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                                            Third Year Core Clerkship in Internal Medicine
Section I.  General Description

The Medicine Core Clerkship in Internal Medicine is a required two-month rotation during the third year.  At the Knoxville campus, the Clerk works exclusively at the University of Tennessee Medical Center.  The National Board of Medical Examiner’s Shelf Examination (Shelf) will be given as the final written test at the end of the 2-month block.

The educational effort of the Clerkship centers on the ward team providing each student the opportunity to learn basic principles of internal medicine, not only through direct patient contact, but also by observing and interacting with faculty and housestaff.  Each ward team will typically consist of an attending physician, a second- or-third year resident, two or more interns, and one or two medical students.  The third year Clerk is a participating member of the ward team with responsibilities for patient care.  The resident core lecture series, weekly teaching rounds and daily work rounds enhance the ward experience.

A.  Objectives

The Medicine Core Clerkship introduces the third-year medical student to the field of internal medicine.  Specifically, the goal is to develop a thought process incorporating history, physical examination, and results from testing in order to arrive at a logical differential diagnosis.  The student should be able to outline specific studies to prove or disprove the diagnosis and in general fashion, to describe an appropriate treatment plan.  The Clerkship does not encompass all aspects of internal medicine nor is it designed to recruit or develop internists.  The Clerkship is designed to provide the basic skills necessary to produce well-trained junior medical students:

1. To improve the student’s ability to obtain a history, perform a physical examination then present these findings in a logical and concise manner.

2. To develop a problem-oriented method of patient evaluation.

3. To recognize the risk/benefit of medical intervention.

4. To become familiar with humanistic and ethical considerations involved in patient care.

5. To develop conduct and behavior appropriate for a medical professional.

6. To develop and encourage a medical curiosity which will stimulate the student to continue a life-long system of self-education.

7. To develop an evidence-based approach to medical management.
B. Team Information/Didactic Sessions
1. You are a member of a team comprised of an attending, a senior resident and 2 interns.  You are assigned to work with an intern and expected to follow assigned patients with them.

2. You will take 12-hour call with your intern every third day.  The schedule typically alternates between day and night call.  You should see as many new admissions with the intern as possible (although you will be responsible for only one oral presentation post-call).
3. You are expected to thoroughly work up and present one patient every call day.  You may work up more than one patient but required only to “formally” present one new admission on post call rounds.
4. Once weekly, you are expected to turn in a comprehensive admission H&P to your attending.  The attending will review and return it with feedback.  Please discuss with your attending his/her expectations for your write ups.  For a third year student, we encourage the focus of this write-up to be on history, physical findings, detailed differential diagnoses with appropriate work up/evaluation plan. The treatment plan is not the primary focus of the written H & P as this level of training.
5. NEVER flag orders until they have been co-signed by a physician.  If a team physician is not immediately available, you may telephone/page a doctor so a nurse may take a verbal order to okay your written orders.
6. Medical Students are not allowed to dictate official documents for the patient chart, ie., H&Ps and D/C summaries.
7. Mandatory student lectures are presented by the residents from 1:15-2:00 pm three to four days per week.   You are not excused from these lectures on a post call day.    Failure of the student to show up for these lectures may result in a lowered clinical grade. Please let Susan Hill, the chief resident or me know if there are problems.
8. You are highly encouraged to attend Morning Report/CPC with your team from 8:00a.m.-9:00am on Monday, Wednesday, Thursday and Friday in the Medicine Conference Room.
9. Medicine Grand Rounds on the 2nd Tuesday of each month is mandatory.
10. The other Tuesday morning conferences are elective and include Medicine Resident Board Review and M&M (Morbidity and Mortality) Conference. You may attend if you wish.
11. Cardiology Conference is each Wednesday at Noon.  Attendance is expected.
C. General Housekeeping/ Attendance
1. You are responsible for having the Blue Card – “observed History and Physical Checklist” signed off.  Please return it to Susan Hill when completed. 
2. You are required to record “diagnoses seen” on the Patient Diagnoses Log helping you keep track of diseases/illnesses seen.  This also helps you and the housestaff be “on the lookout” for patients with problems you have not encountered during your rotation thereby broadening your exposure during this rotation.
3. In order to gain exposure to outpatient medicine, you are encouraged to accompany your intern to Medicine Clinic when possible; you are also allowed to follow the attending in his/her office if you wish.
4. If you need assistance, please page me 1265 (office 865- 544-9740) or let Susan Hill know (305-9340). Dr. Purkey’s cell phone is 250-4523.
5. By TRADITION, we allow the third year students a study day on the Thursday prior to the Shelf exam (given on the last Friday of the block).  This is not a Memphis requirement but a tradition we continue. NOT showing up for other days of your rotation (including weekends/call), however, will be reflected in a lowered grade.
6. You must approve any absence from the clerkship with Dr Purkey and/or your medicine attending to whom you are assigned.  Unexcused absences will be reflected in a lowered grade/or failure of the rotation.
7. If you are absent due to illness, you must call the medicine attending or Susan Hill or me.  If you are absent more than one day due to illness you must bring a physician note.  You may call UFP (305-9350) to schedule a “sick” appointment, please identify yourself as a UT med student and present your insurance card when seen.
Section II
Grading

A.
Grade Determination
We follow the grading process from UT Memphis.  Grades for the Medicine Core Clerkship are determined as follows:

Preceptors’ evaluations—2/3 (two thirds) of the total grade--includes a compilation of attendings and residents evaluations and comments.
Shelf Exam—1/3 (one third) of the total grade with a passing score of 65

Students who fail to achieve a passing score of 65 on the Shelf Exam but pass the clinical portion of the Clerkship will be allowed to take the Departmental Make-up Examination.  This exam must be completed by August of the following year and can only be taken once.  A failure to take the test and pass will result in a final grade of “F.”  Passing the Department exam will result in a final grade of C for the Clerkship assuming satisfactory clinical assessments.

B.
Shelf Examination

The Shelf exam is a standardized test making it extremely difficult to study in any logical fashion.  However, when students concentrate their reading on problems of their patients, attend the assigned student lectures, attend morning report and noon conferences, they will have covered a broad array of medicine topics and will be prepared to sit for the exam. 
 It is not the purpose of this Clerkship for the student to obtain an encyclopedic database of Internal Medicine, but more importantly to develop a method of logical thought processes that an internist utilizes.
Students are strongly advised not to cram for the examination at the end of the rotation at the expense of their clinical experience and responsibilities.  It is counterproductive and may adversely affect your clinical grade.  
The Dean’s Office proctors the multiple choice standardized exam (Shelf exam) on the final Friday of the rotation.   Should you require special assistance with standardized testing, please let Ms Missy Maples know several weeks prior to the examination.
C.
Clinical Grade Defined

“A” Student
1. Possesses an outstanding fund of knowledge and understanding of disease mechanisms with excellent ability to apply it to clinical situations and to develop and defend differential diagnoses.  Is self-motivated to expand knowledge base.
2. Is comprehensive, thorough, and precise in obtaining a history.  Is consistently able to focus on key patient problem(s).
3. Performs a thorough, detailed, accurate physical examination.  Pays careful attention to problems identified in the history.
4. During oral presentations- delivers an early, clear delineation of primary problems.  Gives an accurate chronology of key events.  Presentation is free flowing with minimal use of written prompts.
5. Demonstrates exceptional conscientiousness, dependability, and punctuality.  Makes an effort to be an integral team member and readily assumes a high level of patient care responsibility.
6. Receives constructive criticism with interest and is able to effect change.
7. Relates well with all patients, even difficult ones, family members and health care team.  Shows empathy, compassion and respect to others.

“B” Student
1. Possess a solid fund of knowledge.  Is frequently able to apply this understanding in clinical situations.

2. History is thorough, and interview technique is adequate.  Patient problem identification is adequate and logical.  .  Generally recognizes and follows leads from the history.
3. Performs a technically sound physical exam.

4. During oral presentations, delivers and acceptable delineation of patient’s problems.  Attempts to chronicle key events in patient’s illness.

5. Can regularly be relied upon to fulfill responsibilities as a ward team member.

6. Accepts criticism when offered and makes an effort to change.  Does some supplemental as well as required reading.

7. Relates well to most patients.  Functions well within a team structure.  Enjoys role as a developing physician.


“C” Student
1. Has limited overall knowledge base but shows ability in clinical application.  Has potential for growth.
2. History has “holes” in it.  Generally lacking in interview skills.  Problem list is incomplete.  Is poorly focused and “misses the forest for the trees.”
3. Conducts complete physical exam, but does not follow leads from history.  Technical inadequacies shown in some areas.
4. Oral presentation is incomplete, poorly focused and chronologically poor.  Very dependent upon written prompts.
5. Needs reminders in the fulfillment of ward responsibilities.  Is not active in team activities and patient care.
6. Resistant or defensive in accepting criticism.
7. Has difficulty in establishing rapport with patients.  Maintains distance from other health care team members.


“F” Student
1. Possess an inadequate fund of knowledge and demonstrates very poor ability to clinically apply what little is known.
2. History is disorganized and lacks focus.
3. Does not conduct a complete physical exam.  Major deficiencies in technical quality.  Oral presentations are very disorganized and incomplete.
4. Cannot be relied upon.  Attendance and punctuality are erratic.  Needs frequent prodding.
5. Is completely unaware of own inadequacies.  Refuses to consider making changes.  Fails to demonstrate knowledge of required reading.
6. Is insensitive to patient’s feelings.  Lacks empathy and compassion.  Integration into the ward team is very poor.

D.
The Clinical Evaluation
1. Clinical Evaluation component is 2/3’s of the total grade.  Therefore, the student’s performance on the ward is a much greater determinant of the grade than the written test.  Your evaluations from the team of doctors working with you for 8 weeks (input from the attendings and residents) are collated and an average grade is given. 
2. Attendance is noted and unexcused absences will result in a lower grade.
3. If there are questions regarding grading, please contact Dr Purkey.  Questions may be directed to Memphis if more information or assistance is needed.  Attendings and residents who worked with you may be queried to obtain additional information/evaluations if needed.
4. Attendings and residents evaluate your clinical performance in the following areas:
a. Fund of knowledge
b. Eagerness to learn
c. Reasoning ability
d. Professional demeanor
e. Attitude
f. Ability to apply knowledge to the clinical setting. 
5. These evaluations are largely subjective and based on observing your daily performance.  You receive a separate grade from each attending and resident which are compiled into one evaluation. A copy of the evaluation form is appended to this handbook.
6. Mid-point evaluations with the attending may be requested by the student.  Attendings usually rotate on a two week basis.  It is best to meet at the end of both weeks to review your progress.
7. Mid-point evaluations with the upper level resident are also helpful.  Senior residents rotate monthly.  With block scheduling, you may have up to four upper levels during your rotation.  It is suggested you speak to the residents about your performance during the middle and end of your time spent with them on service.
8. If there are areas in need of improvement, you and your supervising physicians should jointly develop an action plan and establish a follow-up period of evaluation.
9. We request you also complete evaluations on your team.  Your feedback is important to us; we appreciate your candid remarks (both + and -) and try to improve our educational efforts for our students.
Section III
Core Curriculum and Clinical Competencies
A. Physicians are responsible for ordering/conducting diagnostic evaluations of a broad range of patients, including acutely and chronically ill patients.  In a time of rapidly proliferating tests, internists must design safe, expeditious and cost-effective diagnostic evaluations.  This requires well-developed diagnostic decision-making skills that incorporate probability-based thinking.

Internal Medicine Core Curriculum and Clinical Competencies include:
History-Taking and Physical Examination
Case Presentation Skills
Test Interpretation
Diagnostic Decision-Making 
Communication and Relationships with Patients and Colleagues (Attitudes)
Therapeutic Decision-Making
Bioethics of Care
Self-Directed Learning
Prevention
Coordination of Care
Basic Procedures/ Advance Procedures
Geriatrics
Continuous Improvement in Systems in Medical Practice
Nutrition

B. Areas of focus during the two-month block:
1. Conduct a Patient Interview
a. Obtain history from the patient, and when appropriate from a spouse, other family members, friends, and caregivers.
b. Use different questioning styles
c. Communicate findings to patient and family
d. History
i Chief complaint
ii Detailed history of present illness, current medical diagnosis
iii History of past medical illnesses, past surgical history
iv Medication allergies
v Detailed Review of Systems
2 Perform a Physical Exam
a. Comprehensive physical
b. Problem-focused physical
i Emergency/urgent care
ii Follow-up
c.
Age-adjusted physical
i Adolescent:  Assess Tanner Stage
ii Adult:  Pay attention to particular screening appropriate for age
iii Geriatric:  Assess for dementia which may require more detailed mental status exam
d. Complete Physical:   involves inspection, auscultation, and palpation in all systems.
Exam includes but not limited to:
i Vital signs, including orthostatic blood pressure to assess fluid status when applicable (BP, HR, temp, RR, O2 sat)

ii Head and neck exam:  Check pupillary response, funduscopic exam, extra-ocular muscle, tympanic membranes, oropharynx and oral cavity, lymphatic exam, cranial nerve exam, meningeal signs, jusgular venous distention, thyroid exam, lid lag.
iii Cardiovascular exam:  Inspect anterior chest wall for visible heart motion; palpate apical impulse.  Palpate for right ventricular motion.  S1 and S2 normal; split S2, physiologic or pathologic?, is P2 louder than A2?  Presence or absence of S3 or S4 murmur, rub, clicks; auscultate carotids, abdominal aorta and femorals for bruits; do appropriate maneuvers to evaluate murmurs.  Palpate distal pulses.  Evaluate for hepatojugular reflux.
iv Chest exam:  Check AP diameter; diaphragmatic excursion. Listen for rales, rhonchi, pleural friction rub, diminished breath sounds (i.e., pleural effusion).  Check for egophony, pectoriloquy, dullness to percussion (distinguish physical findings in pleural effusion versus consolidation).  Observe for accessory muscle use in respiratory distress; retractions, neck muscle use; paradoxical respirations. 

v Breasts exam when appropriate to describe skin (dimpling?), palpation, areola and axillary findings.
vi Abdominal exam:  Check for appearance; pitch and frequency of bowel sounds; span of liver; presence of palpable spleen; any areas of tenderness.  Note evidence of ascites, bulging flanks, shifting dullness.  Note masses, especially pulsating mass of AAA; evaluate for bruits in flanks (renal arteries), abdomen, femoral vessels and CVA tenderness.
vii Genito-urinary exam:  Note external genitalia; pelvic exam in females, testicular exam in males; assess for inguinal hernia.

viii Rectal exam-both sexes:  Note presence of external hemorrhoids, rectal masses, rectal tone, and/or tenderness.  Document prostate exam when rectal exam performed in men.  Check for presence for blood.  Note stool color/consistency.
ix Musculoskeletal exam:  Observe any gross abnormalities, i.e., kyphoscoliosis, ulnar drift, swan neck deformity.  Test range of motion, points of tenderness, synovial thickening, atrophy, and contractures.
x Skin exam:  Identify jaundice, spider angiomata, psoriasis, vesicles, pustules, target lesions, measles, papules, urticaria (wheals), rash NOS, nevi, etc.
a. Neurological exam:
b. Observe patient as you interview for gross abnormalities of facial or extremity movements.

c. Test and document cranial nerves II-XII.

d. Test motor strength and symmetry in all major muscle groups.
e. Test sensation to light touch, pin prick, vibration and position.

f. Check Romberg sign.
g. Check and document reflexes.

h. Check cerebellar signs, gait, finger to nose and heel to shin.
Section IV    Example of a Comprehensive History and Physical
Date

George Thomas (DOB) is a 43-year-old married male, self-employed plumber, who is admitted to UTMCK.  His PCP is Dr John Gaston.  This history is obtained form the patient who is considered reliable and also from the previous records.

Chief Complaint:  “Chest pain for two days”

Present Illness:  The patient was in his usual state of generally good health except for a lifelong seizure disorder until two days prior to admission when he awoke early in the morning with sharp right anterior chest pain.  This pain increased with deep inspiration, or movement, but the patient denies associated dyspnea.  He developed a cough productive of scant greenish-brown foul-smelling sputum, rarely mixed with specks of blood.  He denies any fever or chills associated with this illness.  The pain persisted and worsened in spite of aspirin and cough syrup.  He came to the ED today when the symptoms worsened.  His last CXR, presumably normal, was 3 months ago.  Mr. Thomas recalls bumping into a large vertical pipe while at work four days ago; striking the chest wall near the area that is now painful. He denies any current tenderness to palpation.  Mr. Thomas denies known exposure to tuberculosis, recent respiratory disease in any family member, or previous similar illness.  He denies any recent weight loss, anorexia or malaise.  He has a 50 pack-year smoking history and a long-standing early morning cough with some clear sputum production.  

The patient’s last seizure was 5 days ago, presumably due to a combination of recent alcohol ingestion and running out of his medication 10 days earlier.  At the time of that seizure, he fractured a tooth and vomited before being brought to the ED.  He was evaluated and released with a prescription for phenytoin and an appointment for follow-up in the Medicine Clinic.
Past Medical Hx:

Childhood Illness
Usual exanthems without scarlet or rheumatic fever or whooping cough.  Seizure disorder since febrile illness at age3

Adult Illness
Viral hepatitis, hospitalized in an ARMY hospital 22 yrs ago.  Acute pancreatitis, alcohol induced, 5 yrs ago.  


Mild HTN.; spring hay fever

Surgery 
GSW to abdomen 3 months ago, treated at UTMCK—s/p laparotomy w/ mild liver capsule laceration, repaired.  


Tonsillectomy remote
Medications 
HCTZ 25 mg q day


Phenytoin 100mg TID


OTC asa or acetaminophen prn

Allergies
NKDA

Family HX:   Negative for TB, CAD, Sickle Cell Disease.    The pt does have sickle trait.

Children are healthy.  A maternal cousin has leukemia.

Social HX:  Born and reared in Knoxville, finished high school.  Owns his own business, a plumber.  His work exposes him to welding, soldering and some solvents.  Married x 15 yrs.  Reasonably satisfied with his current professional and personal life.  

NO smoking, occasional beer but denies excess since pancreatitis.  No illicit drug use.  Minimally aerobically active.  Wears seat belt.  Negative history for DV.

ROS:

Head:
no hx trauma or headaches

Eyes:
no change in vision, wears glasses, last checked two years ago.

Ears:
acuity fair, loss of high pitch.

Nose:
olfaction nl, no unusual drainage, typical hay fever symptoms.

Mouth:
fair dentition.  Denies gingival bleeding or other gum disease.  Has been over a year 


since he has seen a dentist.  Denies sore throat or tongue.

Neck:
No goiter or tender lymph nodes, hoarseness or dysphagia

Respiratory:  as per HPI

Cardiovascular:  mild HTN known for 4 yrs.  No known stroke, MI, or murmur.  Denies CP,

 palpitations, syncope, DOE, SOB

Gastrointestinal:  denies hematemesis, hematochezia, melena, or abdominal pain.  No 

jaundice, no change in bowel habits.  

Genitourinary:  no hx of UTI.  Occasional nocturia x 1-2.  GC remotely treated.

  No sexual dysfunction.

Musculoskeletal:  good strength without limitations, occasional leg cramps at night.

Neurological:  No weakness, paresthesias or tremors.  Long-standing seizure disorder since 

childhood controlled with phenytoin.

Hematological:  no history of anemia, spontaneous bleeding, or easy bruising

Lymph nodes:  no remarkable nodes noted by patient

Endocrine:  hair normal without recent change.  No heat or cold intolerance

Integument:  skin normal

PHYSICAL EXAMINATION

Appearance:  The patient was a well-hydrated, normally developed African-American male who appeared mildly tachypneic while sitting in bed, in moderately acute distress.

Vital Signs:  BP 170/110 r arm, 166/108 l arm, sitting.  Pulse 110, regular, sitting.  TEMP oral 38.5.  WT 214 from chart.   O2 Sat 91%

Skin: warm, dry and without rash.  Hair normal, normal male distribution

Head:  Normocephalic, with scalp or sinus tenderness

Eyes:  Conjunctivae and sclerae clear.  PERRL.  Visual fields are normal to confrontation.  EOMs full range of motion.  FUNDI are difficult to visualize but have AV nicking.  NO hemorrhages or exudates.

Ears:  Weber and Rinne tests were normal.  No mastoid tenderness.  EACs occluded were cerumen and manually disimpacted.  TMs appear normal.

Nose:  mucus membranes were hyperemic and the nares were slightly crusted.  Leftward septal deviation.

Throat:  Mucus membranes were moist and posterior pharynx was injected without exudate.  The breath and sputum were foul smelling.  The teeth were in generally good repair with some missing teeth.  A recent healing laceration was present on the left lateral tongue.

Neck:  the thyroid was palpable but not appreciably enlarged without discreet mass and /or tenderness.  The trachea was midline and the carotid pulses were symmetric and brisk.  There was no jugular venous distention, but tachycardia made interpretation of the JVP impossible.

Nodes:  Bilateral palpable epitrochlear nodes.  Shotty axillary and inguinal adenopathy.

Thorax:  There was increase in the A-P diameter of the chest, accompanied by mild kyphosis.  Thoracic expansion was asymmetric and diminished on the right.  No tenderness to palpation over the ribs.  Diminished tactile fremitus posteriorly on the right.  Forced expiration was mildly prolonged.  There was no stridor.  On percussion, the left diaphragm descended normally.  The right hemithorax was dull to percussion beneath the angle of the scapula.  Breath tones were remarkable, during tidal respiration, for the presence of coarse crackles, which cleared with cough. No wheezes.  Auscultation over the right upper lobe was normal.  Just above the level of percussion dullness, bronchophony was noted.  Breath tones were diminished to absent beneath the level of percussion dullness.  No pleural rubs.

Cardiovascular:  A forceful and moderately sustained apical impulse noted in the 6th left intercostals space of the mid-clavicular line.  No lifts, heaves or abnormal pulsations.  Left border of cardiac dullness percussed to the apical impulse.  S1 was normal.  Physiologic splitting of S2 difficult to appreciate due to the tachycardia.  S4 but no S3 was present.  A grade I/VI mid-systolic murmur noted at the second left intercostals space at the sternal margin, without further radiation.

Abdomen:  Scaphoid, with an erythematous, non-tender, recently healed wound.  No abdominal bruits heard.  The superior margin of the liver is difficult to distinguish by percussion. The inferior margin of the liver extended 3 cm beneath the right costal margin in the mid-clavicular line.  The hepatic edge was smooth, mildly tender, and pressure on the hepatic edge reproduced the patient’s pleuritic pain, as did percussion of the right flank.  A non-tender splenic tip was just palpable beneath the left costal margin.

Extremities:  No clubbing or dependent edema.  Nail beds were slightly cyanotic.  Two splinter hemorrhages noted in the nail bed of the left index finger.
ASSESSMENT:

PROBLEM LIST    (This should be a comprehensive list of the medical problems in order of urgency and importance.)
1. Fever, infiltrate on CXR    (Current problems, acute)

2. Leucopenia

3. Hyponatremia

4. HTN


(Ongoing/ treated)

5. Osteoarthritis

(older, non acute)

6. hay fever

7. poor dentition

DIFFERENTIAL DIAGNOSIS AND DISCUSSION

This should include a differential diagnosis and discussion of the likelihood/probability of a given disease.  Only the immediate problems (reasons for hospitalization) should be discussed.  There should be evidence of use of reference materials to make this section meaningful.

Treatment Plan    This should be brief and pertinent to the patient’s case (our focus at the 3rd year level is not therapeutics per se)
Section V   Guidelines for Oral Case Presentations and Written Notes
Communicating information about patients is an essential part of the clinician’s work throughout his/her professional career.  Whether the communication is a “hallway” consultation, a review in the patient’s room on work rounds, a presentation at Morning Report, dictated in a discharge summary, written in a letter to a referring physician or a case report for publication--the same general rules of conciseness, relevance, organization and literacy hold.
A.
Oral presentation

1. Present pertinent positive and negative historical findings in a logical and concise manner.

2. Beware of presenting past medical history first. 
3. Present a summary of pertinent physical findings.
4. Discuss your differential diagnosis.

5. Present the work up/evaluation plan proposed.
 B.    
Guidelines
While you are learning the techniques of verbally presenting the history and physical examination, it may be necessary to deviate from the following guidelines.
1.   Present your case from MEMORY.!   Do not read your presentation.  Review the case presentation until you know your patient.  Reference to notes should only be for quantitative data, specific dates, etc.

2. After speaking at length with a patient about his/her medical problems and performing an examination, you should present this story and your observations without reading your written H&P.  Just as you would recount a story you heard or an event you observed in everyday life, an oral presentation is a concise retelling of a medical history.  (Reading the H&P to someone makes for an excessive, monotonous, mind-numbing experience for the listener)
3. Eye contact between presenter and listener adds much to the effectiveness of information transfer.  Variation in voice tone with appropriate emphasis is part of a good presentation.
4. Give ONLY positive and seemingly relevant negative information. Please work with your intern/resident/attending to help sort out the specifics that are needed.

5. During your first week or so, your attending may wish to hear EVERY DETAIL to ensure you are asking correct questions, and then they will want you to GLEAN the pertinent facts to present as you learn the process.
6. Do not disparage other physicians or hospitals.

7. Guard against JARGON and excessive abbreviations.
8. “Essentially” and “basically” are overworked words, at times they are meaningless such as “essentially normal” and “basically the problem is…”
9.  Say “man,” woman,” boy”, “girl”.  Use “male” and “female” as adjectives, not nouns. Be aware references to Lady or Gentleman may carry a tone of condescension in some areas.
10. Frequently made errors: 
a. diverticula, adnexa, phenomena, criteria, media, bacteria, sera, septa, ostia, and pterygia are PLURAL.

b. diverticulum, phenomenon, criterion, medium, bacterium, serum, septum, ostium, and pterygium are SINGULAR.
c. Petechia, stria, telangiectasia, conjunctiva, pinguecula, synechia, patella, scapula, and fibular are SINGULAR.
d. Petechiae, striae, pingueculae, synechiae, patellae, scapulas, and fibulas are the usual PLURALS.

e. Larynx is pronounced “lair- inks” and pharynx is pronounced “fair-inks”.

f. Through wide usage, “DATA” has achieved respectability as a singular collective noun.  Thus, you will often hear “many data”, “few data”, “not much data”, or “little data”.  Rarely is “datum” used as the pleural form.

g. None remains SINGULAR, thus “none of us is perfect.”
h. Continue using proper English such as the objective case after prepositions, as in the following:  “He presented the case to John and me (not I)”.  “It is important for you and me (not me and you, nor you and I) to coordinate our efforts”.
i. Nauseous, nauseated.  The first word refers to an attribute of a person or evokes nausea in another:  the second word refers to “sick at the stomach”.  In clinical practice “nauseated” is the word usually employed; we have little occasion to use the term “nauseous”.
C.
Written record of history and physical

1.  Detailed historical facts of current and past history (as outlined in example of complete H&P).

2.  Document findings of the detailed physical exam 

3.  Complete a problem assessment and list in descending order of urgency.
4.  Develop a plan to evaluate and treat each problem
D.
Written record for daily patient encounters
1. Utilize the SOAP format 
2. S- Subjective- describe pertinent complaints of the patient.

3. O-Objective- your physical findings and review of lab/xray/etc.

4. A-Assessment-based on the problem list/diagnosis of the patient

5. P-Plan-which will be written as an order or considered in the future evaluation.
6. On the UTMCK chart, the orders will be on the left hand side of the physician progress note.  Only orders are to be written on the left side of the page labeled for orders.  Write all clinical information on the right hand side of the page.

7. You must document the date and military time for any order or written note on the physician notes section of the chart.

Section VI.
MD to MD Communication

A.
Communication Defined- Desired Goal is the transfer of relevant clinical information to 
provide meaningful and health promoting interventions.

1.  Formal Oral Presentation
2.  Informal “Card Flip”

3.  Check Out/ Cross Coverage

4.  Consultation


a. Requesting a consult 


b. Presenting a consult

B.
Medicine as a Second Language

1.  Oral Presentations are attempts to speak the language of medicine

2. Culminates years of medical vocabulary into “medicalese.” 

3. Heed Syntax: there is a reason there is an orderly system, keep to the structure other physicians use.

4. Grammar and style is best learned through oral presentations

C.
Formal Oral Presentation


1. Presented by a learner to the upper level resident or attending physician.


2. Take into account the intended audience and the goal or purpose of the presentation.

a. The upper level needs “permission” to interrupt to help direct the flow of the presentation for the learner’s benefit.



b. The learner must be allowed adequate time to present orally.



c. Flexibility is necessary to meet the specific needs of the learner and the audience.

D.
Ideally, the audience should have a vivid picture of the patient making a strong case for the 
assessment and plan.

E.
Realistically, formal oral case presentations are often painful.

F.
Preparation for the presentation requires time and rehearsal to obtain the fine points one receives only by “doing.”

G.
Listening to the presentation is critical to the process of helping a learner gain appropriate feedback.

H.
Feedback is usually immediate and enables the learner to obtain a deeper understanding of expectations and how the delivery of the patient’s history and physical impact the assessment of the attending.
I.
Communication Difficulties and Pitfalls

1. Limited time constraints.  Students will sometimes be given the last presentation time slot so rounds are completed in a timely manner.
2. Lack of clarity.  Students begin their training at a novice level and must learn to organize the information they obtain from patients and put in an appropriate format.
3. Lack of syntax.  Learners must adhere to the structure and rhythm listeners expect.  Physicians have used the Chief Complaint and History of Present Illness followed by the remainder of the “H&P” as the basis for the formal oral presentation and will be disengaged when a different format is used.
4. Much of the learner’s clinical skills will be judged indirectly through interpretation of oral presentations.  The clarity and accuracy of presentations will largely determine effective communication with supervising physicians.
J. 
Guidelines for Formal Oral Presentations from “Primer to the IM Clerkship”

1. Avoid the temptation to include a lengthy past history in the HPI. 

2. Do not discuss the physical exam findings in the history.
3. The physical should report information gathered by looking at, listening to or touching the patient.
4. Do not put your conclusions in the primary data section.
5. Keep the oral presentation between 5-10 minutes (when given without interruption.)
6. Do not interrupt your presentation to apologize for deficiencies in your information, ask questions of the attending, or make editorial comments about the patient’s story.
7. Keep the Formal Oral Presentation—FORMAL.
K.
“Card Flip”- or Informal Oral Presentations
1. Periodically (usually at least once a day), the housestaff team “runs” through the patient list. The objective is to deliver new/updated Information as well as review timely facts such as the day of antibiotic therapy, discharge planning, etc.
2. Succinct is the key word.
3. Practicing the “one-liner” to include pertinent details in an organized manner is important to this process.
4. This process enables the learner to see how other physicians assimilate information and arrive at an updated diagnostic or treatment plan.
5. Learning the nuances of rapid, context based judgments help the learner become aware of the cognitive processes used in clinical situations.  With repetition, learners begin to have sufficient awareness to articulate in this faster paced setting.
L. 
Check out/ Cross Coverage

1. The Joint Commission states “communication failures are the most common root cause of sentinel events” reported.

2. Sign out patients verbally to reiterate what is on the written check out list to the on call/covering housestaff team.  

3. Special discussions should occur when an unstable situation arises, when lab or radiology results are anticipated which may require immediate/urgent attention or any special circumstance is known that may require the cross covering physician’s attention.
4. Verbal review of the check out list emphasizes the importance of a succinct and well organized written check out log. 
M. 
Consultations
1. Consultants play a key role in the care of our patients—examples of but not limited to:
a. Physicians and Pharmacists
b. Physical, Occupational, and/or Speech Therapists
c. Case Management, Home Health, Hospice

2.   Requesting a Consult
a. Preferable to speak directly to the consultant if possible
b. This is NOT a formal oral presentation and is more than a “card flip” since the provider likely does not know the patient.
c. Be succinct yet give pertinent facts.  (The learning process arises out of this oral presentation therefore the learner will be encouraged to make the initial consult for the team.)
3. Presenting a Consult
a. When working up a patient as a consultant, a complete history and directed physical must be obtained. Presenting the patient to the consult attending will depend on the attending and the time needs. The oral presentation may reflect the formal oral presentation or more likely discussing only the facts about the case for which the consult was requested.

Section VII
Medical Topics of Study
A. 
Recommended Resources


Listed below are syndromes and diseases which should be studied by clinical clerks while on service.  Reading a basic textbook of medicine (i.e. Cecil’s or Harrison’s Textbook of Medicine) is IMPOSSIBLE during this 
rotation. For daily reading, students can cover broad topics in a timely manner with texts written on the student level. 
We have two student level texts available for checkout in the Medical Library.  We recommend Lange Medical 
Series during your first four weeks and the MKSAP for Students for your second four weeks.  You will need to refer to the more detailed texts (mentioned above) for certain patient presentations to gather more information on the disease you are studying. Online medical information is also a great resource while on call. (See Information Services)
B.
Medical Topics

Covering these topics in 8 weeks is a demanding if not impossible task.  We suggest you concentrate on reading about your patients and reading for the student lectures.  However, the final exam, the National Board Shelf Exam is very difficult and the more reading you do the better.  

Cardiology

· Chest Pain
· Coronary Artery Disease, angina, acute myocardial ischemia/infarction
· Rheumatic Heart Ds—mitral valve stenosis, regurgitation, aortic valve disease
· Hypertensive cardiovascular disease



Lipid Disorders
· Dysrhythmias






Cardiomyopathies
· Congestive Heart Failure (CHF)



Pericarditis
· Aortic dissection





Infective Endocarditis
· Selected congenital heart diseases—ASD, VSD, PDA, Tetralogy of Fallot

Infectious Diseases

· SIRS (Systemic Inflammatory Response Syndrome) 

· Streptococcal pharyngitis




Prevention of infective endocarditis
· Influenza






Nosocomial Infections
· Staphylococcal infections




Choosing an antibiotic
· Meningitis






Legionella, Rickettsia, Mycoplasma
· Bacteremic shock

· HIV/AIDS--Opportunistic infection

Gastroenterology

· Abdominal Pain





Diarrhea
· Dysphagia/odynephagia




Peptic Ulcer Disease (PUD)
· Gastrointestinal bleeding






· Neoplasms:  stomach, esophagus, colon, pancreas, liver

· Disorders of assimilation: maldigestion/malabsorption

· Liver disease-cirrhosis, hepatits C, etc

Hematology
· Anemia-acute/chronic





Polycythemia
· Pernicious Anemia





Multiple Myeloma
· Hodgkin’s and non-Hodgkin’s lymphomas


Myelodysplastic Syndrome
· Iron Deficiency Anemia (IDA)



Hemolytic anemia
· Leukemia—acute/chronic

Rheumatology

· Back pain/joint pain





Lyme Disease
· Osteoarthritis






Infectious arthritis
· Rheumatoid arthritis





Gout and Pseudogout
· Systemic Lupus Erythematosus (SLE)


Progressive Systemic Sclerosis
· Arthritis of hepatitis

· Polymyalgia Rheumatica and giant cell arteritis

· Seronegative spondylarthropathy (ankylosing spondylitis, Reiter’s, psoritatic, etc.)

· Acute rheumatic fever and post-streptococcal arthritis


Endocrinology

· Diabetes Mellitus





Thyrotoxicosis
· Adrenocortical insufficiency




Hypothyroidism
· Cushing’s Syndrome





Hyperparathyroidism
· Polycystic Ovarian Syndrome (PCOS)

· Acromegaly and other pituitary tumors


Allergy/Immunology





Neurology
· Urticaria






Altered Mental Status
· Hay fever






Stroke
· Allergic Bronchitis (asthma)




(Fourth year block incorporates essentials
· Contact dermatitis





of neurology)
· Serum sickness

· anaphylaxis


Pulmonology

· Cough/dyspnea





Pneumonia
· Chronic Obstructive Pulmonary Disease (COPD)

Solitary Pulmonary Nodule
· Tuberculosis, histoplasmosis, blastomycosis


Pulmonary Embolism and infarction
· Neoplasms of the lung—primary/secondary


Sarcoidosis
· Pleural diseases and pleural effusion

· ARDS and other respiratory failures


Nephrology

· Fluid and electrolyte metabolism and disorders


Dysuria/ Urinary Tract Infection
· Glomerulonephritis





Nephrotic  syndrome
· Chronic Renal Failure

· Acute Renal Failure / acute tubular necrosis, etc

· Nephrotoxins, including iatrogenic meds

Oncology

· Malignancies






Leukemias
· Lung

· Colon

· Breast


General Medicine

· Substance abuse





Venous Thrombosis
· Smoking cessation





Depression
The Healthy Patient:  Health Promotion, Disease Prevention, and Screening


This important topic is covered mainly during your FOURTH YEAR AMBULATORY 
ROTATION.  This will be “touched on” during your third year clerkship
C.
“New Third Year Clerks” Primer

www.im.org/AAIM/Pubs/primer.htm  by clicking onto this website, you have a very useful primer to help those students who are just beginning their clinical rotations. 

Section VIII.
Diagnostic Decision Making
Develop a problem-oriented method of patient evaluation-or “Putting it together!”
1. Identify medical problems during the history and physical exam.

2. Recognize patterns of illness sharing a single etiology (i.e., uveitis, joint pain, and rash or edema, dyspnea, and hepatomegaly).

3. Organize the problems in descending order of urgency.

4. Develop a differential diagnosis for each problem or problem cluster.

5. Plan a work up for each problem using diagnostic testing including laboratory, radiological, and other procedures.
6. Be aware of limitations—cost/benefit ratios, costs of the studies requested; know how these change with age; be able to interpret basic X-ray studies (chest and abdomen).

7. Be aware of the role of consultants in patient management.

8. Incorporate the patient’s perspective into diagnostic decision-making.
Section IX.   Patient Simulation Education

A. UTMCK Patient Simulation Center


Director:  Malinda Klar, RN


Nurse Supervisior/Instructor: Judy Roark, S.T.
B. All students must prescreen the procedure by watching on line demonstrations or read the written format provided at the NEJM website for procedural instruction.  

http://content.nejm.org/  ;  navigate to the bottom right hand corner under NEJM VIDEOS and click on  “more procedure videos” for the correct instructional viewing.
C. Session #1-- “Sterile Technique”
Every third year clerk must attend even if the student has previously rotated on surgical rotations.  Sterile technique cannot be over taught.
D. Session #2-- “Procedures Every Med Student Should Know”, including IV placement, ABGs, and Urinary catheter placement.
D. Session #3-- “Central Line Placement” is a highlight of the rotation. Third year medical students are taught to place/ insert central lines with the initial emphasis on subclavian vein placement.
E. Session #4--“Other Procedures” if time permits will include lumbar puncture, thoracentesis, arthrocentesis and/or paracentesis as these become available.
Section X.
Professional Behavior and Conduct
A.
Attitudes 

1. Assume primary responsibility for your patient.

2. Work hard to develop effective doctor-patient communication skills and rapport.

3. Take into consideration the patient’s psychosocial skills.

4. Demonstrate respect for the patient; be courteous even when they are not actively involved in the patient care decisions.

B.
The clinical rotations in the third year of medical school place demands and requirements on the students that go significantly above and beyond academic achievements as measured by performance on tests and by the ability to field questions learned through didactic instruction and reading.  The student is also accountable for his or her behavior in each of the following areas:

C.
Professional and Ethical Conduct:  The welfare of patients and their families is of foremost concern.  Students must show respect and courtesy for patients and their families, even under difficult situations such as being challenged or provoked.  Students must safeguard their patients’ confidentiality.  There are to be no casual communications regarding patients in public places, such as hallways, elevators, cafeterias, gyms, etc. HIPPA guidelines must be followed. If additional HiPPA information is needed, please let us know.

D.
Punctuality, Responsibility and Reliability:  Students are expected to be available and present for all 
scheduled clerkship activities.  Any absences must be approved by the Clerkship Director in advance. Make-up assignments will be determined by the Clerkship Director; absences due to illness may require a physician’s statement.  Chronic tardiness is unacceptable.  A clerkship typically does not run on an 8:00 
AM – 
5:00 PM workday schedule; students are expected to stay until the work is done. The house-staff team will inform you of the expected arrival time each morning and set the guidelines for patient responsibility at the beginning of your rotation.

E.
Getting Along with Other Members of the Medical Team:  Good relationships with nurses, aides, floor secretaries, security personnel, and anyone else involved in the care of the patient are absolutely essential.  Students are expected to be courteous to all hospital employees.

F.
Getting Along with Clerkship Staff:  Students need to be polite and respectful to all they encounter. Much of the daily work of keeping a clerkship going falls on the shoulders of administrative assistants, secretaries, receptionists, and other staff.  Students are expected to be considerate of and courteous to all of these employees as well.

G.
Getting Along with Peers:  Students are expected to have pleasant working relationships with their fellow students.  This includes an equitable sharing of the workload and helping and supporting each other.
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