Integrating EM Into All for Years of the Medical School Curriculum

Background: By the time they graduate, every medical student should have received education in the
evaluation and management of the acutely ill or injured patient. A basic knowledge of emergency care
and the ability to care for a patient with an emergent medical condition is a charge set forth by the
Josiah Macy Foundation and the LCME, is a requirement for graduation to independent practice, and is a
societal expectation of a physician. Additionally, students need exposure and experience with a
specialty to be able to make an informed choice regarding their career paths. Yet, in many institutions,
true EM exposure in the form of the EM clerkship doesn't occur until the fourth year of medical school.
By then, many students have already decided on a specialty and there is precious little time to develop
the knowledge and skills necessary to have basic emergency care competency.

Many opportunities exist for EM faculty to become involved throughout the medical school curriculum.
These are listed below and we will highlight some of the most impactful. Most medical schools have a
physician development course in the first two years of training and many schools also have a Learning
Communities (LC) program. We believe that LC’s are high —impact opportunities for involvement of EM
faculty. A LC program is an intentionally created group of students and/or faculty designed to enhance
and maximize student learning, interaction, and the medical school experience. Typical objectives
include providing academic support, enhancing or creating social support networks, and delivering
curriculum with members actively engaged in learning from each other. In the 1930’s, the LC concept
began in undergraduate curriculum as a means to split a large school into smaller units. Medical school
LC’s appeared in the 1970’s-80’s and are now a part of the curriculum in more than half of US medical
schools. And although a variety of methodologies are utilized for their implementation, the most
common purposes include personal and professional development, interpersonal/professional
communication and collaboration, career planning and mentoring, and the establishment of academic
and social support networks. Many schools also integrate their LC with the patient-doctor or medical
interviewing/physical exam course.

Emergency physicians have many strengths that make them ideally suited to serving as a faculty mentor
foraLC:

Expertise in the evaluation of the undifferentiated patient
Skill in efficient and high yield information gathering and decision-making
The ability to care for any patient
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Understanding of the benefits and drawbacks of the many specialties with which they interact
on a daily basis (which prepares them well to assist in the initial career advising of any medical
student/advisee).

Additionally, we would very much like to recruit the best and brightest to our specialty early in their
careers. Factors known to be influential in career choice for medical students include lifestyle, gender,
mentors, student characteristics and specialty specific characteristics. It is unknown whether
longitudinal exposure to faculty influences career choice.



So, how do EM medical student educators integrate themselves into, and become indispensible for, all

four years of the medical school curriculum? How do we gain early exposure to undifferentiated

medical students? Which opportunities are most impactful? Does early exposure to EM attendings

matter? This session will explain!

Objectives:

After this session, participants will be able to:

Determine the limitations and benefits of extension into the curriculum

Discuss the function of an effective EMIG as it relates to medical student interest in EM

Discuss the use of Learning Communities, “How to be a Doctor” Courses, and other longitudinal
offerings as ways EM Faculty can get involved in and impact medical student education.

Opportunities to Engage Medical Students in EM:

Pre Clinical Years (Adapted from [1])

ouVewWNE

Orientation

Didactic lectures

Case based Instruction / Problem Based Learning

Radiology

Electrocardiogram course

Basic Life Support / Advanced Cardiac Life Support — Could also be longitudinal (at Uof AZ
students take the course and them become instructors for community chest compression only
classes...

Physical diagnosis/How to be a doctor course (Clinical Assessment and Problem Solving)
Clinical case correlations for any basic science course (e.g., Anatomy, physiology, pharmacology)
High-fidelity simulation

. Ultrasound training (e.g., Basics, clinical applications, anatomy correlations)
. Procedural workshops (Skills labs for suturing, airway management)

. Observational shifts/Shadowing

. School physicals

. Community service

. Free clinics

. Medical school service

. Committees

. Social Events

. Intersessions Block

Clinical Years:

PN E

Third year rotation / elective

Fourth year rotation (preferably mandatory)

Acting Internship

Electives: Toxicology, EMS, Wilderness Medicine, PEDS-EM, Global Health...



Longitudinal Experiences:
Learning Communities

Clubs and organizations (EMIGs)
Ultrasound

High-fidelity simulation
Research

Administration / dean’s office
Advising and mentoring [2]

Honors Longitudinal Electives [3]
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