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OBJECTIVES
1. To develop a multi-disciplinary case-based series for medical students in the 

integrated Neurology and Medicine Clerkship.
2. To conduct and evaluate a pilot session with current students in both 

Neurology and Medicine clerkships.

BACKGROUND
The Yale School of Medicine has developed a new curriculum that is set to 
launch in the summer of 2015. The overarching goals of this curriculum include: 
health promotion and disease awareness, mechanisms and treatment of 
disease, clinical reasoning, patient care, professionalism and communication, 
responsibility to society, creating and dissemination of knowledge, and 
physician as scientist. One of the guiding principles of the new curriculum is 
integration. With an emphasis on multidisciplinary medicine, the clerkships will 
be divided into four major blocks, each of which will combine medical 
specialties. Neurology and Medicine will be combined in the clerkship entitled, 
“Medical Approach to the Patient.” We sought to develop an integrated case-
based series for students in the “Medical Approach to the Patient” clerkship, 
focusing on patients with chief complaints that commonly present to both 
neurologists and internists. The goal of the series is to promote clinical 
reasoning skills as students explore both medical and neurologic diagnoses, 
hone differential diagnoses, and carefully select diagnostic testing in a socially 
responsible fashion. 

METHODS
Part 1: DESIGN
An interdisciplinary group including medical students, residents, and faculty 
from the departments of Internal Medicine and Neurology met to select the “Top 
Ten” chief complaints for the case series. The group established learning 
objectives for the case series:

1. Establish a differential diagnosis, differentiating between etiologies that 
must be ruled out, and etiologies that are most likely. 

2. Prioritize appropriate diagnostic testing, recognizing the limitations of 
diagnostic test.

3. Additional objectives pertaining to the chief complaint.
We developed a standardized format for the cases, emphasizing clinical 
reasoning, differential diagnosis, and diagnostic testing.

Part 2: IMPLEMENTATION
We conducted a pilot with students on both the Neurology and Internal 
Medicine clerkships, entitled: “Acute Headache in the Emergency Department.”

Part 3: EVALUATION
An educator (1) conducted a focus group immediately following the session, 
and (2) provided feedback to the preceptor.

RESULTS
An interdisciplinary group developed an integrated, case-based curriculum for 
medical students in the “Medical Approach to the Patient” clerkship. 

A pilot curriculum was implemented with peer observation, followed by an 
evaluation session and feedback. 

Sixteen students voluntarily participated in a focus group; the preceptor was not 
present during the session. They were asked to provide feedback about the 
pedagogy, teaching, and integration of Neurology and Internal Medicine. Comments 
are captured below. 

Suggestions for the session included: 
- Hand out a sheet of paper with the case stem on it (HPI only). Include a template 

for differential diagnosis (both must rule out and most likely) and diagnostic 
testing. Students would then be able to take notes throughout the session.

- At the end of the session, revisit the differential diagnosis lists and diagnostic 
testing prioritization and provide an “expert opinion”: a perspective on how an 
expert in the field would approach the chief complaint.
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FUTURE DIRECTIONS
We plan to use the results of this study to continue to work on the design 
and evaluation of the case-based curriculum for the integrated Neurology 
and Medicine Clerkship. 

We will conduct another pilot study using the feedback that we received. 
Specifically, we plan to provide students with a paper template so that 
they can takes notes throughout the session, and a final summary sheet 
at the close of the session with salient teaching points. Prior to the end of 
the session, we will provide feedback on their differential diagnosis and 
diagnostic tests, framed as “what would the expert do.”

After implnenting the curriculum in July 2015, we plan to prospectively 
collect feedback through both evaluations and focus groups. 

CONCLUSIONS
In this study, we were able to:

1. Develop a case-based, integrated, multidisciplinary curriculum, 
emphasizing clinical reasoning and student participation;

2. Pilot a session; and
3. Receive formal feedback on both the session and the preceptor 

through a focus group.

We determined that medical students on separate clerkships are able to 
learn together.

We learned several important things from our focus group: that the 
students felt as though they were taking a more active role in their 
education through the case-based session, rather than passive learning 
through lectures. The students enjoyed the break-out sessions; in 
addition, no one commented that they were disruptive or took up too 
much time, which was a concern of ours prior to the pilot. Overall, the 
pilot was extremely well received. Two key critiques were to provide more 
organization for the students, in the form of a template, and to provide an 
“expert opinion” at the close of the session. 

“It was excellent”

“I wish I had this 
now in my 

clerkship, we have 
too many lectures”

“I really liked the case based 
teaching”

“I loved the small groups”

“I really liked the 
lists of must-rule-

out and most-
likely”

“Preceptor kept 
us on time and 

organized”
“We were so 

involved”
“I really liked the prioritizing of tests in 

small groups”

A photo from the pilot session, capturing the group working through the differential 
diagnosis and diagnostic testing. Differential diagnosis was categorized as “Most 
Likely” versus “Must Rule Out.” Diagnostic testing was listed in the order in which 
the students wanted to perform the tests. Finally, results were provided and a final 
diagnosis was reached.

Student comments from the focus group immediately following the session.
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