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Patient-centered humanistic care 
sits at the core of modern fam-
ily medicine. Medical humanism 
has been described as fostering 
relationships with patients that are 
compassionate and empathetic and 
includes attitudes and behaviors 
that are sensitive to the values, 
autonomy, and cultural and ethnic 
backgrounds of others.1 It has been 
suggested that a hidden curriculum 
in medicine is responsible for a 
decline in empathy over the course 
of medical training.2-4,5 Education 
that promotes humanism may help 

to overcome the counter training of 
this hidden curriculum. 

A learning cycle of practice, 
feedback, and reflection can help 
medical students learn and incor-
porate important concepts into both 
their current and future practice.6-8 
Teaching methods used to promote 
the reflective process have usually 
included some degree of face-to-
face interaction with an instructor. 
These include journal writing, 
exercises in narrative medicine, 
and small-group discussion.7,9 Suc-
cessful translation of these methods 
to an online setting could provide 
a novel method for stimulating 
reflection in a distance education 
format.

We have a traditional third-
year required clerkship in family 
medicine, with an emphasis on 
ambulatory care and a reliance on 
office-based preceptors located 
throughout New England. Our 
online clerkship (OC) was devel-
oped to promote standardization 
of learning across multiple com-
munity-based learning sites. The 
development and components of 
our OC have been described.10,11 It 
introduced to the clerkship a focus 
on medical humanism using new 
educational strategies and tech-
nology, including asynchronous 
faculty-moderated online discus-
sions. The objectives of this com-
ponent of the OC were to improve 
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student competence in three related 
areas: cultural competence, empa-
thy (with a focus on understanding 
the impact of illness on patients), 
and assessing nonadherent patients 
nonjudgmentally. The curriculum 
was evaluated using a randomized 
design to determine the impact on 
students’ self-assessed competence 
in these three key areas. The OC is 
delivered on Blackboard’s Cour-
seInfo® software.

Methods
The OC design was guided by 

educational psychology principles, 
including concepts of adult learn-
ing and reflective and collaborative 
learning.12,13 This curriculum is 
unique in that it follows a deliberate 
sequence of educational activities 
to promote reflection and interac-
tion among students and faculty 
and requires learners to apply con-
cepts from the online course to real 
patient encounters.

This project used our HEAL 
(Heuristic for Electronic Asyn-
chronous Learning) approach8 
to e-learning instructional design. 
This method is based on theo-
ries that learning is facilitated by 
independent problem solving, 
investigation, and discovery, that 
collaboration between students 
fosters learning, and that the edu-
cational cycle of practice, feed-
back, and reflection are “integral 
to the interrelated domains of 
skills development and personal 
awareness”.14 HEAL brings these 
principles to online medical educa-
tion by integrating three learning 
activities: study of written material 
posted online to learn theory and 
concepts, application of concepts 
to real patients to develop skills, 
and an online reflective journal and 
discussion activity with faculty and 
peers. Faculty trained in moderat-
ing online groups facilitate these 
discussions. 

Week by Week Description
Week 1: Students post to the 

discussion board a description of 
their practice and learning style, 

and details about their clerkship 
placement site.

Week 2: Students read a case 
study describing management of 
nonadherent patients, including 
formulation of a differential diag-
nosis for nonadherence. Students 
then identify a real patient in their 
practice with adherence problems, 
discuss the issue with the patient, 
formulate a differential diagnosis, 
and post this (minus all patient 
identifiers) to the discussion board 
for review and commentary by 
other students and faculty. 

Week 3: Students review the 
Kleinman approach to promoting 
cultural competence.15 This method 
of improving culturally competent 
care emphasizes enhanced doctor-
patient communication via the use 
of specific questions posed to the 
patient designed to elucidate the 
meaning and impact of their ill-
ness. Students in the OC learn and 
use the Kleinman questions with a 
real patient and post their experi-
ence and reflections to the private 
discussion board. 

Week 4: Students read a narra-
tive case study on empathy16 and 
reflect on the reading and how it 
applies to the students’ experiences, 
followed by a posting addressing 
these issues.

Week 5: A narrative article on 
idealism is posted17 for student re-
view, reflection, and commentary 
online. 

Week 6: Students may post a de-
scription of a notable case they have 
seen or describe their experience 
during a required home visit. 

Evaluation
The evaluation data were gath-

ered from third-year medical stu-
dents participating in the eight 
6-week long blocks of the Boston 
University family medicine clerk-
ship. Students in even-numbered 
clerkship blocks were assigned 
to the online clerkship. Students 
in odd-numbered blocks partici-
pated only in our conventional 
face-to-face curriculum, which 
included small-group, case-based 

discussions, but it did not include 
a reflective writing activity or on-
line work.  Clerks in both groups 
completed surveys before and 
after the clerkship on self-assessed 
competence in the areas of focus. 
Competence was self-assessed us-
ing a 5-point Likert scale. Students 
were also asked to report their sat-
isfaction with the ease of use of the 
online clerkship, also via a 5-point 
scale. Curriculum and evaluation 
methods were approved by the 
university’s Institutional Review 
Board.

Results
The evaluation was completed 

by 159 (88.3%) clerkship students, 
with a similar response rate in both 
groups. Students reported spending 
an average of 4.3 hours weekly on 
all three activities in the online 
clerkship. 

  Students in the online group 
showed a greater increase, from 
before to after, in self-reported 
ability in each of the three cur-
ricular domains (Table 1). In each 
of the domains, online student self-
assessment increased about one 
step in the 5-point scale (from 3 to 
4) versus a 0.5 step increase (from 
3 to 3.5) for comparison students. 
Fifty-eight percent of students 
agreed that the online curriculum 
was easy to use, 24% were neutral, 
and 18% disagreed. 

Limitations
In this project, we measured self-

assessed competence (self-efficacy), 
not actual or observed performance 
of humanistic attributes of medical 
practice. Measurement of clinical 
performance was well beyond the 
scope of this project. Although 
there is controversy over the rela-
tionship between self-efficacy and 
actual performance, educators do 
recognize that self-efficacy is a 
contributor to performance com-
petence, irrespective of what the 
underlying skills might be.18 It has 
also been observed empirically that 
competent performance requires 
not only relevant knowledge and 
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skills but also a measure of per-
sonal efficacy to apply both effec-
tively.19 In a study that examined 
correlations between an attribute 
of humanistic practice (empathy), 
self-perceived ability was associ-
ated with actual ability.20  

Discussion
This curriculum and evaluation 

demonstrates that student confi-
dence in key clinical skills related 
to humanistic practice can be im-
proved with a carefully designed 
online curriculum that integrates 
didactics, opportunities for clinical 
practice, and a reflective writing 
activity. 

A student posting to the discus-
sion board demonstrated the ef-
fectiveness of this activity for one 
student when she wrote that the 
curriculum “ . . . really opened my 
eyes to the different ways people 
perceive illness, and it also showed 
me that I could not make any as-
sumptions or judgments based on 
my own notions.” Using widely 
available tools, we were able to cre-
ate a simple and interactive curricu-
lum on key elements of humanistic 
practice based on sound educational 
principles, including opportunities 
for practice and reflection.
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Table 1

Change in Self-reported Student Competence From Before to After the Clerkship

Change in Self-reported Competence*
 
  Control Group Intervention Group

Difference
in Gain (%)

Domain of humanistic practice
Decreased

n (%)
No Change

n (%)
Gained
n (%)

Decreased
n (%)

No Change
n (%)

Gained
n (%)

(Intervention
- Control)

Identifying factors contributing 
to patient  noncompliance 9 (8.8%) 43 (42.2%) 50 (49.0%) 5 (4.5%) 29 (25.9%) 78 (69.6%) 20.6%**

Integrating patient’s cultural  
beliefs about health into your 
care of that patient

11 (10.7%) 41 (39.8%) 51 (49.5%) 6 (5.4%) 25 (22.3%) 81 (72.3%) 22.8%**

Eliciting how a patient has 
been emotionally impacted by 
an illness

14 (13.5%) 42 (40.4%) 48 (46.2%) 8 (7.1%) 28 (25.0%) 76 (67.9%) 21.7%**

*   Self-reported competence measured by 5-point scale, from 1=complete novice to 5=expert
** P value <.01
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