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Background: The majority of US medical schools now have pre-
clerkship clinical skills (PCCS) courses. Course directors for these
often logistically complicated courses may be in different medi-
cal specialties and, historically, have had few formal opportunities
for communication and collaboration with their counterparts at
other institutions. As such, we hypothesized that leaders of PCCS
courses would benefit from a national network. Summary: In this
paper, we outline the methodology used to form a national collabo-
rative from grass roots interest. Over three years, a self-identified
eleven-person task force with national representation has created
an organization for PCCS course directors from US medical schools
called Directors Of Clinical Skills courses (DOCS) that meets an-
nually. Conclusions: Through iterative presentations at regional
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and national medical education meetings, we have produced an in-
ventory of educational issues for those developing, administering,
and evaluating PCCS courses. Further development of this nascent
organization is ongoing. Our process is generalizable.

BACKGROUND
Historically, the traditional delineation of medical school

curriculum into strict, two-year “basic science” and “clinical”
blocks did not offer students adequate preparation for their third-
year clinical clerkships.1–3 Beginning in the 1990s, leaders in
medical education suggested that clinical skills should be intro-
duced earlier in medical school training with more consistent,
formal instruction.4–6 As such, several courses designed to in-
troduce clinical skills to medical students in their first two years
were developed, implemented, and evaluated, many through
the Robert Wood Johnson Generalist Physician Initiative.7–8 By
2010, the vast majority of US medical schools had incorporated
pre-clerkship clinical skills (PCCS) courses into the standard,
required curriculum.9 Many of these pre-clerkship courses are
logistically complex. For example, a recent study found that, at
large institutions, these courses can involve as many as 1,800
community faculty members.10

Currently, individual PCCS courses have a variety of names
such as Introduction to Clinical Medicine, Doctoring, or The
Practice of Medicine. In their most basic form, these courses
introduce students to fundamental clinical skills such as medi-
cal interviewing, physical examination, oral presentations, and
written documentation in a supervised environment. Some insti-
tutions incorporate other elements of clinical practice into their
PCCS courses such as, but certainly not limited to, approaches
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to vulnerable patient populations, cultural competency, profes-
sionalism, clinical reasoning, and ethics.11–14

Although most schools now have at least one PCCS course
in Years 1 and 2, an initial literature review confirmed that these
courses vary tremendously—not just in name but in content,
scope, and structure. Although educators are now publishing
new ideas and pilot projects in the literature,15–18 few details are
known at the regional or national level about how these courses
are organized, taught, staffed, and funded.

PCCS course leaders hail from a wide variety of different
medical specialties including but not limited to internal
medicine, family medicine, pediatrics, psychiatry, and emer-
gency medicine. Historically, they have had few formal
opportunities for communication and collaboration with their
counterparts at other institutions. An initial investigation of
existing resources revealed that the Association of American
Medical Colleges (AAMC) had an “Introduction to Clinical
Medicine Special Interest Group” (known as the ICM SIG)
that generated some significant interest in forming a national
collaborative (http://www.hawaii.edu/icmsig/index.html).19

The original ICM SIG met once or twice in the early 2000s
(verbal report to MM) but follow up that was intended to occur
regionally never happened and so momentum waned.

Currently, many schools are undergoing substantial curric-
ular reform by further integrating clinical and basic science
courses in the first two years of medical school, thus underscor-
ing the persistent if not increasing need for a national organi-
zation of PCCS course leaders.20–21 As such, we hypothesized
that course directors and administrators who might currently
lack natural avenues for networking outside of their own school
would benefit from a national medical education network for
communication and collaboration. In this paper, we describe the
methodology used to form a national collaborative called Direc-
tors Of Clinical Skills courses (DOCS) from grass roots interest.

SUMMARY
Since the dissolution of the original ICM SIG, many aca-

demic leaders perceived the need for a renewal of formal com-
munication among PCCS course leaders. Discussions at regional
and national meetings such as the Northeast Group on Educa-
tional Affairs (NE GEA) and Clerkship Directors of Internal
Medicine (CDIM), respectively, focused on how best to 1) for-
mally assess these courses collectively and 2) create an arena
where medical educators could easily locate each other, share
ideas, and discuss common challenges and potential solutions.
However, this resurgence did not gain momentum until the sum-
mer of 2009 when a faculty member (JT) and medical student
(NH) at Alpert Medical School of Brown University began to
generate a comprehensive database of courses, course leaders,
and administrators by systematically contacting each US med-
ical school. Independently but simultaneously, a different fac-
ulty member at the George Washington University School of
Medicine (MM) and his CDIM colleagues were planning a sur-
vey of PCCS course leaders and curricular deans. In early 2010,
these efforts fortuitously came together via an introduction at a

regional AAMC meeting. To date, the result of these combined
efforts has been the creation of a national database of course
leaders, administration of a national survey in the fall of 2010, a
coordinated series of regional medical education presentations,
and the first national meeting of a new organization of PCCS
course leaders in the fall of 2011 at the AAMC annual meeting
in Denver, CO.

Over the course of the 2009–10 academic year, as an in-
dependent, uncommissioned project at Brown University, we
compiled a comprehensive contact list of PCCS course lead-
ers and administrators at 158 US medical schools. Although
the AAMC’s Curriculum Management and Information Tool
(CurrMIT) housed some of these contacts, the most up-to-date
information was found by systematically perusing individual
school websites to find curriculum committee chairs and/or
clinical education course leaders. Through this process, one
author (NH) determined a specific contact person for all but six
of the schools. During the summer of 2009, she systematically
contacted individual course leaders and administrators at 152
of the 158 medical schools (96%) via personalized email com-
munications and phone calls to gauge potential interest level in
a national organization. By the fall of 2009, we had a national
database of PCCS course directors and administrators. This re-
source has since been used for several educational research
projects, including the survey described in this manuscript.

During the database development, course leaders and/or ad-
ministrators responded from 68 of the 152 schools that were
contacted (45%). Via email or phone, we confirmed that the
vast majority of US medical schools had or were planning PCCS
courses. These curricula ran the gamut in terms of stage of de-
velopment and scope. Some schools had only begun to introduce
clinical skills during the initial medical school years; others had
large, fully developed programs over two, three, or four years.
Some schools have independent centers for learning physical
exam and interviewing skills, while others incorporate clinical
curricula into holistic programs involving ethics, public health,
politics, and law. All but one of the representatives who re-
sponded (67/68) expressed interest in participating in a national
organization both to share and/or compare curriculum materi-
als and to connect with fellow educators and organizers about
common challenges and solutions.

Then in October of 2010, a survey was sent out from the
George Washington University School of Medicine to the clin-
ical skills course directors in the database. As a result, several
course directors personally contacted one author (MM) who then
organized a meeting for any interested clinical skills course di-
rectors who would be attending the 2010 AAMC conference in
Washington, DC to discuss the preliminary survey results and
plan the initial steps in creating a national organization. At that
meeting, a group of nine faculty with national representation met
and formed a task force. At that time, there was already a large
enough response to the written survey to determine that 1) clini-
cal skills course directors had a strong desire to meet and form a
national organization and 2) AAMC meetings would be the pre-
ferred venue. Thus, the new task force targeted the 2011 AAMC
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conference for the first meeting. In the following months, two
other members joined the group. The task force then held a
series of conference calls in 2011 to plan the half-day event.

In the interim, this group also collaborated on a deliberately
coordinated series of workshops at regional and national medi-
cal education conferences. For example, at the Northeast Group
on Educational Affairs (NEGEA) conference in Washington,
DC in March of 2011, medical student, faculty, and education
dean workshop participants identified and discussed common
challenges faced by PCCS course directors and grouped them
into four themes: curriculum, student, faculty, and administra-
tion. Regarding the possibility of a national meeting, partici-
pants suggested that we should agree upon one name by which
to collectively refer to PCCS courses as a way to begin estab-
lishing a common lexicon around these widely implemented
but poorly cataloged curricula. They also advised that meet-
ings should ground the discussion historically and academically
by reviewing the literature and showcasing specific curricular
innovations.

As another example, at the Western GEA (WGEA) confer-
ence in Palo Alto, CA in May of 2011 (co-chaired by author
PB), a similar group of workshop participants built on this pro-
cess. The cumulative result of these two regional workshops that
were organized and facilitated by task force members is a sam-
ple inventory of key PCCS course issues (Table 1). This simple
document presents a comprehensive description of issues faced
by course leaders.

After these regional meetings, the task force conducted the
first national meeting of PCCS course directors at the AAMC
Annual Meeting in November of 2011 in Denver, CO. The
event drew more than 100 attendees from institutions with na-
tional representation. One author (MM) led the effort to de-
sign a website for attendees to register (www.doctoringcourse
directors.com). The half-day event was organized into several
different sections including a plenary which provided a review
of the literature on PCCS courses, presentation of the national
survey results (detailed in a separate manuscript), and small
group sessions to further refine issues in the four key categories

TABLE 1
Inventory for course leaders and administrators developed iteratively by medical students, physician faculty, and education deans

over two years at regional and national conferences

1. Curriculum content and design
Optimal amount of curricular time for teaching pre-clerkship clinical skills
Scheduling (i.e. half-day per week versus short intensive block)
Development, implementation, and evaluation of developmentally appropriate course materials
Incorporation of clinical skills beyond interviewing and physical diagnosis, including but not limited to clinical

reasoning, cultural competence, inter-professional learning, patient safety and ethics, information literacy, nutrition,
policy, epidemiology, electronic medical records

Gold standards for a medical interview, physical exam, oral and written case presentations as well as innovative and best
practices for teaching them

Methods for teaching oral and written case presentation skills as well as more subjective clinical skills such as empathy
and professionalism

Incorporation and evaluation of newer technologies such as audience response systems, simulation, and ultrasound
Appropriate use of both real patients and standardized patients
Use of ambulatory clinical experiences

2. Student assessment and outcome evaluation
Roles and methods of formative and summative evaluation (OSCEs, multiple choice exams, videos, reflective writings)
Identification of struggling students, thresholds for progression into clinical years, and effective methods for remediation
Accepted level of competency for new 3rd-year clinical clerkship students

3. Faculty participation and development
Use of community faculty, academic faculty in different specialties, student teachers (“peer teachers”), and standardized

patients to teach clinical skills
Among physicians, utilization of specialist vs. generalist faculty and their clinical practices
Among non-physicians, use of allied health professionals as instructors and preceptors

Best methods for recruiting, retaining, and rewarding faculty
Faculty development and evaluation
Addressing the issue of multiple competing teaching demands on clinical faculty

4. Administrative logistics and support
Administrative, faculty, and financial support
Interface and integration with basic science courses
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delineated in Table 1. Task force members in attendance facil-
itated a discussion of the immediate needs of the group and
attempted to organize the group with some structure (name,
mission statement, officers).

This group discussion at the first national meeting was then
followed by an email to attendees so they could vote on potential
names for the organization. Based on the results of the voting
process that were summarized and presented at a monthly con-
ference call, the task force formally named the organization the
Directors of Clinical Skills courses (DOCS) and next drafted a
mission statement. Currently, the purpose of DOCS is to build a
cohesive and productive national consortium of educators who
direct clinical skills courses for medical students. DOCS aims
to promote scholarship, establish best practices, and encourage
the exchange of ideas across the continuum of clinical skills ed-
ucation. Additional information about DOCS can be accessed
through the AAMC HELIX website.

CONCLUSIONS
Clearly there is great interest in a sustainable, national collab-

orative of pre-clinical course leaders. As a result of this iterative
network development, the current task force of eleven course
leaders from ten medical schools across the country continues
to meet monthly by phone.

The group has committed to regular meetings, workshop pre-
sentations, and collaborations at regional and national AAMC
meetings. Specifically, the task force’s current projects include
1) creating an executive structure and election process for the
governance of the DOCS, 2) further defining the membership of
DOCS, 3) designing collaborative presentations at regional med-
ical education conferences, 4) writing academic manuscripts,
and 5) planning the second national meeting in conjunction
with the AAMC Annual Meeting in November of 2012. The
second national DOCS meeting will include a keynote speaker,
networking opportunities, and a series of five workshops on
topics recommended by 2011 meeting participants. Task force
members will lead each of these sessions.

Ultimately, the goal of DOCS is to bring together PCCS
course directors and faculty involved in clinical skills courses
for the purposes of communication, collaboration, and scholar-
ship. In the future, in addition to regular meetings at medical
education conferences, a robust national network may develop
independent conferences, a listserv, and/or a web-based home
on the AAMC website. In the interim, DOCS’ task force has
already achieved one of its fundamental goals: to bring PCCS
course leaders together for collaboration nationally. We feel that
the novel process of developing a national collaboration from
grass roots efforts that we have described is relevant to other
medical educators who are interested in forming similar net-
works across medical specialties and disciplines.
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