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ABSTRACT

Purpose. To determine how often students report that
they are observed while performing physical examinations
and taking histories during clerkship rotations.
Method. From 1999–2001, 397 students at the Univer-
sity of Virginia School of Medicine were asked at the end
of their third year to report the number of times they had
been observed by a resident or faculty member while
taking histories and performing physical examinations on
six rotations.
Results. Three hundred and forty-five students (87%)
returned the survey instrument; of these, 322 (81%)
returned instruments with complete information. On av-
erage, the majority reported that they had never been
observed by a faculty member while taking a history
(51%), performing a focused physical examination (54%),
or a complete physical examination (81%). The majority
(60%) reported that they had never been observed by a

resident while performing a complete physical examina-
tion. Faculty observations occurred most frequently during
the four-week family medicine rotation and least fre-
quently during the 12-week surgery rotation. The length
of the clerkship rotation was inversely related to the
number of reported observations, �2 (5, n � 295) �
127.85, p � .000.
Conclusions. Although alternative assessments of clin-
ical skills are becoming more common in medical educa-
tion, faculty ratings based on direct observation are still
prominent. The data in this study reflect that these
observations may actually be occurring quite infrequently,
if at all. Decreasing the evaluative weight of faculty and
resident ratings during the clerkship rotation may be
necessary. Otherwise, efforts should be made to increase
the validity of these ratings.
Acad Med. 2004;79:276–280.

Direct observation of students by faculty
and residents during clerkship rotations
is vital to the instruction and valid as-
sessment of clinical skills. Studies have
shown that direct observation provides
an authentic patient-centered teaching

environment and improves history-tak-
ing and physical examination skills.1–3

In addition, these bedside observations
are inherent in many performance rat-
ings of students during clerkship rota-
tions and, therefore, play an important
role in the evaluation of clinical skills.
Medical educators consider direct obser-
vation to be an important method for
ensuring clinical competency. This is
evidenced by the Liaison Committee on
Medical Education’s requirement that
faculty provide “. . . ongoing assessment
that assures students have acquired and
can demonstrate on direct observation
the core clinical skills, behaviors, and
attitudes that have been specified in the
school’s educational objectives.”4

Virtually all medical schools report
the use of performance ratings based on
direct observations of students for the
assessment of clinical skills.5 Despite
their wide use, the validity and reliabil-
ity of these ratings have been chal-
lenged.6,7 One problem with perfor-
mance ratings may relate to the low
incidence of direct observations by fac-
ulty. A recent survey by the National
Board of Medical Examiners (NBME)8

reported that students were observed
more often by a resident than by a
faculty member and approximately 20%
of students indicated that they had been
observed by faculty zero to two times
while performing a history or physical
examination. Another survey of gradu-
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ates by the Association of American
Medical Colleges (AAMC)9 reported
even lower rates of observation. Specif-
ically, they found that 27% of students
reported that they had never been eval-
uated by a faculty member while taking
a complete history and performing a
complete physical examination. This
survey also found that these reports var-
ied greatly, depending on the graduate’s
medical school, and ranged from zero to
77%. Twenty-one schools had reports of
“no observation” by 10% or fewer stu-
dents and 20 schools had reports by 40%
or more students.

The NBME survey did not clarify
how many students had never been ob-
served or when during the clinical cur-
riculum the observations were occur-
ring. The AAMC survey focused on
whether students had ever had their
clinical skills evaluated by faculty obser-
vation; it also did not delineate the
number of observations or when they
occurred. Additionally, students were
not asked to report whether they had
been observed by a resident. Neither
survey differentiated between complete
(head-to-toe) and focused (one-system)
physical examinations. We undertook
our descriptive study to investigate stu-
dent estimates of the number of direct

observations that occurred during clerk-
ship rotations, type of skill observed,
when these observations occurred, and
who conducted them.

METHOD

To determine how often third-year stu-
dents at the University of Virginia
School of Medicine estimated they were
observed during the clerkship rotations,
from 1999–2001 we administered a sur-
vey instrument to 397 students at the
end of their sixth rotation. Because of
the difficulty of gaining access to all
students during their third year, the sur-
vey instrument was administered at the
end of the academic year when the
entire class was required to attend a
comprehensive performance assessment.
Before conducting our study, we sought
approval from the university’s Institu-
tional Review Board.

We asked students to estimate, for
each of the six rotations, the number of
times they had been observed by a res-
ident or faculty member while taking a
history, conducting a focused physical
examination, and performing a com-
plete physical examination. Each of
these three clinical skills were presented

in separate grids that included the follow-
ing possible responses: “0,” “1–3,” “4–6,”
“7–9,” “10–12,” and “13�” times ob-
served. The clerkship rotations varied in
length: internal medicine and surgery
lasted 12 weeks, pediatrics eight weeks,
obstetrics–gynecology (Ob/Gyn) and psy-
chiatry six weeks each; and family medi-
cine four weeks. Survey completion was
optional and anonymous.

RESULTS

Three hundred and forty-five students
(87%) returned the survey instrument;
of these, 322 (81%) returned instru-
ments with complete information. The
percentages of students reporting that
they had been observed by a resident
and faculty member 0, 1–3, 4–6, 7–9,
10–12, or 13� times while performing
each of the three clinical skills for com-
bined rotations are presented in Table
1. On average, the majority of students
reported having never been observed by
a faculty member while they inter-
viewed a patient (51%) or conducted a
focused (54%) or a complete (81%)
physical examination. Students re-
ported that they had been observed
more frequently by a resident while per-
forming each of the three skills; however,
on average 60% of students reported that
they had never been observed by a resi-
dent while they conducted a complete
physical examination.

The percentages of students reporting
that they had never been observed by a
faculty member for each rotation and
each clinical skill are shown in Table 2.
Although history-taking was the skill
most often observed by a faculty mem-
ber, overall the majority of students re-
ported that they had never been ob-
served taking a patient’s history during
the internal medicine (59%), surgery
(74%), and ob–gyn (68%) rotations.
Despite the shorter rotation length, psy-
chiatry (27%) and family medicine
(26%) clerkships had relatively fewer
students reporting that they had never

Table 1

Percentages � 95% Confidence Intervals of 322 Third-Year Medical Students in Combined Rotations
Who Reported That They Had Been Observed by a Resident or Faculty Member While Performing
Three Clinical Skills, University of Virginia School of Medicine, 1999–2001

Clinical Skill Observer

Number of Times Student Was Observed

Never 1–3 4–6 7–9 10–12 13�

History-taking Resident 18 � 4 24 � 5 20 � 4 12 � 4 9 � 3 17 � 4
Faculty 51 � 5 26 � 5 7 � 3 4 � 2 3 � 2 9 � 3

Focused physical
examination Resident 24 � 5 23 � 5 18 � 4 12 � 4 8 � 3 15 � 4

Faculty 54 � 5 24 � 5 10 � 3 4 � 2 3 � 2 5 � 2

Complete physical
examination Resident 60 � 5 18 � 4 10 � 3 4 � 2 3 � 2 5 � 2

Faculty 81 � 4 13 � 4 2 � 2 1 � 1 � 1 � .8 1 � 1
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been observed by a faculty member
while taking histories. The majority of
students reported that they had never
been observed by a faculty member
while performing a focused physical ex-
amination on the internal medicine
(51%), surgery (71%), psychiatry
(71%), and ob–gyn (61%) rotations.

Family medicine (25%) and pediatrics
(47%) had relatively fewer students re-
porting that they had never been ob-
served by a faculty member while per-
forming a focused physical examination.
The data reflect that faculty observed stu-
dents conducting a complete physical ex-
amination fewer times than they observed

the other two skills. This finding was con-
sistent across all rotations and ranged
from 70% on the family medicine rotation
to 91% on the surgery rotation.

Figure 1 displays the overall percent-
age of students who reported having
been observed, 1–6, 7–12, and 13�
times by a faculty member for each ro-
tation and each skill. The skill and ro-
tation that had the largest percentage of
students who reported having been ob-
served “13� times” was history-taking
during psychiatry (31%). With the ex-
ception of the family medicine rotation,
fewer than 5% of students reported hav-
ing been observed “13� times” during
their rotations for each skill component.
Overall, students reported having been
observed by a faculty member least fre-
quently during the 12-week surgery and
six-week Ob/Gyn rotations. We calcu-
lated a chi-square goodness-of-fit test
comparing the frequency of reported ob-
servation with the length of the rota-
tion. A highly significant deviation
from the expected values was found, �2

(5, n � 295) � 127.85, p � .000. In
other words, the number of reported
observations did not increase as the stu-
dents spent more days on the rotation.

DISCUSSION

The descriptive data in our study rein-
force and further delineate the findings
from previous studies. Previous research
did not differentiate what skills were
being observed, when the observation
was occurring, or who was conducting
the observation. According to our find-
ings, on average 81% of students
reported never having been observed by
a faculty member while performing a
complete physical examination during a
required clinical rotation. Although ob-
servations by residents appear to have
occurred more frequently, on average
60% of students reported never having
been observed by a resident while per-
forming a complete physical examina-
tion. With the exception of family med-

Table 2

Percentages of 322 Third-Year Medical Students in Six Rotations Who Reported Never Having Been
Observed by a Faculty Member While Performing Three Clinical Skills, University of Virginia School
of Medicine, 1999–2001

Rotation

Clinical Skill

History-Taking Focused Physical Examination Complete Physical Examination

Internal medicine 59% 51% 74%
Surgery 74% 71% 91%
Pediatrics 49% 47% 77%
Psychiatry 27% 71% 87%
Family medicine 26% 25% 70%
Obstetrics–gynecology 68% 61% 88%

Figure 1. Overall percentages of 322 third-year medical students in internal medicine, surgery, pediatrics, psychia-
try, family medicine, and obstetrics– gynecology rotations who reported having been observed 1– 6 times, 7–12
times, or 13 or more times by a faculty member while taking a history and performing a focused physical examina-
tion or a complete physical examination. University of Virginia School of Medicine, 1999 –2001.
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icine and psychiatry, we found no great
disparities across clerkship rotations.
Students estimated that they were ob-
served taking a patient’s history more
frequently on the psychiatry rotation
than they were on any other. This find-
ing is consistent with the expectations
of the psychiatry clerkship. Specifically,
during the course of the study, psychia-
try was the only rotation during the
third year that required faculty to con-
duct formal and structured observations
of their students’ interviewing skills.

The length of the rotation did not
relate to the number of observations. In
other words, the longer rotations (12
weeks) were not associated with a larger
number of estimated observations. Sur-
prisingly, the surgery rotation, one of
the longest clerkships at 12 weeks, re-
ceived the largest percentage of students
reporting that no observations had oc-
curred. Conversely, the family medicine
rotation was the shortest (four weeks)
and received the smallest percentage of
students who reported that they had not
been observed by faculty or residents.
We do not understand the reasons for
this discrepancy. However, we speculate
that the family medicine faculty, who
predominantly practice in an outpatient
setting, may have more time to observe
their students than do those faculty who
practice in inpatient settings. Addi-
tional research is needed to further in-
vestigate this disparity.

Our study had several limitations.
First, students completed the survey in-
strument at the end of the sixth rota-
tion. They may have had difficulty re-
calling the number of times they were
observed during rotations they com-
pleted at the beginning of the third
year, approximately 12 months earlier.
However, the rotation schedule is as-
signed equally and randomly among all
students. This inherent randomization
of the clerkship rotation schedule
should greatly reduce any possible re-
cency effect. Second, our study did not
include data regarding the required neu-
rology clerkship, which is scheduled

throughout the fourth year of the cur-
riculum and would have occurred after
we administered the survey instrument.
We felt that waiting until the end of the
fourth year to include the neurology
rotation might make it even more diffi-
cult for the students to recall the obser-
vations. Finally, response bias is always
a consideration when conducting a sur-
vey. Although we had a high response
rate (87%), the anonymous data did not
allow us to analyze the 13% of students
who chose not to respond, nor did it
allow us to follow-up on the approxi-
mately 6% of respondents who returned
incomplete survey instruments.

Although the benefits of direct obser-
vation and bedside teaching of medical
students have been long understood,
these encounters have become increas-
ingly infeasible. As early as 1964,
Reischman and colleagues3 observed
that bedside teaching was declining on
hospital rounds. Soon after, Morgan2

postulated four reasons for the apparent
change: faculty subspecialization lend-
ing to insecurities with teaching gener-
alist skills, third-party funding require-
ments, increasingly complex patient
challenges, and technological advances.
Unfortunately, these barriers are even
more pronounced today. The current
acute and managed care environment
has left faculty, preceptors, and house-
staff with higher productivity standards,
increasing administrative demands, in-
creasing expectations for direct patient
contact and documentation by faculty,
and subsequently, less time for direct
observation of students.10

Several authors have suggested meth-
ods to increase the time faculty spend
directly observing students, but none
have empirically documented the out-
comes of these methods.11,12 One study
found that “structured clinical observa-
tions” that were limited to five minutes,
focused on components of the clinical
process, and included a limited number
of feedback points, were qualitatively
effective for teaching clinical skills.11

Since the completion of our study, a

similar method, referred to as the “Clin-
ical Skills Passport Program,” has been
initiated at the University of Virginia
for each of the required clinical clerk-
ships. One of the goals of this new
program is to encourage direct observa-
tion of specific clinical skills by faculty
and residents. It is hoped that some of
the problems identified by our study will
be obviated by this initiative. Future
research is planned to investigate the
educational impact of this program,
namely whether direct observations by
faculty and residents have increased.

Given the current and related reports
that students are rarely observed during
the clinical rotations, the increasing de-
mands on faculty and residents, and the
changing face of medical education,
consideration should be given to alter-
nate forms of assessment to replace or
augment ratings based on direct obser-
vation. Alternatively, efforts should be
made to increase the occurrence and
validity of direct observations. These
efforts to produce more valid assess-
ments and better instruction will ulti-
mately better equip medical students
with the clinical skills required for resi-
dency training.
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Teaching and Learning Moments

ON THE FLOOR

Prior to becoming a clinician in pediatric palliative care, I worked as a neonatal intensive care nurse. One of my
responsibilities was to answer code calls throughout the hospital. One night I responded to what turned out to be an
unsuccessful attempt to resuscitate an adolescent girl.

When the child had been pronounced, the physician in charge came out of the room to where some of us were
finishing paperwork. He then addressed the mother of the deceased child, who had been escorted to the area by
security and a floor nurse, and informed her of her child’s death. Immediately the mother fell to the floor, screaming
and wailing that this could not be true, and that all she wanted was for her baby to live. I felt the mother was talking
straight to me with an imploring glance and reaching hand, as if to say this is too much, I need someone with me.
At the time I felt as if I ought to get down on the floor with her, but did not, being very aware of the others around
me. I felt afraid of looking foolish in front of my peers and perhaps ashamed of being a part of the group that failed
her child.

Today I would get down on the floor with this grieving mother in a minute, but I can’t go back. The experience,
however, inspires me now that I have the opportunity to teach medical students about giving bad news. As part of
a role-play exercise, I put myself in her experience, falling to the floor, wailing, moaning, and writhing in response
to their rehearsed bad news delivery, imploring the stunned students to demonstrate empathy. They usually giggle and
snicker a bit, amused by my rotund form rolling about, but as the minutes go on, the room becomes quiet. When the
exercise goes well, the “doctor” player comes to my level and touches my leg or shoulder and enters into my anguish
with me. As caregivers we must see beyond ourselves and truly be with the families. We should lead with our hearts
because no one should have to be alone dealing with the loss of a loved one–even on the floor.
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