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Editor’s Note: Send letters to the editor to MillerKE@erlanger.org or to my attention at Family
Medicine Letters to the Editor Section, University of Tennessee, Chattanooga Unit, Department of Family
Medicine, 1100 East Third Street, Chattanooga, TN 37402. 423-778-2957. Fax: 423-778-2959. Elec-
tronic submissions (e-mail or on disk) are preferred. We publish Letters to the Editor under three
categories: “In Response” (letters in response to recently published articles), “New Research”
(letters reporting original research), or “Comment” (comments from readers).

Letters to the Editor

In Response

A Comment
on a Comment

To the Editor:
Reviewing findings in the Brit-

ish Medical Journal that non-inter-
rupted patient monologues average
only 2 seconds longer than inter-
rupted ones,1 Jonathan Rodnick,
MD, finds it fascinating that “Lis-
tening may be less time consuming
than talking.”2 Then he wonders
why it is that we as physicians con-
tinue to interrupt patients so fre-
quently.

Perhaps our interrupting patients
isn’t about time at all. Could it be
that the important part of the
Rabinowitz et al paper is to close
the chapter on time as a barrier to
communication and open up the
more complex issues of class,
power, training, and uncertainty?
William B. Ventres, MD, MA
Multnomah County Health Department
Mid-County Health Center
Portland, Ore
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Four-year FM
Residency Training

To the Editor:
I am responding to the letter by

Thomas Schwenk, MD,1 and to the
article by Jeffrey Tiemstra, MD,2 on
fixing family medicine residency
training and expanding it to 4 years.
Both appear in the October 2004
issue of Family Medicine. Both
make similar points that I believe
to be mistaken, and I cite history
and reason.

When family practice blossomed
out of the varied sea of general prac-
tice in 1969, it was an amazing prac-
tical gathering of what the public
needed in general physicians. For
overall usefulness to a given com-
munity, what serves better than a 3-
year trained family physician? We
can all think of examples of the im-
practical and even harmful
“piecemealing” of medical care that
occurs in many communities and
even many countries.

The 3-year model built on the
already present but little utilized
2-year general practice residencies.
I know of only one 2-year trained
physician, and he was a gem. But
many of the model older family
physicians I’ve known over the
years have been from the 1-year
rotating internship. The 3-year cur-
riculum was developed from what
the community at large needed.
Much of the grand general practi-
tioner (GP) work force that we wax

philosophic about these days was
not necessarily thinking in medical
school of full-spectrum family
medicine as we picture it. Quite a
few of those GPs ended up there by
circumstance. My grandmother’s
GP, who was well respected
throughout his area of Philadelphia,
himself ended up a GP because he
could not afford to prolong train-
ing. He needed to feed his new fam-
ily, so went into practice, instead of
pursuing the surgical career for
which his chief and others thought
he had a natural talent. He was not
at all unique. My own family phy-
sician during my teens did 1 year
of psychiatry training, didn’t like it,
and left for general practice. Sev-
eral retired residency directors that
I’ve known had similar varied rea-
sons for their career path. Not all
were motivated by the high ideals
for selfless full-spectrum service of
the needy that were central for some
of us.

Drs Schwenk and Tiemstra both
make a plea for a 4-year residency,
both to enhance our prestige among
specialty peers and to gain ad-
vanced skills. It would “promote a
concept that family medicine is so
difficult and so important . . . ”1

However, students continue to tell
us that it is the apparent difficulty
of the real practice of family medi-
cine that drives many to more nar-
row fields. “They respect us but do
not envy us,” we hear at program
director meetings. If you believe
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that expanding to 4 years would
help recruitment greatly, I ask you
to look at the huge decline in gen-
eral surgery (surely more perceived
difficulty and prestige, 5 years train-
ing) or even the now alarming drops
in OB-GYN (4 years). Many feel
that the 4-year med-peds programs
are stealing from us, but they
matched only 296 seniors versus
1,198 for family medicine. Also,
there is already an available “spe-
cialty track” fourth year: the many
fellowships in geriatrics, sports
medicine, rural and international
medicine, women’s health, OB,
academics, and even a few “chief
year” spots. If we want more years,
they are already there, and we need
not burden the entire resident group.
Dr Schwenk argues that “We should
be training for quality, not quantity,”
but the number of family physicians
is less than that of family physi-
cians/GPs in 1970.3 We do have a
quantity issue as well. Four-year
training might gain us a few stu-
dents but drive away many.

Dr Tiemstra argues that “We
must eliminate pregnancy care as a
required component of training.” I
disagree. The 2-month minimum
requirement in OB is enough only
for a well-rounded education in
medicine. Most planning to do OB
in practice correctly add elective
months, unless their program is
awash in OB patients. To eliminate
this minimum will relegate preg-
nant women to the sad place we see
in their care by younger physicians
trained in emergency medicine, in-
ternal medicine, pediatrics, and
med-peds. No one wants to touch a
pregnant patient anymore, and
much of it seems silly to those of
us with even a rudimentary under-
standing of OB. The 2-month OB
requirement gives that rudimentary
understanding. Pregnancy remains
one of the most common reasons a
person visits a physician. Perhaps
the Residency Review Committee
could reduce the required number
of deliveries for this basic under-
standing, but the minimum has a
purpose, and it is not just for those

doing OB. (And after the minimum
experience, how many of us
changed our minds and did elec-
tives in OB so as to practice it?)
Frank Dennehy, MD
Department of Family Medicine
Virginia Commonwealth University
Shenandoah Valley Family Practice
Residency Program, Front Royal, Va
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New Research

Assessing Preclinical
Medical Students’
Ability to Communicate
in Writing

To the Editor:
In 1998, the Medical School Ob-

jectives Project concluded that
medical students must develop
competence in their ability “to com-
municate effectively, both orally
and in writing, with patients, pa-
tients’ families, colleagues, and oth-
ers.”1 More recently, the importance
of assessing medical students’ skills
in written communication has been
reinforced by the introduction of the
Step 2 Clinical Skills exam as a
component of the United States
Medical Licensing Examination.
Further, Medicare documentation
policies restrict attending physi-
cians’ use of students’ patient notes
to the review of systems and past,
family, and social history.2 As a re-
sult, a valuable opportunity for
teaching appropriate documenta-
tion during the clerkships may be
compromised.3,4 Despite these con-
ditions, literature regarding the as-
sessment of medical students’ writ-
ten communication skills is sparse.

This report describes our efforts
to develop a means to assess stu-
dents’ proficiency in written com-
munication during the preclinical

years. Our objectives were to deter-
mine whether an Objective Struc-
tured Clinical Exam (OSCE) is an
appropriate method for this assess-
ment and whether preclinical stu-
dents can accurately and com-
pletely document a history of
present illness (HPI) obtained dur-
ing an encounter with a standard-
ized patient.

Methods
Prior to beginning their clinical

clerkships, medical students at the
Medical College of Ohio participate
in a six-station OSCE that provides
formative feedback on their inter-
viewing, history-taking, and physi-
cal examination skills. For the pur-
pose of this study, an additional sta-
tion was added that required stu-
dents to document the HPI they
obtained while interviewing a stan-
dardized patient.

Documentation was evaluated
using a checklist developed specifi-
cally for this study. In addition to
items focused on a detailed descrip-
tion of the chief complaint (qual-
ity, frequency, duration, setting,
exacerbating and remitting factors,
and associated symptoms), the
checklist also included several
items that evaluated the overall
quality of students’ writing. The
maximum possible student score
was 19 points.

All second-year medical students
(n=136) participated in the OSCE.
Two raters used the scoring check-
list to assess students’ documenta-
tion (89% interrater reliability).

Results
Students varied in the content of

their documentation. While all stu-
dents documented the patient’s
chief complaint, and most (94%)
included information about symp-
tom onset, less than 65% of the stu-
dents recorded frequency, duration,
or associated symptoms.

The overall quality of students’
writing was evaluated for accuracy,
legibility, and writing style. Fifteen
students (11%) included inaccurate


