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well-designed curriculum with appropriate goals and
learly articulated, behaviorally based objectives is vi-
al to the success of any learning experience. Curricula
erve many important functions: focusing teaching and
earning efforts; delineating required educational re-
ources (faculty, patients, facilities, materials); influ-
ncing the selection of educational methods; setting
tandards of competence; and driving assessment.
owever, “a curriculum that is static gradually declines

nd dies. A successful curriculum is continually devel-
ping. It must respond to evaluation results and feed-
ack.”1 This article describes the revision process of a
ational medical education curriculum and subsequent
ssessment.

The first national internal medicine clerkship curric-
lum was produced in 1995 as a collaborative project of
he Clerkship Directors in Internal Medicine (CDIM)
nd the Society of General Internal Medicine (SGIM)
hrough a contract with the Division of Medicine of the
ealth Resources and Services Administration (HRSA)
ureau of Health Professions.2 The CDIM/SGIM Core
edicine Clerkship Curriculum Guide’s3 purpose was

o emphasize the learning of general clinical core com-
etencies in the third year of medical school and to
reate a consensus for curricular content. A national
urvey of clerkship directors identified and prioritized

Requests for reprints should be addressed to Thomas M. De Fer,
D, Washington University School of Medicine, Barnes-Jewish
ospital, Campus Box 8121, 660 S. Euclid Avenue, St Louis, MO
3110.
ME-mail address: tdefer@im.wustl.edu

002-9343/$ -see front matter © 2008 The Association of Professors of Me
oi:10.1016/j.amjmed.2008.07.017
he basic competencies medical students should master
y the end of the medicine core clerkship.4 Various
raining problems were included as examples of how
he general clinical competencies could be achieved
hrough common clinical problems and activities (eg,
hest pain, abdominal pain, hypertension). The Guide
lso recommended that one third of the clerkship ex-
erience shift to the ambulatory generalist setting.

The HRSA also sponsored the second edition, re-
eased in 1998.5 In this version, greater emphasis was
laced on evidence-based medicine and the care of
pecific populations. Individual learning objectives for
ach competency and training problem were expressed
n specific behavioral terms6 and grouped by the knowl-
dge, skills, and attitudes construct.7 After its release,
se of the document among clerkship directors was
idespread.8 Later that year, a companion pocket guide
as produced. It was a more concise statement of the
eneral competencies and training problems and of
heir associated knowledge and skills objectives in-
ended for easy use by clerkship directors and stu-
ents.9 The pocket guide also included a number of
ew training problems.

EVISION PROCESS
he expansion of medical knowledge is inevitable,
nd the educational environment is ever-changing. In
004, the CDIM decided to undertake a second major
evision of the Guide. One of the most important
hanges was the development and subsequent broad
pplication of the Accreditation Council for Graduate

edical Education (ACGME) general competencies.

dicine. All rights reserved.

mailto:tdefer@im.wustl.edu
http://www.im.org/APM
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he ACGME competencies apply to all facets of grad-
ate medical education, including residencies and fel-
owships.10 They have been influential as a “new par-
digm” for medical education as a whole. Some have
uggested that the learning objectives for medical schools
n general and for the med-
cine clerkship in particular
e framed in a competency-
ased construct to facilitate
he transition from student to
esident and to emphasize
he continuum of medical
ducation.11-13

Precedence existed for
raming a medical student
urriculum in the context of
he ACGME general compe-
encies, namely, the Family

edicine Curriculum Re-
ource released by the Soci-
ty of Teachers of Family
edicine in 2004 and funded

y the HRSA.14,15 Citing the
ongruency of the broad-
ased calls for medical
ducation reform with the
CGME competency struc-

ure, the advisory committee
f the Family Medicine Curriculum Resource decided to
se this framework. CDIM members served as consultants
o the Family Medicine Curriculum Resource project and
artners on the pre-clerkship workgroup; that process
as informative regarding the planned internal medi-

ine curriculum update.
The CDIM/SGIM Curriculum Guide Update Task

orce subsequently agreed that the ACGME general
ompetencies would be incorporated into the updated
ersion (3.0) of the internal medicine curriculum. A
omplete revision centered specifically on these com-
etencies was not feasible because of limited funding
nd human resources. The original guide structure was
aintained (ie, organized by competencies and training

roblems with specific knowledge, skills, and attitudes
bjectives), and every individual learning objective was
oded: patient care, medical knowledge, practice-based
earning and improvement, interpersonal and commu-
ication skills, professionalism, or systems-based prac-
ice. Table 1 demonstrates the substantial overlap be-
ween the preexisting CDIM/SGIM general clinical
ore competencies and the ACGME general competen-
ies. Assignment of general clinical core competencies
o particular ACGME domains is not intended to imply
xclusivity; rather, it indicates in which domains the
reponderance of learning objectives exist. As in the
riginal Guide, the general competencies were assigned

PERSPECTIVES VIEW

● The CDIM and SGIM
tional clerkship curr
date the efforts of
clerkships and ensur
sistency across all un
cal institutions.

● The curriculum featu
lems highlighting di
tivities that clerkshi
students should kno
their clerkship year.

● The curriculum was r
time in 2004, when
tencies were added.
rank order (highest priority to lowest priority) and l
ategory (1 � “should be taught in all cases,”
� “should be taught in most but not all cases,” and
� “should be taught in some but not all cases”). By

he end of the core clerkship, medical students are
xpected to become more proficient in higher rank/

category competencies than lower
rank/category competencies.

As part of the preparatory work
for the update, the CDIM conducted a
survey of the membership at its na-
tional meeting in 2004. The first por-
tion of the survey asked respondents
to rank the 8 existing category 2 and
category 3 general competencies in
order of importance (1� lowest pri-
ority and 10�highest priority). The
results are shown in Table 2. For the
purposes of the survey, it was as-
sumed that the category 1 competen-
cies (“should be taught in all cases,
when appropriate”) were all still
valid. In general, the survey rank or-
der was consistent with the original
ordering of these competencies.4

Table 3 shows the original and
updated rank order of all the gen-
eral clinical core competencies.

The second portion of the survey
sked respondents to select 5 potential topics for new
raining problems and rank them in order of priority
1 � lowest priority and 5 � highest priority). These
opics were chosen by consensus of the update task
orce as potential areas of coverage. The results are
hown in Table 4. Training problems are meant to serve
s examples of how the general clinical core compe-
encies may be covered through common clinical prob-
ems and activities, not as mandates for specific inclu-
ions in any clerkship’s curriculum.

Three of the proposed new training problems were
ncorporated into existing curricular elements, including
lectrocardiogram interpretation and radiograph interpre-
ation (covered in interpretation of clinical information)
nd chronic renal failure (covered in acute renal failure
nd chronic kidney disease). Excluding these 3, the top 5
andidates for new training problems were common mus-
uloskeletal symptoms,16 approach to weight loss/gain,17

ever, common dermatologic problems, and common up-
er respiratory symptoms. Each of these problems was
ssigned a primary author for revision. Another member
f the task force reviewed the drafts and provided com-
entary. The task force at large reviewed near-final drafts,

eeking expert advice when necessary. Final drafts were
eviewed by the task force co-directors for consistency of
tyle and format. What emerged from this iterative process
ere training problems for knee pain, rheumatologic prob-
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1021De Fer and Fazio Revision of a National Internal Medicine Curriculum
Revision of the existing competencies and training
roblems followed a similar process. Each task force
ember was assigned a set of competencies and train-

ng problems. The primary objectives of the first revi-
ion were to ensure that the competency or training

Table 1 Clerkship Directors in Internal Medicine/Society
Graduate Medical Education Competencies

DIM/SGIM General Clinical Core
ompetencies

ACGME General Compet

Category
Patient
Care

Med
Kno

iagnostic Decision Making 1 X X
ase Presentation 1 X
istory and Physical Examination 1 X
ommunication and Relationships
ith Patients and Colleagues

1 X

nterpretation of Clinical
nformation

1 X X

herapeutic Decision Making 1 X X
ioethics of Care 1
elf-directed Learning 1
revention 1 X
oordination of Care and Teamwork 2 X
eriatric Care 2 X X
asic Procedures 2 X
utrition 2 X X
ommunity Health Care 2
ontinuous Improvement in Systems
f Medical Care

3

ccupational and Environmental
ealth Care

3 X X

dvanced Procedures 3 X

ACGME � Accreditation Council for Graduate Medical Education;
Internal Medicine. Category 1: Should be taught in all cases, when ap
3: Should be taught in some but not all cases. Assignment of ACGME
to imply exclusivity. It is meant to indicate in which domain(s) th

Table 2 Survey Ranking of Competencies

DIM/SGIM General Clinical Core Competency

oordination of Care and Teamwork
eriatric Care
asic Procedures
nd-of-life Care
utrition
ommunity Health Care
ontinuous Improvement in Systems of Medical Care
enetics
ccupational and Environmental Health Care
dvanced Procedures

CDIM � Clerkship Directors in Internal Medicine; SGIM � Society
the listed competencies (including 2 new potential competencies, e

and 1 � lowest priority.
roblem conformed to a predetermined template; ex-
and the prerequisites where necessary; update objec-
ives for new medical knowledge and contemporary
ssues; code each individual learning objective to 1 or
ore of the ACGME general competencies as de-

eral Internal Medicine Versus Accreditation Council for

e

Practice-
based
Learning and
Improvement

Communication
Skills Professionalism

System-
based
Practice

X
X
X X

X
X X

X X

X
X X

Clerkship Directors in Internal Medicine; SGIM � Society of General
te. Category 2: Should be taught in most but not all cases. Category
al Clinical Core Competencies to particular domains is not intended
nderance of learning objectives exists.

an Rank Mode Rank Median Rank

74 (�2.01) 10 8
57 (�2.02) 10 8
34 (�2.76) 10 8
04 (�1.76) 6 7
12 (�2.16) 6 6
35 (�2.72) 4 5
06 (�2.63) 5 5
67 (�2.06) 3 3
13 (�1.88) 2 3
77 (�2.28) 1 2

eral Internal Medicine. Respondents (n � 106) were asked to rank
ife care and genetics) in order of importance: 10 � highest priority
of Gen

encies

ical
wledg

CDIM �
propria
Gener
Me

7.
7.
7.
7.
6.
5.
5.
3.
3.
2.

of Gen
nd-of-l
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cribed above; add genetics,18 end-of-life care,19 and
rofessionalisms20-22 objectives where appropriate; and
dentify a modest number of references useful to
tudents.

Version 3.0 of the CDIM/SGIM Core Medicine
lerkship Curriculum Guide was subsequently pub-

ished in the fall of 2006.23 CDIM mailed 2 copies of
he Guide and also 2 copies of the updated pocket guide
o every internal medicine clerkship director in the
nited States and Canada.24

URVEY
o evaluate the effect of this curricular reform, the
DIM conducted an assessment of its 110 institutional
embers in the United States and Canada via the 2006
DIM Survey, with a response rate of 74.5% (82/110).
eventy-nine (96%) of the respondents were familiar
ith the Guide, and 68 (83%) of the respondents used

he Guide in the context of their clerkships. Of the 73
espondents who were aware of the availability of the
ocket guide, 13 (18%) routinely gave it to their stu-
ents at the beginning of the rotation. The main reasons
or not doing so included the availability of other re-
ources (including the online version of the Guide) and
xpense.

Of those respondents who used the Guide, 53 (78%)
sed it to establish key content, core topics, or lecture
aterial; 30 (44%) found it helpful in faculty develop-
ent efforts; 27 (40%) used it to help students under-

tand the core topics that they should master; and 20
68%) used it to prepare for Liaison Committee on

Table 3 Version 3.0 Ranking of All Competencies

DIM/SGIM General Clinical Core Competencies

iagnostic Decision Making
ase Presentation
istory and Physical Examination
ommunication and Relationships with Colleagues
nterpretation of Clinical Information (previously
nown as Test Interpretation)
herapeutic Decision Making
ioethics of Care
elf-directed Learning
revention
oordination of Care and Teamwork
eriatric Care
asic Procedures
utrition
ommunity Health Care
ontinuous Improvement in Systems of Medical Care
ccupational and Environmental Health Care
dvanced Procedures

CDIM � Clerkship Directors in Internal Medicine; SGIM � Society
when appropriate. Category 2: Should be taught in most but not al
edical Education site visits. Other applications in- i
luded helping define the types of patients students
ust encounter to fulfill the objectives of the clerkship

31%),19 assisting in writing case-based questions
22%), helping students study for the end of clerkship
xamination (24%), and aiding with bedside teaching
7%).

Fifty-five respondents (67%) thought that the length
f the Guide was “just right,” with 18 (22%) thinking it
as too long, 6 (7%) indicating it was too short, and 3
eclining to answer. The addition of ACGME compe-
encies tags was thought to be useful by 36 (44%), with
9 (23%) thinking it was less useful and 25 (30%)
ndicating they were unsure. Respondents who had a
ositive response generally thought that the competen-
ies were important in emphasizing the continuum be-
ween undergraduate and graduate medical training;
everal had been struggling with mandates to include
hem in their undergraduate curriculum. Survey partic-
pants who opposed the addition of ACGME compe-
encies generally did so because they did not think they
ere as appropriate for medical students as they were

or residents.
Forty-four respondents (54%) found the addition of

he new training problems to be useful, 31 respondents
38%) were not yet sure, and 3 respondents (4%) did
ot find them useful. The majority of respondents
hought that they represented common problems that
tudents would encounter and were not adequately cov-
red in previous iterations of the curriculum. Respon-
ents who were not in favor of the additions largely
hought the curriculum was already difficult to cover in

tegory Version 3.0 Version 2.0/1.0

1 1
2 2
3 3
4 4
5 5

6 6
7 7
8 8
9 9

10 10
11 12
12 11
13 14
14 13
15 17
16 16
17 15

eral Internal Medicine. Category 1: Should be taught in all cases,
Category 3: Should be taught in some but not all cases.
Ca

1
1
1
1
1

1
1
1
1
2
2
2
2
2
3
3
3

of Gen
ts entirety and thus were not supportive of lengthening
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1023De Fer and Fazio Revision of a National Internal Medicine Curriculum
t. Clerkships that were largely inpatient-based did not
ave a use for additional ambulatory competencies.

Similarly, 36 respondents (44%) found the addition
f references to the new curriculum to be useful, 31
espondents (38%) were unsure, and 12 respondents
15%) did not think their addition was useful. Some
urvey participants thought they would be more useful
o clerkship directors than to students, who often do not
se references made available to them. Conversely,
any respondents supported making more references

vailable as long as they were updated on a regular
asis.

ISCUSSION
he task force intended to update the Guide to reflect
any of the changes occurring in medical education.
o that end, competencies were added that a majority
f clerkship directors thought were important and not
dequately addressed in previous versions, with a par-
icular emphasis on the outpatient setting and aspects of
rofessionalism; other areas were updated to reflect the
urrent state of medical knowledge. Recent trends in

Table 4 Survey Ranking of Potential New Training
Problems

raining Problem Mean Rank

CG Interpretation* 2.56 (�2.15)
ommon Musculoskeletal Complaints† 1.77 (�1.88)
pproach to Weight Loss/Gain‡ 1.56 (�2.02)
ever§ 1.34 (�1.88)
ommon Dermatologic Problems� 1.24 (�1.76)
adiograph Interpretation* 1.06 (�1.61)
ommon Upper Respiratory Complaints¶ 1.06 (�1.68)
hronic Renal Failure# 0.98 (�1.62)
ommon GI Complaints 0.94 (�1.57)
hyroid Disorders 0.84 (�1.47)
izziness 0.69 (�1.28)
dema 0.62 (�1.38)
omen’s Health 0.60 (�1.33)
ommon Ophthalmologic Problems 0.31 (�0.92)
ioterrorism 0.24 (�0.82)
en’s Health 0.19 (�0.79)

ECG � electrocardiogram; GI � gastrointestinal. Respondents
(n � 106) were asked to select the 5 (only) potential topics for new
training problems and rank them in order of priority: 5 � highest
priority and 1 � lowest priority. Not selecting is counted as “0.”

*Incorporated into the existing Competency Interpretation of
Clinical Information.

†Became the new Training Problem Knee Pain.
‡Became the new Training Problem Obesity.
§Became the new Training Problem Fever.
�Became the new Training Problem Rash.
¶Became the new Training Problem Common Upper Respiratory

Complaints.
#Incorporated into the existing Training Problem Acute Renal

Failure.
edical education have emphasized the importance of a
rocess and outcomes, rather than simply the delivery
f content.25 Thus, as medical education moves further
nto the era of competency-based assessment, it seems
rudent to link the content of the curriculum with the
CGME domains, which have become the norm in

esidency training, given that undergraduate and grad-
ate medical education exist along a continuum.26 As 1
urvey respondent stated, the linked competencies have
been helpful regarding thinking about assessment.”
he competencies allow course directors to think
about more than just ‘medical knowledge.’” It is the
DIM’s eventual goal to have the curriculum organized
y competency online. An electronic platform also
ould significantly facilitate a more continuous updat-

ng process.
Respondents were divided in their opinion of the

tility of the references available in the Guide. Clerk-
hip directors often struggle between steering students
oward the use of general “review” textbooks versus
ncouraging investigation of the primary literature.
here is a sense that the latter is often preferable but not
ractical. In our selection of references, we attempted
o highlight articles that provided clinical practice
uidelines or a review of the available literature when
vailable. It is our hope that easy access to these resources
ill encourage students to pursue more in-depth reading
n specific topics and allow faculty members ready access
o the primary literature when planning teaching sessions
nd developing lecture materials.

It was notable that although opinions were generally
avorable of this curricular reform, there were a signif-
cant number of survey respondents who were not yet
horoughly familiar with the newest version of the
uide or who had not implemented it in their clerk-

hips. One reason may be that such changes typically
ccur at the beginning of the academic year. It is
xpected that as the experience of the clerkship direc-
ors grows, the CDIM will have a better understanding
ver time of how useful the updates have been. Barriers
o use of the Guide are similar to the ones found in
998,6 namely, the inability of faculty to devote suffi-
ient time to curricular development in the clerkship
nd the difficulty with covering the large amount of
ontent that must be delivered within the confines of the
nternal medicine clerkship.

The intention of the Guide has never been to dictate
very element that should exist within an internal med-
cine clerkship curriculum, but rather to provide a
ramework for clerkship directors to use as they de-
elop lecture material, learning resources, and patient
are experiences, as well as a template by which the
tudents could better understand the learning goals set
ut for them. It also was hoped that the Guide would
erve as a useful model for the purpose of fulfilling

ccreditation guidelines.
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The impact of this curricular reform effort must
ontinue to be measured before future iterations are
eleased. Future directions include a repeated survey of
lerkship directors once the Guide has been more
roadly implemented by additional institutions, as well
s collection of objective outcomes data to determine
hether use of the Guide has affected student perfor-
ance, faculty satisfaction, clerkship evaluations, or

ompliance with Liaison Committee on Medical Edu-
ation accreditation standards regarding clinical clerk-
hips.19 As future changes occur, usability must be
arefully balanced with amount of content, web-based
orting by competency, and linking to updated refer-
nces will be necessary for the Guide to reach its full
otential.

ONCLUSIONS
ver the years, the Guide has helped medical schools

cross the country in their efforts to strengthen the
nternal medicine curriculum in their clerkships.6

oreover, it has served to unite clerkship directors in a
iscussion of learning objectives and a common sense
f purpose. It has helped inform the discussion of
ssessment and examination strategy, facilitated efforts
t curricular reform, and initiated a more critical
rogrammatic appraisal at the level of many individ-
al clerkships. As the needs of the learners and the
ducational environment change, it is important that
he tools we have be adaptable. It is our hope that the
ost recent version of the Guide will serve to

trengthen the foundation that previous versions have
reated while accommodating an ever-evolving med-
cal education climate.
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