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Abstract 

Purpose: This study aims at evaluating the medical faculty Interns' skills in ambulatory 

area both from their own perspectives and researchers’ observations, in order to diag-

nose the causes of the problems and to recommend the right solution. 

Method: In this study (2010), 4 researchers and 45 Interns of the Imam Reza Academic 

Medical Center (IRAMC), Tabriz- Iran measured the Interns' abilities in ambulatory 

care setting from 9 disciplines based on 1335 patients visited and using a well-structured 

questionnaire covered those abilities based on the MD2000 curriculum of the Brown 

University. Ambulatory teaching process in each clinic was described according to 

various items and based on researchers’ direct observations of 45 sessions. 

Results: forty six faculties visited 10293 patients during two-hour sessions in an ex-

tremely varied range -two to five times- per week for a period of five months (439 ses-

sions) in 9 visit rooms with about 160 square feet area. The teaching model in all clinics 
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was Grand Stand model, and some important reasons of the Interns' imperfect ambula-

tory education were distinguished: attending in a resident-centered venue just to observe 

those mostly follow-up, complex and referral cases; lack of engagement in the patients' 

visit process and not receiving any feedback. The level of the Interns' abilities was 

mostly low both from their points of view and researchers' observations.  Significant 

differences upon 4 items were found. 

Conclusions: We found "frenetic and chaotic pace “of patient visit in IRAMC as the key 

constraint on ambulatory teaching, and in order to augment the Interns' unsatisfactory 

skill level, several customized recommendations would be presented. 

 
Keywords: Ambulatory Education; Intern; Shortcoming; Clinical Skill. 

 

 

1. Introduction 

“The neighborhood of medical training 

is changing”(1), and the amount of the 

care provided to patients in various 

ambulatory settings has undoubtedly 

increased in the last decades.(2) About 

95% of the medical care is now deliv-

ered in busy ambulatory settings.(3) 

Despite lots of published guidelines to 

help ambulatory care teachers, few re-

searches show that they are being 

used.(4) 

On the one hand, there are growing 

concerns about the quality of clinical 

skills instruction at the U.S. medical 

schools(4), lack of time for direct in-

struction according to some observa-

tional studies of teaching and learning 

in the ambulatory setting, inadequate 

tendency to clinical activities, lack of 

consultation with attending physicians 

(attending physicians discussed about 

nearly 1out of  3 cases visited by the 

residents and medical students), lack of 

direct observation and feedback in 0– 

6% of cases discussed5. 

On the other hand, according to several 

reports the  ambulatory care education 

in Iran(5-9) has not got its required po-

sition and fair quota in medical stu-

dents’ training; so that there are lots of 

challenges in most Iranian medical sci-

ences universities, specifically in In-

terns’ education area. 

The findings of the researches have 

been limited to the urgent need for a 

precise educational planning to better 

meet the core objectives introduced by 

the health ministry. Although they 

unanimously insisted on the existing 

gap in medical students’ current clini-

cal skills and their future practice 

needs, none has unfortunately ad-

dressed the problem in details. 

“The relations between learners’ 

evaluation of the undifferentiated pa-

tient problems and their abilities to de-

velop clinical reasoning, judgment, or 

other abilities desirable for a physician 

are unknown; and  exploring such rela-

tions should remain as a research prior-

ity”.(10) 

Hence, the necessity of determining the 

Interns’ problems due to their clinical 

skills made us conduct this study to 

evaluate the medical faculty Interns' 

skills ambulatory education at the clin-

ics of the IRAMC both from their own 

perspectives and our direct observa-

tions; this helps us determine the 

causes of the problems and provide 

solution. 

We selected the clinics of IRAMC for 

our research, because it was the biggest 

Academic Medical Center in the north 

west of Iran, and about forty percent of 

the ambulatory training in Tabriz 

Medical Sciences University was per-

formed over there. 

2. Method 

 The study was conducted (2010) at the 

Imam Reza Academic Medical Center 

(IRAMC), Medical Sciences of Tabriz 

University - Iran. We accomplished 
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this study in two sections. Reviewing 

all skills should be acquired by a gen-

eral practitioner mentioned in previous 

studies(11-20), and considering the 

Interns’ desired skills in the pilot study 

(2009), we observed a profound con-

formity between the curriculum skills 

of the Brown University(18) under the 

title of MD2000, and those of intro-

duced by the Iranian health ministry. 

Thus, a new questionnaire was devel-

oped to evaluate clinical skills of the 

Interns of medical faculty n order to 

define the problems of their ambula-

tory education at the clinics of IRAMC 

both on their own perspectives and our 

direct observations. A nine-item ques-

tionnaire, with a five-point Likert 

scales ranging from very low (1) to 

very high (5) was used as pilot-test by 

10 members of the local experts of the 

medical education panel and the design 

improved based on their feedback. 9 

out of 45 presupposed observations of 

the study were conducted by the re-

searchers, and gave us an excellent Al-

pha Coefficient Agreement. The Re-

search Ethics Board of the Research 

and Technology deputy for the Medi-

cal Sciences of Tabriz University gave 

us formal ethical approval for involv-

ing Interns and having observations in 

the framework of this study, provided 

that we get the related departments’ 

formal consents. 

Section 1 involved 45 Interns from 9 

disciplines whom were allowed to par-

ticipate in the study in order to obtain 

their anonymous evaluations of how 

much ambulatory teaching helped them 

to possess the listed abilities from their 

view point. The disciplines included 

Surgery; Internal medicine consisted of 

Gastroenterology, Nephrology, Rheu-

matology, lung diseases and Endocri-

nology; Neurology; Ear, Nose, and 

Throat and Infectious diseases. 

In the second section of the study, one 

of the investigators (SGH) continued 

observations on the status of ambula-

tory teaching during 36 half-day work-

ing in clinics of IRAMC (36 sessions). 

We valued Interns' possessed abilities 

in each of those 9 disciplines; using a 

questionnaire containing similar items 

to those administered by themselves 

earlier. We also described ambulatory 

teaching process in each clinic by the: 

size of visit rooms, number of visits 

involved per Intern, number of visits 

recorded per faculty, number and level 

of learners, the ratio of trainees to the 

faculty, the type of patients visited 

(first time, follow up and complex re-

ferral case), learners’ participation 

status, condition of given feedbacks, 

ambulatory teaching model, and teach-

ing methods and strategies used by the 

faculty. 

Furthermore, we used the information 

of the center’s HIS (health information 

system) to have the number of patients 

seen per session from September 2010 

to February 2010. Thanks to the formal 

consents of department chairs, all 9 

people in charge of reception at clinics 

of IRAMC who were accustomed with 

this study’s objectives and all the ethi-

cal issues to consider, not only re-

corded the exact entrance and exit time 

of  in the faculty, but also entered the 

number of patients seen each session in 

the center’s HIS.  

Facilitating the data interpretation 

process, we additionally calculated the 

mean spent time (the faculty spent with 

students and patients) for each pa-

tient’s visit and a ratio of trainees to 

faculty. 

The data were excluded if they were 

not in accordance with the recorded 

information on HIS of the center (very 

few). Then they were analyzed using 

the SPSS software version 15.0(SPSS 

Science, Chicago, IL, USA). Descrip-

tive statistics method was used to char-

acterize the average score of the each 

ability based on both Interns’ perspec-

tive and our observations, and Mann-

Whitney U test was used to compare 
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mean rank between the two perspec-

tives. All tests were two-tailed (p= 

0.05) to determine statistical signifi-

cance. 

3. Results  

Forty six academic teachers along with 

the residents visited 10293 patients in 

9 clinics' visit rooms of  the IRAMC 

with about 160 square feet area, in 

two-hour sessions (from 10 A.M to 12 

M.D) in an extremely widespread 

range -two to five times- per week and 

for five months (439 two-hour ses-

sions). 

Figure 1 shows the mean number of 

patients seen per session and the mean 

time spent for every visit conducted in 

those 9 clinics. 

Every day, after holding morning re-

ports and doing working rounds in 

each department, one faculty with at 

least one resident and fellow and three 

to seven Interns attended in each room, 

and the patients were double booked 

even triple booked in some visit rooms, 

followed by a short time devoted to 

ambulatory teaching with a special fo-

cus on residents' needs. Interns were 

involved in a few visits (101 out of 

1335 observed visits, 7%).We did not 

notice any feedbacks be given to In-

terns. 

The ratio of trainees to faculty varied 

from 5:1 to 11:1 in different clinics, 

and the proportion of the follow-up 

patients was from 57 to 100 percent, 

and most of   the patients were com-

plex cases with earlier hospitalization 

records. There was no access to perti-

nent text books or journals and any 

other instructional aids such as web-

based resources to be referred when 

necessary. The teaching model in all 

clinics was Grand Stand model. 

The level of the Interns' possessed 

abilities was mostly low both from 

their points of view and researchers' 

observations, moderately exceptions 

were related to the third ability based 

on the researchers' observations and 

the first, fourth and seventh abilities 

according to the Interns' view points. 

Looking more closely at the results 

presented in the Table 1, it can be find 

out that there were considerable differ-

ences between the Interns and re-

searchers' findings with regard to 4 

items. The same is true based on the 

Mann-Whitney U test findings.   

4. Discussion  

Some researchers reported the number 

of patients visited by the fulltime fac-

ulty in university affiliated hospitals as 

insufficient to meet the medical stu-

dents’ needs.(2) However, we believe 

that the number of patients was ade-

quate to meet the objectives of each 

trainee in all disciplines. Moreover, in  

Interns' needs and their most probable 

future occupation problem (as Family 

physicians,  at least in the first two 

years after their graduation in Iran) , 

we may find "frenetic and chaotic 

pace"(21) of  patient visit in IRAMC as 

the key constraint on  ambulatory 

teaching , even by  a brief glance at 

some important shortcomings of the 

Interns' ambulatory education e.g. at-

tending in a resident-centered venue 

just  to observe mostly follow-up, 

complex and referral cases visited by 

the faculty in such small rooms, few 

involving in the process of patients' 

visit and not receiving any feedback. 

The same is confirmed in other re-

searchers’ findings which state those 

clinical faculties who do not effec-

tively observe students’ performances 

and do not provide feedback seem to 

be most responsible for lack of clinical 

skills training.(22) 

Hence, there are some suggestions to 

promote the Interns' unsatisfactory 

skills in ambulatory training: 

- to segregate this integrated out-

patient setting in IRAMC to both gen-

eral- multidisciplinary and specialty-

subspecialty clinics. 

- to alter the quota of using hospital 

clinics from the current 100 percentage 
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to a lesser degree and devote com-

pletely different proportions to both 

clinics of Academic Medical Centers 

and Community Settings for several 

important reasons; just the same as 

those reported in Carney PA et al. in 

their observational study on comparing 

ambulatory care education in Aca-

demic Medical Centers and Commu-

nity-based practices.(23) Unfortunately 

there is no idea about what the propor-

tion should be, and we have to seek for 

the experts' opinions or the findings of 

the future researches. 

- to pay attention to contribution of the 

community preceptors in ambulatory 

teaching sessions as well as in imple-

menting curricular programs provided 

by our busy fulltime medical faculty, 

considering the 13th report of the 

Council on Graduate Medical Educa-

tion (COGME)(24) and concentrating 

on the point that: community precep-

tors are applied in nearly 94% of medi-

cal schools the same as clinical teach-

ers around the world, especially in am-

bulatory settings(25); also  more than 

500 preceptors participated in about 

47% of U.S. medical schools Walling 

A.D. et al.(25) whereas we have not  

used any preceptors yet. 

- to think about a novel instructional 

plan for providing a well-defined  am-

bulatory educational rotation for un-

dergraduate medical students, com-

pletely different from the current one 

according to which Interns just attend 

in two-hour sessions,  merged into 

their clinical rotations to practice on in-

patients. In this way, no faculty could 

ignore the assessment of the Interns' 

abilities in ambulatory care setting. 

Additionally, Interns would have op-

portunity to be a productive member in 

clinical system that does not interfere 

with the clinic’s operations; also they 

would possess enough knowledge and 

skills to be more accustomed to the 

out-patient care.(16) 

- to consider key roles for clinical fac-

ulty in all stages of ambulatory care 

education, including  planning  for pre-

cise evaluation of the students' learning 

in clinics  according to the provided 

learning opportunities and experiences; 

and  their participation in formal train-

ing or clinical teaching(26), we rec-

ommend the medical program directors 

to provide opportunities to hold some  

Faculty development programs aiming 

at preparing the faculty to teach in am-

bulatory care settings;(26) for example 

to change their traditional teaching 

methods using other ambulatory teach-

ing models including: Tutor model; 

Shuttle model; Report-back model; 

Team- member model etc. 

- to motivate interns to have high qual-

ity portfolios, containing documents 

based on the important learning and 

teaching moments they experienced 

while attending out-patient visits. More 

helpful feedbacks could be provided in 

the closest proper time whether in out-

patient mornings(1) or any other 

scheduled Intern-based conferences, 

even when they attend in busy hospital 

clinics for better practices on some 

specific patients. 

Restrictions 

This study faced some restrictions 

which may have effects on the findings 

e.g. we did not weigh the items of the 

research questionnaire up in order of 

their diverse weight, so that our rec-

ommendations could not address those 

9 abilities respectively, regarding their 

priorities. 

It is the time to add SPICE (Harden 

educational strategies) to the under-

graduate medical education curriculum 

in all medical sciences universities of 

Iran; because having an education does 

not make Interns really educated. so, it 

would be easier to well supervise In-

terns, to organize their study and to 

guide them in the process of becoming 

a self-directed adult learners(27) who 

recognize their own learning needs, are 
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familiar with learning objectives, iden-

tify and use the present learning re-

sources, opt for proper learning strate-

gies and implement them. In addition it 

would evaluate learning outcomes(28) 

more efficiently. As a matter of fact, 

we found that ignoring the above men-

tioned suggestions is the reason for 

differences between the Interns and 

researchers perspectives about the level 

of the Interns’ possessed abilities. 
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TABLE 1. How Much Mbulatory Teaching Helped Interns to Possess the Predeter-

mined Abilities Both on Their Points of View, and Researchers’ Observations, 2010 

 

  Interns 
a
 Researcher 

b
 P. Value 

Effective communication 2.62 ± 0.61 2.27 ± 0.93 0.01 

Basic clinical skills 1.52 ± 0.62 2.33 ± 0.82 < 0.001 

Using basic science in practice of 

medicine 

1.78 ± 0.59 2.56 ± 1.01 < 0.001 

Diagnosis, management and pre-

vention 

2.51 ± 0.50 2.40 ± 0.78 0.43 

The social and community issues 

of healthcare 

1.80 ± 0.66 2.18 ± 0.86 0.03 

Self-awareness, self care and per-

sonal growth 

2.07 ± 0.53 2.31 ± 0.84 0.11 

Lifelong learning 2.60 ± 0.58 2.01 ± 1.04 0.005 

Moral reasoning and clinical eth-

ics 

2.33 ± 0.82 2.07 ± 0.91 0.12 

Problem solving 2.47 ± 0.75 2.18 ± 0.80 0.08 

 

Data( Mean ± SD) a from 45 Interns and b from 45  direct observation of  researchers 

based on 1335 visits in 9 disciplines- Imam Reza Academic Medical Center- Medical 

Faculty- Tabriz University of Medical Sciences- Iran 
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Figure 1. The mean number of patients seen per session and the mean time (minutes) 

spent for every visit across 9 clinics in Imam Reza Academic Medical Center, Tabriz-

Iran-2010. 

Based on the data from 10293 visits done and recorded in 9 visit rooms by 46 aca-

demic teachers of 9 disciplines - Imam Reza Academic Medical Center- Medical Fac-

ulty- Tabriz University of Medical Sciences- Iran 
 

 

Appendix: Research Questionaire 
 

Dear student, 

Please take a few minutes to evaluate 

your current ambulatory care program 

and assess how much ambulatory 

teaching in this clinic helped you to 

acquire the abilities which have been 

listed in this questionnaire (questions 1 

to 9) on your points of view in order to 

develop new effective and efficient 

program. Please note that your re-

sponse is confidential and that any data 

summaries made available will not in-

clude your individual responses. Please 

give us your opinion related to the fol-

lowing abilities using the scale from 1 

to 5.  

Thank you for completing this ques-

tionnaire.  
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Age: ______ Sex: _______  Educational department: ______________          The 

name of out –patient Clinic: _______________________ 

Strongly 

Agree 

5 

Agree 

4 

Neither  

agree nor 

disagree 

3 

Disagree 

2 

Strongly 

disagree 

1 

Attending this out-patient 

clinic helped me to ac-

quire the ability of : 

Row 

          Effective communica-

tion 

1 

          Basic clinical skills 2 

          Using basic science in 

practice of medicine 

3 

          Diagnosis, management 

and prevention 

4 

          The social and commu-

nity issues of healthcare 

5 

          Self-awareness, self care 

and personal growth 

6 

          Lifelong learning 7 

          Moral reasoning and 

clinical ethics 

8 

          Problem solving 9 

If you would please let us know other  abilities you learnt in this clinic (speci-

fy): _________________ 
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