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Longitudinal Small-group Learning During
the First Clinical Year

Linda Orkin Lewin, MD; Paul N. Lanken, MD

Background and Objectives: Curricula in US medical schools concentrate most of their explicit teaching
of professionalism, ethics, and communication skills in the preclinical years. The first clinical year, how-
ever, is the time that these topics become more relevant to “ physicians to be.”  Case Western Reserve
University and the University of Pennsylvania each developed, as part of their UME-21 curricula, longi-
tudinal small-group courses for medical students in their first clinical year. Each addressed topics of
ethics, professionalism, humanism, and communication skills. Methods: This paper describes the goals of
each course, as well as the context in which they were developed, their structure, implementation, and
how “ buy-in”  from faculty and students was achieved. We compare the two programs and describe the
implications for other medical schools contemplating development of such a course. Results: The courses
were successfully implemented at both schools. Student ratings were positive. Conclusions: Important
issues in incorporating the small-group courses i nto the curricula are ensuring the buy-in of clerkship
directors, providing faculty development, keeping students in the same small groups if possible, fitting the
new course into the existing curricular structure, and striving to evaluate the students and the course.

(Fam Med 2004;36(January suppl):S83-S88.)
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Section III: Innovative Projects From UME-21 Schools

Medical school curricula are replete with courses in
the preclinical years that introduce students to medical
professionalism, ethics, and communication skills.1-3

During the clinical years, however, when issues in these
areas confront medical students in their clerkships, rel-
evant structured coursework on those topics, with few
exceptions,4-6 has been conspicuously absent.3

There are several reasons to be concerned about this
omission and to encourage discussion of these topics
in the clinical years. The first is pedagogical. The f irst
clinical year provides a near-perfect environment for
learning these subjects and their application. In clini-
cal settings, the content is much more relevant to stu-
dents. In addition, in the clinical years, students can
readily apply new skills to authentic situations. Finally,
students are developing new attitudes and behaviors
during the clinical clerkships7,8 as they reflect on their
new role as clinicians.

Another reason to be concerned is societal and cul-
tural. Organizations representing the medical profes-
sion have recently emphasized the increasing impor-

tance for medical students to learn and practice medi-
cal professionalism and to skil lfully communicate with
patients, families, and colleagues in their work.9,10 The
renewed emphasis on these topics in medical school
curricula is aimed at what is perceived to be the chal-
lenging and potentially deleterious effects of the cur-
rent practice and clinical learning environments.7-9

Both Case Western Reserve University (CWRU) and
the University of Pennsylvania (UPenn) recognized the
absence of this type of formal coursework during their
f irst clinical years of their curriculum as a major defi-
ciency. As part of their UME-21 activities, both schools
included new curricular components to address this
problem. Both added required longitudinal small learn-
ing groups that met regularly, outside the confines of
the traditional core clerkships. Although differing in
how they were devel oped and implemented, both
courses shared similar content and structure and have
been judged by the schools to be notable successes.
Their successful implementation has important impli-
cations for other medical schools that may want to en-
hance their curricula related to teaching professional-
ism, ethics, and communication skills.

Description of CWRU Course
The Contemporary Learning in Clinical  Sett ings

(CLICS) course was developed in response to several
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Table 1

Topics Included in the Contemporary
Learning in Clinical Settings Course
at Case Western Reserve University

Phase 1 (Pilot) Phase 2 Phase 3
1999–2000 2000–2001 2001–2002
Giving Bad News Transient Relationships Being a Good Doctor

in the Third Year

Choosing Health Choosing Health Professionalism
Insurance Insurance

Patient Patient Patient
Conf identiality Conf identiality Conf identiality

End-of-life Care End-of-life Care End-of-life Care

Ethical Issues Unique Ethical Issues Unique Ethical Issues Unique
to Medical Students to Medical Students, to Medical Students,

Part 1 Part 2

Student Dimini shment Truth Telling Professional
Health Care Quality Medical Mistakes Boundaries

Informed Consent Medical Mistakes Career Planning
Informed Consent Diversity in Medicine Career Planning

local issues. First, students reported diff iculty devel-
oping meaningful mentoring and advising relationships
with faculty during their f irst clinical year (the third
year of the CWRU curriculum). Second, faculty were
concerned that there was no venue for students to ad-
dress diff iculti es in the transition to their cl inical
clerkships. Finally, a faculty committee identified sev-
eral global topics that were integral to students’  clini-
cal education but were not included in the curriculum
of any individual clerkship. CWRU was an associate
partner in the UME-21 initiative and concentrated all
of its grant resources on this course.

Major Goals
The CLICS course’s mission statement is “ to pro-

vide third-year students with a safe environment in
which to discuss issues of professionalism, ethics, and
communication with patients.”  The stated goals of the
course are for students: (1) to develop strong relation-
ships with their faculty group leaders, (2) to address
potential problems in making the transition to the third
year, (3) to engage in self-reflection during the core
clerkships, and (4) to learn about specific topics rel-
evant to clinical medicine but not included formally
elsewhere in the clinical curriculum.

Course Structure
CLICS was built on the foundation of the preclinical

longitudinal Introduction to Clinical Medicine (ICM)
course. ICM uses small-group learning and introduces

students to the conceptual background in many of the
areas that are later addressed in CLICS. CLICS then
allows students to approach the same or related topics
in relation to real-life situations that they have experi-
enced or observed in the clinical setting.

CLICS groups each consist of approximately 10
third-year students who meet for 1.5 hours once during
each 4-week clerkship block. Each group has one or
two faculty leaders and, often, a fourth-year student
co-leader. Students are generally assigned to groups in
such a way as to enhance group diversity with respect
to gender and minority student representation. ICM
groups can stay together if  they so choose. Group lead-
ers are clinically active physicians; where there are two
leaders, the second is often a mental health professional.
Groups meet in diverse locations chosen by the lead-
ers. Students come from varying clerkships and clini-
cal sites for CLICS sessions.

Students receive all course materials prior to the f irst
session. Each of the 11 topics has three to f ive learning
objectives and a short reading, usually from the medi-
cal literature. Students are expected to come prepared
to discuss the topic from the point of view of their own
experiences in their clerkships. Groups may choose how
they run the sessions, generally assigning one student
per topic to lead the discussion. Attendance is manda-
tory unless specif ically excused by the group leader(s).

Implementation
The CLICS course was implemented in three phases

over 3 academic years (Table 1). Four pilot sessions
were run in the f irst year, using the longitudinal learn-
ing small groups that were already established for stu-
dents in the CWRU Primary Care Track (PCT). An end-
of-third-year objective structured clinical examination
(OSCE) tested all PCT students and a control group on
the content of those four sessions, showing that stu-
dents who had participated in the pilot sessions per-
formed signif icantly better (Table 2).

In the second and third phases, partici pation in
CLICS was required for all third-year students. In the
second year, new sessions were developed sequentially
and completed in the same order by all groups. Faculty
leaders attended every 2- to 3-month meeting to intro-
duce them to upcoming sessions. The following year,
materials were revised based on student and faculty
feedback, and the materials were distributed at the be-
ginning of the year, allowing groups to cover the top-
ics in any order. For example, a group could choose to
leave the End-of-Life Care session to the end of the
year, when more students had worked with dying pa-
tients. Course evaluation consisted of a short written
survey at the end of each session rating the topic, read-
ing materials, faculty leader(s), and opportunity to dis-
cuss important issues.
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Table 2

Comparison of PCT and non-PCT Student
Performance on CLICS Stations, June 2000

PCT (SD) Non-PCT (SD)
Mean Score Mean P Value

Station (n=23) (n=26)
Managed Care—
understanding dif ferent
health plans 70.8 (15.1) 55.3 (17.4) .002

Giving Bad News—how
to approach a terminally
ill patient 44.9 (18.9) 25.9 (15.5) .001

Patient Conf identiality—
giving test results over
the phone 94.2 (6.8) 87.8 (14.2) .045

Advanced directives—
understanding Ohio’s
DNR law 80.2 (12.5) 73.3 (23.8) .224

PCT—Primary Care Track
CLICS—Contemporary Learning in Clinical Settings
SD—standard deviation
DNR—do not resuscitate

Description of UPenn Course
The Doctoring course at UPenn developed as an in-

tegral part of a generalized restructuring of the entire
undergraduate medical education curriculum. UPenn
was a partner school in the UME-21 initiative, with
funding for a broad range of curricular interventions.
The new curriculum was divided into six temporal and
thematic modules, including Humanism and Profession-
alism (Module 6), an integrated curriculum of courses
and classes related to humanism, professionalism, and
bioethics across the 4 years of medical school.

A keystone for the idealized model11 of Module 6
was a required course on topics of humanism, profes-
sionalism, and ethics. It was based on longitudinal learn-
ing in which small groups of students and faculty pre-
ceptors functioned as learning teams. These teams were
envisioned to start in the f irst year of medical school
and continue to meet regularly through the second and
third years, including the f irst year of clinical clerkships.

Major Goals
The Doctoring course has three goals: (1) to promote

development and expression of humanism and profes-
sionalism, (2) to enhance the appreciation of cultural
differences and their inf luences in the physician-patient
relationship, in the interface with the health care sys-
tem, and in beliefs about health and disease, and (3) to
develop longitudinal small groups during the f irst and
second years of medical school as a resource for sup-
port and education in bioethics, humanism, and pro-
fessionalism.

Course Structure
The Doctoring course has two parts: Doctoring I, a

preclinical course, and Doctoring II, coinciding with
the f irst year of clinical clerkships at UPenn. Doctor-
ing II classes meet for 2 hours once a month on Fri-
days. Fridays were chosen since it is the uniform “aca-
demic day”  for all clerkships on which students must
return to the medi cal  school complex from thei r
clerkships. Students in the same group are scattered
among many different clerkships.

Each group consists of 11–12 students and two to
three physician preceptors. Students are assigned to
enhance the diversity of the groups, based on gender,
ethnicity, age over 30, and whether or not they are MD-
PhD students. Likewise, preceptors are assigned to
groups to ensure one of each gender and different medi-
cal specialties. More than 95% of preceptors assigned
to small groups at the start of Doctoring I have contin-
ued with their original group for the full 2 years of
Doctoring I and II.

The Doctoring II classes start with a period of un-
structured time during which all students share what’s
happened/happening to them on their clerkships. A
structured period of time then follows with the specif-

Getting Buy-in
CWRU faculty were concerned that students did not

have a formal mechanism for addressing the sometimes
diff icult transition to the clinical clerkships and recog-
nized specif ic content as missing from the curriculum.
Although the clerkship directors and other educational
leaders embraced the idea of the longitudinal groups,
they were concerned about decreasing the time spent
on other clinical and didactic activities of clerkships.
Nonetheless, all agreed that no other course met the
CLICS objectives. Data showing students were learn-
ing the content in the pilot year gave educational lead-
ers a concrete reason to support the course.

Outcomes
As stated previously, the pilot course demonstrated

that students learned the content. Unfortunately, it was
not practical to require the PCT OSCE of all students,
so no objective outcome data were collected after the
pilot year. However, student evaluation of the course
has been favorable. Student evaluations of sessions use
a 5-point scale, with 5 being the best score. For the
first 2 years of full implementation, students rated the
relevance of the topics to third-year students (4.15 in
2001, 4.41 in 2002), the skill of the faculty leader(s)
(4.33 in 2001, 4.48 in 2002), and the ability to discuss
issues that are important to the student (4.14 in 2001,
4.13 in 2002) very highly. These items correspond to
the stated goals of the course and serve as useful bench-
marks for improvement.



S86 January 2004 Supplement Family Medicine

Table 3

Doctoring II Course of the University
of Pennsylvania in 2002

Class Topics Teaching Methods
1 Confidentiality and Privacy Discussion of cases, student

in the Doctor-Patient experiences, and course policy
Relationship

2 Ward Team Relationships Discussion of readings, cases,
Value Conf licts; The Hidden and student experiences
Curriculum I

3 Conf lict Resolution Skills Workshop with the Thomas-
Kilmann Conf lict Mode
Instrument

4 Medical Student Abuse: Discussion of readings, cases,
Is I t Abuse or Just Scut? and student experiences

5 Boundary Issues I : The Discussion of readings, cases,
Nurse-Doctor Game and student experiences

6 Breaking “Bad News” Interview of simulated patient
in class. Discussion of readings
and interview

7 Dealing With Your Discussion of student
Patient’s Death experiences, readings, and
Living Will s and Advance sample living will
Directives

8 Boundary Issues I I : Discussion of readings, cases,
Sexual Harassment and student experiences

9 The Impaired Physician Discussion of readings, cases,
(due to substance abuse) and student experiences

10 Dealing with the Interview of simulated patient
“ Dif ficult”  Patient in class. Discussion of readings

and interview

11 Value Conf licts and Hidden Discussion of readings, cases,
Curriculum I I and student experiences
Laws of The House of God;
Ethical Erosion

12 Lifestyle and Career Choices Exercises, discussion of
Balancing Professional and readings and student
Personal Lives experiences

Table 4

Confidentiality Policy for Doctoring II Course
in 2002 at the University of Pennsylvania

Doctoring I I 2002
Confidentiality Pol icy

1. Conf identiality within a Doctoring Small Group is critically important
to build group trust and soli darity so that the group can work together
as a learning team.

2. Anything that a group member (student or faculty) says or does during
a Doctoring Class shall remain conf idential and not be discussed by
other group members (students or faculty) outside the group unless they
are given explicit permission to do so or except for the situations de-
scribed in #3. This also applies to what students may say during their
One-on-One Meetings with preceptors.

3. A preceptor may not disclose information learned during a Doctoring
activity without the permission of the student who provided the infor-
mation except if  the preceptor reasonably believes that there is real and
serious threat to the li fe or health of  the student, of  others, or of  a pa-
tient. In this case, however, prior to making any disclosure, the precep-
tor should discuss his/her concerns with the student invol ved and that
she/he feels obligated to make the disclosure with or without permis-
sion of the student.

4. At faculty brief ings and debrief ings, Preceptors will not share specif ics
of what was discussed or occurred during their classes, and they will
not share any identifying information (unless they have permission of
the involved parties to do so). Instead, they will give more general state-
ments about their group’s process, eg, how the class went, the nature of
the feedback received, pitfalls to avoid, and approaches that were suc-
cessful.

5. Students may also share the same type of general information, as listed
under #4, but may not share specif ics or other identifying information
(unless, likewise, they have permission of the involved parties to do
so).

ics varying according to the topics of the session (Table
3). Student responsibilities include reading the goals
and objectives and related readings for each session as
well as serving as student co-facilitator for one of the
12 sessions. Course requirements include participation
in all 12 sessions, serving as a co-facilitator, and writ-
ing a personal reflections type of paper at the end of
the year. The course is graded pass-fail.

Implementation
The original topics for Doctoring II were selected

by clerkship directors who listed the most important
issues for the students in bioethics and humanism is-

sues related to their clerkships. The topics and order of
sessions have been modif ied in successive years in re-
sponse to feedback from students and faculty (Table
3).

Doctoring II classes have allowed students to share
their experiences with their groups, including “ the good,
the bad, and the ugly”  of the clerkships, eg, profes-
sional, unprofessional, and abusive behaviors by resi-
dent and attending physicians. Preceptors struggled with
how to deal with this privileged information. After the
second year of the course, a formal Doctoring II Policy
on Confidentiality (based on drafts of such a policy
written by the students themselves) was adopted, cir-
culated, and discussed in the f irst class of the year (Table
4). Readers are encouraged to use this policy as a basis
for developing a similar statement for use at their own
schools.

Getting Buy-In
Doctoring II had the strong support of the medical

school leadership, helping it gain acceptance despite
some clinical clerkship directors’  reluctance to lose 2
hours from their clerkship-specific didactic time. Stu-
dent acceptance of Doctoring II, on the other hand, was



S87Vol. 36, January SupplementSection III : Innovative Projects From UME-21 Schools

Table 5

Students’  Evaluations of
the 2002 Doctoring II Course

Number of
Course Variable Respondents Mean* SD
Importance of the topics 92 3.80 .98

Enjoyment of  the course 92 3.80 1.14

How well did you 91 3.88 .91
understand the course‘ s
goals and objectives?

How well did the course 91 3.66 1.07
achieve its stated goals
and objectives?

Overall quality of  preceptor 199 4.15 1.11

Preceptor’s listening skills 199 4.24 1.02
and sensitivity

How well did your small 90 4.07 1.04
group function as a learning
group at the end of
Doctoring I I
(December 2002)?

What was your degree of trust 89 3.89 1.16
for such sharing in your last
Doctoring I I class
(December 2002)?

Overall rating of course 91 3.80 1.13

*Ratings used a 5-point Likert scale, where 1=poor, 2=fair, 3=good, 4=very
  good, and 5=excellent

SD—standard deviation

Table 6

Lessons Learned in Developing and Implementing
a Longitudinal Small-group Course in Ethics,

Humanism, Communication, and Professionalism
in the First Clinical Year

1. Course developers must get buy-in from clerkship directors
a. CWRU used outcome data from a pilot program
b. UPenn used a conceptual model proposed in the literature

2. I t is helpful for new courses to f it into existing structure of other learning
activities
a. CWRU used the ICM  structure to recruit faculty  and distribute

materials
b. UPenn named its course “Module 6,”  which gave it simil ar status to

the other five modules of its curriculum
3. Faculty devel opment is important, even for experienced teachers, because

of the unique format and goals of  these courses
a. CWRU found that having groups meet in diverse locations made it

dif f icult to get all leaders together
b. UPenn discovered the need for formal policies and discussion on what

should be done when a group leader is confronted with sensit ive
information from a student

4. I t may be advantageous to keep groups from the preclinical years together
in this kind of course to facilitate their ability to discuss potentially
sensitive issues

5. Evaluati on of student learning is di f f icult . Wi thout a preexist ing
infrastructure for testing abstract skills in ethics, professionalism, etc,
evaluation has to depend on subjective ratings by group leaders.

CWRU—Case Western Reserve University
UPenn—University of  Pennsylvania
ICM—Introduction to Clinical Medicine

strong. After revision, the second year of the Doctor-
ing course (Doctoring II) was better received and ap-
preciated by the students than the f irst year of the course
(Doctoring I). They seemed to enjoy the opportunity to
socialize with their peers and share their clinical expe-
riences. In addition, they regarded the topics in the struc-
tured part of the class as more useful and relevant to
their roles, eg, breaking bad news, compared to topics
presented in the preclinical Doctoring I course.

Outcomes
Doctoring II is a pass-fail course. Group leaders

evaluate students in a narrative fashion and give feed-
back in required one-on-one meetings at the end of the
course. Students evaluate the course by using the same
Web-based system of evaluation, using a 5-point Likert
scale that they use for all their other courses. Students
rated all aspects of the course highly, especially the
group leaders and the development of a functional learn-
ing group (Table 5).

Comparison and Implications
These two medical schools took different paths to

design and implement similar courses. The lessons
learned are summarized in Table 6. Both schools were
motivated by a lack of formal coursework in profes-
sionalism, humanism, ethics, and communication skills
in the clinical curriculum. Both strove to create sup-
portive environments to explore these areas and both
used their UME-21 funding to support course develop-
ment. UPenn was a partner school in the UME-21 ini-
tiative, with the expectation of large curricular inter-
ventions, while CWRU was an associate partner school
and concentrated its efforts on CLICS. Any school con-
templating the addition of a nontraditional course in
the clinical years would benefit from outside funding
to jump-start the process.

Implementation at both institutions required the buy-
in of educational leadership, particularly clerkship di-
rectors. This is important to consider at any institution
considering curricular change. At CWRU, having a pi-
lot project with outcome data made the implementa-
tion of CLICS more acceptable, and f itting it into the
existing clerkship structure lessened opposition. At
UPenn, having a conceptual framework that justif ied
including the Doctoring II content in the clinical cur-
riculum and giving it a name that announced equality
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with the other curricular modules was important in its
development. Any institution, with its own politics and
administrative structure, will have to identify the best
way to create momentum for including such a course
in its clinical curriculum.

The courses had many structural similarities and
some differences. Both met approximately monthly,
with groups of approximately 10 students and one to
three faculty members. CWRU also used fourth-year
students as group coleaders. Both configured groups
to promote diversity. UPenn kept all students grouped
as they had been for their preclinical course, while
CWRU only did so when a preclinical group made that
request. CWRU found, though, that these groups
seemed to work together better than the newly formed
groups. Schools considering such courses should think
about keeping previous groups of students together.

CWRU used a single format for each session, with
discussion based on a reading and students’  experiences
with a particular topic in their clinical sites. UPenn had
similar sessions but also offered interviews with stan-
dardized patients, workshops, and other exercises. Both
furnished a place for students to process their clinical
experiences with their peers. Maintaining this process-
ing function should be a priority at any school devel-
oping a similar program.

At UPenn, groups all met in a central location, fa-
cilitating faculty development. CWRU allowed groups
to meet in diverse settings, making faculty develop-
ment very diff icult. The provision of faculty develop-
ment is an important component of any new course,
and other schools should consider structuring their
courses in such a way that it is not unusually diff icult
to have all of the faculty preceptors in the same place
at the same time. UPenn created a policy for maintain-
ing group confidentiality; other schools should consider
doing the same.

Evaluation was a weak point at both institutions.
CWRU was not able to continue its OSCE exam and
had to rely on student questionnaires to assess the
CLICS course. This was helpful in judging some of the
course goals but did not address students’  ability to
apply what they learned. UPenn gave students narra-
tive feedback and collected student opinions on their
course but also did not directly evaluate student per-
formance. Other medical schools should look carefully
at the way they can evaluate such a course, perhaps
including its content in already-existing testing exer-
cises.

Finally, both schools found that strong relationships
among students and faculty in their small groups re-
sulted in group bonding and trust. This in turn created
a safe environment for discussion of sensitive topics
that arose during the clerkships. Other institutions
should consider developing similar courses to help stu-
dents acquire skills for self-reflection, medical social-
ization, and accompanying ethical dilemmas—skills
that should continue to be useful when the students be-
come residents and beyond.

Footnote: The authors invite readers who are interested in learning further
information about these courses to contact them by e-mail. Contact Dr Lewin
at lol@po.cwru.edu and Dr Lanken at lanken@mail.med.upenn.edu.
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