upload options for the alumni and faculty surveys. CVs were reviewed, and responses 

were quantified, with scholarly output assessed by the number of MedEd scholarly products.  Free responses were 

independently reviewed to identify themes and representative responses. We utilized the New World Kirkpatrick 

Model’s (NWKM) four levels (Level 1-Reaction, Level 2-Learning, Level 3-Behavior, Level 4-Results) to evaluate 

the program. 

Results: Response rate was 24/33 (73%), 19/29 (66%), and 6/7 (86%) for Participant, Alumni, and Faculty surveys, 

respectively. 81% of participants (n=21) and 100% of alumni (n=18) recommend JHOA (Level 1). 31 (94%) 

participants produced educational scholarship. Most participants (n=22, 92%) and alumni (n=14, 78%) agreed that 

their JHOA experience influenced their academic practices and behaviors. Post-JHOA, most alumni felt confident 

participating in MedEd activities (n=15, 83%), research (n=15, 83%), and leadership (n=12, 67%) (Level 2). Survey 

responses and CVs showed continued involvement in MedEd activities (n=16, 89%) and scholarship (n=14, 78%) 

(Level 3). Among alumni, 56% (n=10) have an educational role currently, and 39% (n=7) have received a MedEd 

recognition or award. Two alumni (11%) currently have a MedEd leadership position and eight (44%) aspire to 

(Level 4). Faculty reported career development or personal reasons for participating in JHOA, and all had at least 

two publications from the program. 

Conclusion: Using the NWKM, we identified substantial impact and success of JHOA for participants and alumni 

and identified that faculty also benefitted individually from program involvement. Thus, JHOA may serve as a model 

for future formal MedEd curricula. 
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Background: Nurse practitioners (NPs) are increasingly the initial point of contact for patients with ophthalmic 

complaints, and there has been a call to increase NP ophthalmic specialized training to strengthen provision of eye 

care in practice. Thus, high-quality and thorough education regarding ophthalmology triage and referral for NP 

students is needed. There is a lack of evidence regarding ophthalmology education for NP students, including 

interprofessional collaboration in this training.   

Hypotheses/Aim: We assessed the current attitudes toward perceived readiness of a group of novice NP 

students to encounter ophthalmology issues in a clinical setting, and evaluated the effectiveness of an 

ophthalmologist-led education intervention based on ophthalmology knowledge competencies. 

Methods: Novice NP students who participated in an in-person ophthalmology education event as part of a 

required diagnostic and procedural skills course were recruited for this pre-post cohort study (n=49). Content 

was developed according to the core ophthalmology competencies for medical students focused on critical 

information for primary care. The educational intervention consisted of a 45-minute lecture and 15-minute basic 

exam skills event, taught by an ophthalmologist. 

Results: 42 students (85.7%) completed pre- and post-test surveys and were included in analyses. NP students 

improved in core knowledge and readiness to encounter ophthalmology issues. After the educational event, there 

was a statistically significant improvement in students’ ratings of preparedness to obtain a focused history, exam, 

perform initial management, and decide urgency of referral for acute painless vision loss (p<0.001), chronic vision 

loss (p<0.001), or a patient with a red/painful eye (p<0.001). Students showed a statistically significant 

improvement in post-didactic event core ophthalmology knowledge assessment scores (p=0.002).   

Conclusion: NP student comfort with and knowledge of ophthalmic complaints and triage may be improved by a 

brief educational intervention taught by an ophthalmologist early in the NP curriculum. Interprofessional 

collaboration in education is vital in preparing health professionals to best respond to patient needs. 

Ophthalmologists have valuable expertise to share with NP students, and can collaborate with NP educators, as in 

our study, to provide ophthalmology education that best meets the learning needs of primary care NP students. 
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Introduction:  Global Health (GH) and Global Health Education (GHEd) initiatives are commonly utilized to 

address global inequities in gynecology, yet there are few published outcome data related to these programs’ 

structure, effectiveness, and challenges. Aims: To perform a web-based narrative review of current gynecologic 

GH/ GHEd academic programs to describe and categorize GH initiatives in the field of gynecology, and to assess 

program adherence to existing GH ethical guidelines/ educational competencies. 

Methods: We conducted a web-based narrative review of gynecologic GH/ GHEd initiatives within US academic 

programs. We used PubMed to identify peer-reviewed articles, and Google to identify non-peer reviewed sources. 

Initiatives were categorized according to key aspects. Three ethical guidelines and educational competencies for 

GH/ GHEd were compiled: Working Group on Ethics Guidelines for Global Health Training, Consortium of 

Universities for Global Health competencies, and Association of Professors of Gynecology and Obstetrics 

educational objectives.  We then evaluated programs’ adherence to elements of the compiled guidelines based on 

their web description such as program structure, reciprocity, sustainability, and ethical considerations. 

Results: Among 60 identified gynecologic GH/GHEd initiatives associated with US- based academic programs, 85% 

were from non-peer-reviewed sources, 67% were unidirectional and <45% described a long-term collaboration/ 

partnership. Methodical categorization of programs was not possible due to the paucity of consistent reporting and 

wide variety of initiatives. Key findings of ethical/ education guideline adherence review included:  11% discussed 

utilizing GH guidelines, 52% described a training curriculum, 35% detailed trainee evaluation, 58% described 



capacity building efforts, 25% outlined plans for follow-up and half specified plans for ensuring trainee level-

appropriate care and appropriate supervision. 

Discussion: Many diverse academic gynecologic GH/GHEd initiatives were identified, with the majority showing 

non-adherence to existing GH ethics/ educational guidelines. Systematic categorization of these programs and 

examination of ethics guideline adherence remains challenging due to paucity of peer-reviewed articles and 

inconsistent program reporting, most lacking key details about program structure, objectives, and outcomes.  Our 

findings demonstrate the need for increased academic rigor in GH/GHEd program development and a standardized 

approach for evaluating program adherence to ethical/ educational guidelines to ensure initiative focus on 

addressing global gynecologic health inequities. 
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Background: With a predicted shortage of 37,800 to 124,000 physicians by 2034, there is greater pressure to 

graduate students who will enter full-time clinical practice. However, there have not been studies on U.S. medical 

graduates’ intentions to pursue full-time, part-time, or non-patient care careers.  

Hypotheses/Aim: Our goal was to identify factors associated with graduates’ plans to enter full-time patient care 

vs part-time or no patient care careers.  

Methods: We obtained data from the Association of American Medical Colleges Graduation Questionnaire (GQ) 

for the years 2016-2021. Using logistic regression, we assessed the associations between predictor variables and 

graduates’ career-setting plans.  

Results: Of the 90,262 respondents (75.8% of all U.S. allopathic medical students who graduated during this 6-

year period), the percentage of respondents planning to provide full-time patient care was 86.8% (n=78,331), part-

time was 10.6% (n=9,565), and no patient care was 2.6% (n=2,366). The odds of full-time patient care increased 

between 2016 and 2021 (full-time vs part-time: odds ratio [OR] 1.03, 95% confidence interval [CI] 1.02-1.05; full-

time vs no patient care: OR 1.06, CI 1.03-1.08). 

In fully adjusted multivariate logistics regression models, students were more likely to choose full-time over part-

time patient care (p<0.005) if they were younger (OR 0.89; CI 0.88-0.90), male (OR 1.49; CI 1.42-1.56), white-only 

(OR 1.17; CI 1.12-1.23), single (OR 1.26; CI 1.18-1.33), had greater debt (OR 1.32; CI 1.29-1.35), or attended a 

public medical school (OR 1.66; CI 1.58-1.73). Similarly, graduates who choose full-time care over no patient care 

(p<0.005) were also more likely to be younger (OR 0.94; CI 0.93-0.96), white (OR 1.38; CI 1.26-1.52), or have 

greater debt (OR 1.19; CI 1.13-1.24). However, students who indicated full-time over no patient care careers 

were more likely to be female rather than male (OR 0.68; CI 0.61-0.74). The number of dependents and martial 

status were not significantly associated with choosing full-time over no patient care (p>0.05). 

Conclusion: While many assume that medical students are increasingly drawn to alternative careers, the 

proportions of students anticipating full-time clinical practice has been increasing. Full-time clinical care careers 

were associated with graduates who were white, younger, or had greater debt 
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Background: Accreditation is promoted as a key regulatory strategy to ensure high-quality medical education 

across the world's rapidly growing number of medical schools. The World Federation for Medical Education 

(WFME) has developed a Recognition Programme to standardize the practices of medical school accrediting 

agencies and, by extension, the medical schools they oversee. The WFME Recognition Programme, however, does 

not specify which metrics are required for schools to demonstrate compliance with standards.  

Hypotheses/Aim: The goal of this study is to assess the variation in the medical school self-evaluation guidance 

provided by WFME-recognized accreditation agencies.  

Methods: To acquire medical school self-evaluation guidance, we reviewed agency websites between June and July 

2022 and contacted agencies for documents. Using a table and a Miro interactive whiteboard, we conducted a 

qualitative and quantitative document analysis of the guidance for comparable WFME standards.  

Results: 

We obtained documents from 21 of 28 WFME-recognized agencies, classifying agencies into four categories of self-

evaluation guidance along a spectrum of more prescriptive to less: data-collection instrument (DCI) (n=2), 

evaluation rubric (self-rated compliance with standards) (n=6), standard-specific free response prompts (n=6), and 

non-standard-specific guidance (n=7). A DCI from one agency requested that medical schools complete a 207-page 



form with survey data from students, staff, and administration; non-standard-specific guidance from another agency 

requested a 50-page-maximum unstructured narrative on compliance across all standards. On average, a DCI was 

roughly 4 times longer than non-standard-specific guidance and required almost 10 times more data.  

Conclusion: Even though the WFME Recognition Programme seeks to standardize accreditation practices, 

guidance for the medical school self-evaluation varies widely in format and specificity. This variance has implications 

for the training of the healthcare workforce worldwide. These findings raise questions about the comparability of 

agency practices and warrants investigation into the reasons for and implications of variation in practices of 

WFME-recognized agencies.  
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Background: There has been little examination regarding verbal aspects of anesthesia consent and of the value of 

the discussion that should occur prior to surgery. There may be failure in processes with which anesthesia 

residents communicate with patients. Lack of understanding of the duties and responsibilities of anesthesiologists is 

damaging to the broader professional status of the field.  

Aims: This study used patient pre-anesthesia discussions and post-operative questionnaires to examine patients’ 

understanding of general anesthesia, perceptions of the anesthesiologist, and responsibilities of the anesthesiologist 

within the operating room. 

Methodology: The study was a single-blinded, randomized controlled trial where patients were assigned to a 

control or intervention group, with 239 patients and their anesthesia care team members enrolled in the study 

(n=117 in the intervention group, n=122 in the control group). The control group had their pre-operative 

discussions performed by an anesthesia team member (attending anesthesiologist, resident, or nurse anesthetist) in 

a manner commensurate with their routine. The intervention group had their pre-operative discussions performed 

by one of the intervention group anesthesiologists with specific material in the domains of consent, patient 

autonomy, and professionalism. All patients underwent postoperative interviews within three days after surgery.  

Results were analyzed with descriptive statistics, chi-squared and Mann-Whitney U tests. 

Results: Discussion time was longer in the intervention than the control group (mean = 4 minutes 54 seconds vs. 

7 minutes 27 seconds, p < 0.00001). The intervention group was significantly more likely to rate the discussion as 

detailed (mean = 4.90/5 vs 4.45/5; p = 0.0002), significantly more likely to understand why pre-oxygenation was 

important (64.5% vs 11.6%; p < 0.00001), more likely to report a reduction in preoperative anxiety (3.83/5 vs. 

3.33/5; p = 0.008), more likely to correctly recall a discussion of anesthesia risks (88% vs 60%, p = 0.01), and more 

likely to know the roles of the members of their anesthesia care team (48.3% vs 24.6%, p < 0.00001).  

Conclusion: A structured anesthesia consent process can help patients understand roles of anesthesia team 

members, understand general anesthesia, and help improve on perceptions of the specialty. Residents benefitted 

most from shared decision-making.            


