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For 2 decades, the United 
States military has been in-
volved with conflicts around 

the world. Many military personnel 
are part-time service members, con-
sisting of Reserve or National Guard 
forces.1 These veterans may not iden-
tify as part of military culture,2,3 
their service may not be brought 
up as a normal part of the medi-
cal history. Additionally, the grow-
ing number of women serving is also 
overlooked.4

Connecting aspects of service 
to a medical condition facilitates 

appropriate care.5,6 For many US 
medical students, clinical rotations 
at a Veterans Administration Med-
ical Center (VAMC) exposes them 
to these conditions. However, not all 
veterans access care at a VAMC and 
not all medical schools are affiliated 
with a VAMC. With the increasing 
numbers of veterans, medical schools 
need to prepare students for veter-
an care.2

Military history is part of an 
extensive social history. There-
fore, course leaders introduced 
the expanded social history in our 

preclinical beginning doctoring 
course.7,8 The expanded social his-
tory challenges providers to incor-
porate more elements of a patient’s 
social context including an aware-
ness of military history. 

Military medicine educational 
modules have been developed;9-11 
however, they primarily focus on 
mental health issues. Therefore, we 
developed a patient case wherein the 
diagnosis relied on identifying past 
military service. Our objective was to 
determine if medical student write-
ups following a standardized patient 
encounter included a more extensive 
social history on the Objective Struc-
tured Clinical Exam (OSCE). 

Methods
Curriculum 
Our Patient Centered Care course 
teaches preclinical medical students 
essential clinical skills in small 
groups of seven or eight students 
with a practicing physician (tutor). 
Groups meet for 3 hours every week 
the first 3 semesters (18 months) of 
medical school. Each session intro-
duces a new skill students practice 
along with case-based clinical rea-
soning, which is coached by tutors. 
At the end of each semester, a com-
prehensive OSCE utilizing standard-
ized patients is given to students. 

BACKGROUND AND OBJECTIVES: Many United States military personnel 
are not full-time service members. Because of their part-time service, these 
veterans may not self-report their military service during medical visits. Con-
sequently, past military service can be overlooked when taking a social his-
tory. We developed a case to provide preclinical medical students patient 
interview experience wherein the diagnosis relied on identifying past military 
service. Our objective was to determine if medical record write-ups included 
social history details about occupational information after this innovation.

METHODS: We conducted this case discussion in small groups during year 
1 of medical school. We analyzed clinical skills examination write-ups before 
and after the case discussion to determine if the social history included oc-
cupational issues.

RESULTS: Initial results showed increased occupational issues as potential 
diagnoses or contributing factors. 

CONCLUSIONS: This case methodology specifically raised awareness of 
health issues related to military service and generally increased students’ 
likelihood of identifying occupational risk factors when conducting the social 
history. The template for this military case will allow us to develop additional 
cases focusing on different occupational health issues to complement other 
organ systems blocks.
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Military Case
Medical students and faculty mem-
bers from the military medicine in-
terest group partnered with course 
leaders to write a case of a soldier 
suffering from chronic cough be-
tween deployments. Members of 
the military medicine interest group 
were all veterans. The case was con-
structed to provide thorough, realis-
tic detail of the soldier’s experience 
including work duties that led to en-
vironmental exposure. 

Small Group Sessions
Tutors were trained on the military 
case and had the opportunity to 
clarify relevant details during their 
weekly meeting. In small groups, 
medical students interviewed their 
tutors, who were portraying the vet-
eran. Students constructed a differ-
ential diagnosis. After discussion of 
their diagnosis, tutors provided the 
case details to identify missed ele-
ments. As a group, they were able 
to identify key details important for 
their reasoning and clinical decision-
making. 

Assessment
Students participated in three OSC-
Es. One was conducted before the 
students experienced the military 
history case. Two OSCEs were con-
ducted after the military history case 
(3 months later and 9 months later). 

During these OSCEs, students 
interviewed standardized patients, 
then wrote a three-item differential 
diagnosis with three items of sup-
porting evidence for each diagno-
sis. One of the authors (Z.M., who 
was the course manager) analyzed 
supporting evidence to identify if 
students connected their differen-
tial diagnosis to any occupational 
hazards. For each student on each 
OSCE, frequency of occupational en-
vironments in supporting evidence 
was recorded. Connection to the oc-
cupational hazard required direct 
connection. For example, stating 
the patient may have inhaled a sub-
stance was insufficient while stat-
ing the patient inhaled a substance 
while working would be recorded. 

Unique entries were defined as at 
least one item of supporting evidence 
connected to the patient’s occupa-
tion. Retained entries were defined 
as students who linked the patient’s 
diagnosis to their occupation on sub-
sequent OSCEs.

We conducted independent t tests 
to compare results between OSCEs. 
We conducted analysis using IBM 
SPSS v 26 (Armonk, NY). Our in-
stitutional review board deemed this 
study exempt.

Results
Demographic data from two cohorts 
of first-year medical students from 
2017 (n=183) and 2018 (n=191) are 
detailed in Table 1. 

In 2017, occupational health con-
cerns documented in the students’ 
clinic note preintervention was weak 
(8 of 183). There was a significant 
improvement in the next OSCE af-
ter the introduction of the military 
case (t= -3.23, P=.001, Figure 1). On 
the final OSCE, documented occu-
pational health concerns declined 
(t=.95, P=.033). 

During 2018, the preintervention 
OSCE was improved (28 of 191). 
Only two students from the first 
OSCE included occupational con-
nections postintervention, but there 
were more unique entries across 
each succeeding OSCE (Figure 1). 

Although both cohorts had fewer 
documented occupational health con-
cerns in the third OSCE, both groups 
showed improvement post-interven-
tion. In comparing the first OSCE to 
the final, the cohort in 2017 was sig-
nificantly improved (t=2.79, P=.006).

Discussion
Our innovation successfully intro-
duced how military experiences im-
pact veterans’ health. Results from 
2 years of OSCEs indicate modest 
improvements in citing occupation-
al factors as potential causes of pa-
tient’s symptoms.12 

We had hoped to see continu-
ity from OSCEs two and three af-
ter the intervention. However, that 
did not occur. We can only specu-
late that the students focus solely 
on topics they learn during the se-
mester, which may have resulted in 
a decline in the 2017 cohort. As ad-
ditional case discussions in the pre-
clinical material are introduced, we 
need to be more deliberate practic-
ing good interviewing habits for ev-
ery case, which would include asking 
expanded social history questions.13 

To our surprise, students in the 
2018 cohort included occupational 
concerns at a much higher level for 
each OSCE. This may be in part that 
there were new facilitators for small 
groups in 2018 who emphasized the 

Table 1: Student Demographics

Demographics 2017 2018

Gender

Female 95 101

Male 85 90

No response 3 0

Age (years)

<25 124 137

25-30 48 45

31-35 7 6

>35 1 2

No response 3 1

Race

Asian 24 25

Black or African American 25 19

Hispanic 11 6

Native Hawaiian 1 1

White 104 133

No response 18 7
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social history during small groups. 
Additionally, the 2017 cohort may 
have influenced the 2018 students 
with informal advising.

Although this is a single institu-
tion study, our subject matter experts 
(medical student and faculty veter-
ans) helped write a thorough case 
that exposed students to not only a 
thorough medical history but also 
occupational exposures. Although 
not equivalent to military service, 
we used occupational exposure as a 
proxy in the expanded social histo-
ry, which was the higher-order goal 
for this session. Additional military 
cases could be developed by other in-
stitutions, particularly if a veterans’ 
hospital is not readily accessible. 

In the future, an OSCE is being 
developed that more deliberately in-
cludes military health issues could 
provide a more accurate evaluation 
of the ability of students to connect 
military history with diagnoses. We 
can also collect student impressions 
of these cases.

Conclusion
This study demonstrates the impor-
tance of teaching medical learners to 
include military service when taking 
a social history. This military case-
based discussion provides an effec-
tive mechanism for medical students 
to broaden their understanding of 
the social history and make connec-
tions between occupation and health.
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Figure 1. Differential Diagnoses Connected to Work Environment 

 

The first OSCE was preintervention. The second and third OSCEs were after the intervention at 

the end of each of those semesters. Unique entries indicates unique student entries for that 

particular OSCE. “Retained from prior OSCE” indicates the numbers of students who 

consistently included workplace issues in their differential diagnosis. Numbers indicate total 

number of students per class who included workplace issues in their differential diagnosis. 

 

8

28
25

30

13

36

0

0

1

2

7

9

0

5

10

15

20

25

30

35

40

45

50

2017 (n=183) 2018 (n=191) 2017 (n=183) 2018 (n=191) 2017 (n=183) 2018 (n=191)

OSCE 1 OSCE 2 OSCE 3

Unique Entries Retained from Prior OSCE

Figure 1: Differential Diagnoses Connected to Work Environment


