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Barriers to Medical Students’ Electronic
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Abstract
Medical students need hands-on
experience documenting clinical
encounters as well as entering orders
to prepare for residency and become
competent physicians. In the era
of paper medical records, students
consistently acquired experience
writing notes and entering orders as
part of their clinical experience. Over
the past decade, however, patient
records have transitioned from paper
to electronic form. This change has
had the unintended consequence
of limiting medical students’ access

Medical educators recognize that

electronic health record (EHR) proficiency
is a skill required for students to succeed
after medical school.1 The Association
of American Medical Colleges (AAMC),
which identified critical competencies to
guide curriculum development, included
student EHR proficiency as one such
competency—medical students should
“use information technology to optimize
learning and care.”2 This competency
is linked to 1 of the 13 AAMC Core
Entrustable Professional Activities for
Entering Residency, which students might
be expected to perform, without direct
supervision, on the first day of residency,
regardless of specialty choice.2 Additionally,
the United States Medical Licensing
Examination Step 2 Clinical Skills exam
requires that students be able to write notes
in an electronic form.3
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to patient records. This restriction
has meant that many students leave
medical school without the appropriate
medical record skills for transitioning to
residency.
In this article, the authors explore
medical students’ current access
to electronic health records (EHRs)
as well as policy proposals from
medical societies, innovative models
implemented at some U.S. medical
schools, and other possible solutions
to ensure that students have sufficient

Some have argued that the optimal
integration of the EHR into patient care
should start with medical students.4
Although students at many academic
institutions view patient data, much
as they did in the paper chart era, they
are no longer consistently allowed to
write notes or enter orders, even with
supervision.5 This shift in students’
responsibilities has deprived them of the
hands-on practice they need to acquire
the EHR skills and familiarity with these
systems to optimally begin their residency
training.
In this article, we explore medical
students’ current access to EHRs as
well as policy proposals from medical
societies, innovative models implemented
at some U.S. medical schools, and other
possible solutions to ensure that students
have sufficient experiential learning
opportunities with EHRs in clinical
settings. We believe EHR proficiency is
vital for students to become physicians
who use this tool to provide excellent
patient care.

experiential learning opportunities
with EHRs in clinical settings. They also
contend that competence in the use
of EHRs is necessary for students to
become physicians who can harness
the full potential of these tools rather
than physicians for whom EHRs
hinder excellent patient care. Finally,
the authors argue that meaningful
experiences using EHRs should be
consistently incorporated into medical
school curricula and that EHR-related
skills should be rigorously assessed with
other clinical skills.

showed that almost all U.S. medical
schools accredited by the LCME (130/134
[97%] in 2011–2012; 137/140 [98%]
in 2013–2014; and 137/142 [96%] in
2015–2016) allowed students some
access to EHRs at clinical training sites
but that access was inconsistent (see
Tables 1 and 2). The level of access varied
widely across institutions and health care
settings with a significant percentage
only allowing students to read the record,
not enter or modify information (data
unpublished).
A 2012 survey of clerkship directors
by the Alliance for Clinical Education
and the University of Michigan Medical
School also showed the limited scope
of EHR use by students. The survey
indicated that 32% of clerkship directors
allowed students to view the patient
record only; 41% allowed students to
view the patient record and write notes;
and 27% allowed students to view the
patient record, write notes, and enter
orders to be cosigned.6

Students’ Access to EHRs

Implications of Students’
Inconsistent Access to EHRs

Surveys conducted by the Liaison
Committee on Medical Education
(LCME) during the 2011–2012, 2013–
2014, and 2015–2016 academic years

Medical students need full EHR access
to learn how to elicit medical histories
while electronically recording important
findings, retrieving critical information
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Table 1
Medical Students’ Access to Electronic Health Records During the 2011–2012 and
2013–2014 Academic Years, by Institution Typea
2011–2012
Read-only
access,
no. (%)

Information
entry and/or
modification
access, no. (%)

Nonhospital ambulatory care
center
University-owned hospital

29 (30.2)

2013–2014

Total no. of
institutions

Read-only
access,
no. (%)

Information
entry and/or
modification
access, no. (%)

Total no. of
institutions

67 (69.8)

96

42 (32.8)

86 (67.2)

128

20 (22.5)

69 (77.5)

89

16 (15.7)

86 (84.3)

102

Veterans Affairs hospital

20 (18.3)

89 (81.7)

109

25 (21.6)

91 (78.4)

116

Other

41 (33.1)

83 (66.9)

124

47 (30.3)

108 (69.7)

155

Institution type

The same questions were asked on the Liaison Committee on Medical Education 2011–2012 and 2013–2014
surveys. Questions were changed on the 2015–2016 survey.

a

embedded in the EHR, using EHRassociated decision-making tools,
communicating with other providers,
and providing management plans.7–9
Inconsistent EHR access means that some
students finish medical school lacking
core skills in patient charting as well as
skills specific to EHR use such as locating
and interpreting lab results found in
patients’ records.5
Limited EHR access during medical
school results in many first-year
residents spending significant time early
in their training familiarizing themselves
with the EHR while learning to care for
patients without direct supervision.10 A
recent study of internal medicine interns
at Oregon Health & Science University
found that, three months after beginning
residency, which included 1.5 days of
training in using the institution’s EHR,
interns used an array of processes of

widely varying quality to generate
patient notes and import relevant data
to the EHR.11 This variety was associated
with a significant number of health
care quality and patient safety issues,
including the elimination of active
medical problems from the day’s prior
notes, inadvertent discontinuation of
medications on admission, and poor
recognition of the issues that required
information from a prior discharge
summary.11 This study also showed that
only 45% of interns recognized that the
microorganism causing the patient’s
infection was resistant to the prescribed
antibiotics.11
While access to patients’ clinical data in
the EHR can prompt medical students
to use their clinical reasoning skills in
real time, concerns have been raised
about the potential adverse impacts of
this practice on students’ learning. For

Table 2
Medical Students’ Access to Electronic Health Records During the 2015–2016
Academic Yeara
Questions
Does each student have the opportunity to enter or
modify data in an electronic health record system used
for patient care during one or more required clinical
clerkships?
Of the schools that said yes to the first question, do
students have the opportunity to write in the actual
patient record (not just a section of the record for
medical student use) at one or more clinical sites used
for required clinical clerkships?
Of the schools that said yes to the first question, do
students have no opportunity to write in the actual
patient record during required clinical clerkships?

No. of schools
answering yes

No. of schools
answering no

137

5

114

23

22

115

The same questions were asked on the Liaison Committee on Medical Education 2011–2012 and 2013–2014
surveys. Questions were changed on the 2015–2016 survey.

a
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example, using electronic templates as
prompts may reduce students’ ability to
acquire basic history-taking and physical
exam skills. It is critical that students be
taught to use the EHR carefully; to avoid
compromising their ability to actively
engage in, synthesize, and document the
patient encounter; and to ensure proper
and ethical use of the copy and paste
features.12
Some institutions have implemented
simulated EHR training for medical
students who do not have consistent
access to EHRs in clinical settings.
Educational simulations without prior
EHR training help students develop EHR
competence.13 However, this model may
not be sufficient to fill the gap created
by inconsistencies in students’ EHR
access in clinical settings. For example,
students in third-year family medicine
rotations at Oregon Health & Science
University and the University of Texas
Health Science Center had their EHRrelated skills assessed by an objective
structured clinical examination. These
students performed well in EHRrelated communication tasks, such as
maintaining eye contact and stopping
all computer work when the patient
expressed worry.5 However, students at
both institutions were deficient in EHR
data management, including in medical
history review, medication reconciliation,
and allergy reconciliation.5 Some
students’ EHR skills did not improve
as the year progressed, suggesting that
they did not gain the EHR training and
experience they needed in their clinics
and hospitals, most likely because of a
lack of consistent policies granting them
access to the EHRs for writing notes and
entering orders.5
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Other benefits to EHR access for
students include exposure to the larger
health care delivery system; the concept
of systems-based practice, which
encompasses cost-effective care for
patients; and tools enabling health care
team members to identify patient care
goals for documenting and monitoring
progress using a shared care plan.14
EHRs also act as a tool for faculty
to offer constructive feedback and
supervise students’ performance during
clerkships. Feedback and guidance
from faculty enable students to focus
on patients instead of the EHR and
to enter data correctly to avoid EHR
errors.5
Barriers to Students’ Full Access
to EHRs

Access to health information, including
data in EHR systems in hospitals,
ambulatory care centers, and other
academic institutions, is appropriately
regulated by laws, including the Health
Insurance Portability and Accountability
Act (HIPAA). However, HIPAA does
not restrict team members involved in
patient care, including medical students,
from accessing medical records. An
overly rigid interpretation of the law in
many clinical, academic, and community
environments, though, has resulted in
unnecessary restrictions in students’
access.15 Institutions also tend to restrict
students’ access to EHRs because of the
potential legal liability related to the risk
of medical and billing errors being made
because of students’ ability to copy and
paste notes.16,17
In the late 1990s, the medical record
shifted from a document primarily
intended to communicate health issues
and care plans among physicians and
other clinicians to one that also had
to support billing processes. Linking
medical record documentation to billing
meant that payers took a greater interest
in how medical students’ notes were used,
if at all.18 For instance, the Centers for
Medicare & Medicaid Services (CMS)
has strict rules about how student
documentation can be used to support
billable services. Only a medical student’s
documentation of a review of systems
and past family and social history can
support billing. Inappropriate use of
students’ documentation to support a bill
to Medicare could lead to allegations of
False Claims Act violations.19
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Logistical and structural issues are also
significant barriers to medical students’
EHR use. One study found that academic
institutions used more than 80 different
EHR systems.6 In addition, 785 different
EHR vendors participated in federal
incentive programs, offering EHR systems
for office-based health care settings. A
total of 177 systems were available for
hospital settings.20 Although fewer than
5 proprietary systems accounted for the
majority of the market share in both
hospital and medical group settings,
during their four years of training,
students most likely will be exposed
to many more EHR systems.21 Each
EHR and user interface has its own
strengths and weaknesses in terms of data
recognition and processing.13
Medical students rotate through
numerous health care facilities and so
have to learn different EHR systems.
Some clerkships, such as obstetrics–
gynecology, present unique learning
challenges because multiple EHR systems
are used across the relevant health
care settings, including the operating
room, emergency department, inpatient
wards, ambulatory clinics, labor and
delivery, high-risk antepartum services,
and intensive care units.22 Cost and
time become barriers as institutions
are reluctant to provide resources for
proper student training and for the
implementation of appropriate student
authorizations in each system.23
Advantages and Disadvantages
of Students Scribing Notes

Medical students do act as scribes in clinical
settings, recording information in the
EHR that has been supplied by a resident
or attending physician. This practice is
valuable to students’ education and to the
health system, but it is distinct from students
writing notes as part of a clinical, educational
experience. Scribing allows students to obtain
firsthand knowledge of a wide array of
clinical medicine topics. It strengthens their
medical knowledge, clinical decision making,
patient interaction, and bedside manner.
Scribing with an EHR system may put
students ahead of their peers in some areas of
medical education, but it is not a replacement
for learning charting and documentation
with consistent EHR access.24
Clinicians should be able to easily
distinguish between a note that was
scribed by a student as verbally instructed

by a provider and one written by a
student as part of the educational
experience. Otherwise, students should
be required to clearly indicate when they
are acting as scribes rather than clinicians
in training.19
Policy Proposals Regarding
Students’ Use of EHRs

In response to requests from medical
students and an increasing recognition
that consistent training in EHR use
is needed, medical societies and
educators have recently issued policy
recommendations on students’ access to
EHRs.
This article is based, in part, on a June
2015 American Medical Association
(AMA) Council on Medical Education
report.25 The AMA argued that EHRs
provide opportunities to improve patient
care as well as increase the accuracy
of communications, and they support
efforts to incorporate EHR training into
undergraduate medical education. AMA
policy states that, as the first step toward
residency and beyond, medical students
need to (1) acquire the necessary handson experience, without compromising
patient care or safety; (2) enter and
discuss orders and prescriptions; and
(3) document a clinical encounter
in the medical record without direct
supervision.25
The Association of Professors
of Gynecology and Obstetrics
Undergraduate Medical Education
Committee published a review of best
practices regarding the incorporation
of the EHR into undergraduate medical
education, which recognized the unique
circumstances of obstetrics–gynecology
clerkships and suggested solutions for
overcoming the obstacles students and
educators may encounter.22
The Society of Teachers of Family
Medicine (STFM) issued preceptor
guidelines and a position statement to
address the challenges associated with
affording medical students access to
EHRs.26 The preceptor guidelines stated
that students must have their own unique
log-in and password to chart on behalf of
the preceptor and contribute meaningful
data to the EHR with the inclusion of a
student note. All notes are to be reviewed,
edited, and signed by the supervising
physician, with appropriate instructive
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feedback given to the students on their
work. The position statement emphasized
the importance of allowing students to
use the EHR in all settings. STFM also
stated that medical students should be
counted in institutional and vendor EHR
support fees, so student training can be
provided and information technology
support can include students.27
The Alliance for Clinical Education
developed a set of guidelines for
educators to establish expectations
of medical students’ documentation
in EHRs. They recommend that
“medical schools develop a clear set
of competencies related to student
documentation in the EHR which
medical students must achieve prior to
graduation in order to ensure they are
ready for clinical practice.”28
Innovative Models to Train
Students in EHR Use

Medical schools are seeking to address
the need for students to receive training
in EHR use and clinical informatics,
but these efforts are not widespread and
have their challenges. Such innovative
curricula include those launched by
members of the AMA’s Accelerating
Change in Medical Education
Consortium of 32 medical schools.
Currently, each of these schools has an
EHR system in place at the students’
primary clinical sites with some ability
for students to write notes.29 Additionally,
the consortium’s recent work includes
investigating the tools necessary to create
a robust virtual health care learning
system, including EHRs designed
exclusively for teaching.29
For example, the Regenstrief Institute
in association with Indiana University
School of Medicine developed a virtual
health care system and the Regenstrief
EHR Clinical Learning Platform, a
teaching EHR. Students use deidentified
and misidentified patient data to practice
writing orders, entering notes, reviewing
data, and creating a plan of care. In
addition, the curriculum at New York
University School of Medicine includes
a virtual patient panel with deidentified
patient data. Third-year students write
notes and have mobile access to the
EHR system; fourth-year students can
write notes and enter orders requiring
cosignature. Next, medical students at
Oregon Health & Science University
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receive clinical informatics instruction
from the start of medical school. They
also are issued a log-in to the institutional
EHR on the first day of school, and
all cases in the case-based curriculum
are delivered via the EHR. Curricular
activities are designed to develop proper
skills in medication reconciliation, order
entry, chart maintenance, and evidencebased chronic disease management.1 The
training also includes the use of EHRbased simulation.
At Vanderbilt University School of
Medicine, students write notes that
are displayed in their patients’ medical
records. The entire patient note is then
copied automatically to a secure server
housing the student’s personal electronic
portfolio. Faculty members evaluate these
notes and assess students’ documentation
and reasoning skills. Finally, Warren
Alpert Medical School of Brown
University developed a longitudinal EHR
curriculum within its clinical doctoring
course series. The program also includes
resources to help students learn the costs
of different tests, the effectiveness of
those tests in discriminating between two
diseases, and the advantages of using one
test over another. The program uses mock
data with which students can practice.
Several medical schools added to the
AMA consortium in 2016 have begun
to adopt the EHR systems designed for
teaching by the original members of
the consortium. Medical schools that
are not part of the consortium also
have contacted member schools about
adopting their systems.29
Additional Solutions to
Expanding Students’ Access to
EHRs

While policy proposals from medical
societies and innovative training models
designed to teach informatics skills are
important, additional solutions are
needed at the regulatory and institutional
levels to reduce the barriers to students’
access to EHRs. For example, institutions
should devise carefully considered
policies regarding the placement of
students’ notes that, while compliant
with federal and payer regulations,
balance the critical need for patient
privacy, liability concerns, and the need
for medical students to become facile
with EHRs.30,31 These strategies should
address both students’ needs and CMS

billing rules. The American College of
Physicians is leading a collaborative
effort seeking a change in CMS’s 2008
EHR documentation requirements that
would allow teaching physicians to refer
to a student’s documentation of history
and physical examination findings or
medical decision making in his or her
personal note documenting evaluation
and management services.32
The national move toward interoperability
of systems—that is, systems that have the
ability to exchange data, interpret those
shared data, and present the data in more
consistent ways to the user—is expected
to improve physicians’ EHR experience.
Interoperability may make it easier for
medical students to quickly adapt to new
systems in different health care settings, as
well as provide a mechanism to identify,
track, and monitor authorship in the
EHR.33 Other templates and safeguards
that comply with institutional policies
also should be implemented in the EHR.34
In addition, academic institutions should
consider implementing more robust
training for medical students, residents,
and faculty on the correct use of students’
documentation.16 Demonstrating skillful use
of the EHR also will require its own distinct
entrustable professional activity measuring
EHR proficiency as a key discrete activity
within the use of information technology
(i.e., “document a clinical encounter in the
medical record”).4,14
Conclusions

The implementation of EHRs provides
opportunities to improve patient care and
increase the accuracy of communications,
but, with the transition from paper
records to electronic ones, medical
students’ ability to write notes and enter
orders has become inconsistent. The
academic community needs to be aware
of this shift and explore possible solutions.
For more than 30 years, there has been
a call for informatics training from the
academic informatics community.35 As a
first step toward residency and beyond,
students need hands-on EHR experience
to learn how to enter and discuss orders
and prescriptions and document a clinical
encounter in a patient’s medical record
without direct supervision.19 Limiting
students’ access to EHRs interferes with
their acquisition of patient charting and
testing/medication-ordering skills as well
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as with their understanding of clinical
informatics.

V.S. Elliott is technical writer, Medical Education
Outcomes, American Medical Association, Chicago,
Illinois.

Most academic institutions have a few
department champions who advocate for
students’ EHR access. These champions
can represent students’ interests and
show that each of the aforementioned
barriers can be overcome safely and
legally. Ensuring that students are being
trained to properly use the EHR system
by clinical educators will prevent them
from having to learn these skills on their
own and from creating shortcuts to
develop coherent clinical narratives about
a patient’s history or physical that may
not be compliant with regulations and
hospital rules and ultimately could impact
patient care. Some academic institutions
are developing innovative EHR systems
for the educational setting. In addition
to ensuring medical students’ access to
EHRs in clinical settings, extending these
innovations to all medical school teaching
sites and to other medical schools is an
important next step. EHR best practices
and strategies to overcome barriers to
students’ use also should be shared among
learning consortiums.

R.E. Hawkins is vice president, Medical Education
Outcomes, American Medical Association, Chicago,
Illinois.

Acknowledgments: The content in this article
reflects the views of the authors, who received
input from the American Medical Association
(AMA) Council on Medical Education (CME).
This article is based on the content of a CME
report to the AMA House of Delegates. The
authors wish to thank Susan E. Skochelak, MD,
MPH, Marc Triola, MD, and Diana Vila, MD, for
their contributions to the manuscript.
Funding/Support: The development and writing
of this article were funded by the AMA.
Other disclosures: Catherine M. Welcher, Victoria
Stagg Elliott, and Richard E. Hawkins are employ
ees of the AMA. Richard E. Hawkins is also
coeditor of a textbook on the assessment of clinical
competence for which he receives royalties.
Ethical approval: Reported as not applicable.
Previous presentations: Some of the information
presented in this article was included in a
report created by the AMA Council on Medical
Education and was presented at the AMA annual
meeting, June 6–10, 2015, in Chicago, Illinois.
C.M. Welcher is senior policy analyst, Medical
Education Outcomes, American Medical Association,
Chicago, Illinois.
W. Hersh is professor and chair, Department of
Medical Informatics and Clinical Epidemiology,
Oregon Health & Science University, Portland,
Oregon.
B. Takesue is assistant professor of clinical
medicine, Department of Medicine, Indiana
University School of Medicine, Indianapolis, Indiana.

52

15

References
1 Hersh WR, Gorman PN, Biagioli FE,
Mohan V, Gold JA, Mejicano GC. Beyond
information retrieval and electronic health
record use: Competencies in clinical
informatics for medical education. Adv Med
Educ Pract. 2014;5:205–212.
2 Association of American Medical Colleges.
Core Entrustable Professional Activities for
Entering Residency: Curriculum Developers’
Guide. Washington, DC: Association of
American Medical Colleges; 2014. http://
members.aamc.org/eweb/upload/Core%20
EPA%20Curriculum%20Dev%20Guide.pdf.
Accessed May 9, 2017.
3 United States Medical Licensing
Examination. Practice materials. Step 2 CS
patient note information. www.usmle.org/
practice-materials/step-2-cs/patient-note.
html. Accessed May 9, 2017.
4 Pageler NM, Friedman CP, Longhurst CA.
Refocusing medical education in the EMR
era. JAMA. 2013;310:2249–2250.
5 Biagioli FE, Elliot DL, Palmer RT, et al. The
electronic health record objective structured
clinical examination: Assessing student
competency in patient interactions while
using the electronic health record. Acad Med.
2017;92:87–91.
6 Hammoud MM, Margo K, Christner JG, Fisher
J, Fischer SH, Pangaro LN. Opportunities and
challenges in integrating electronic health
records into undergraduate medical education:
A national survey of clerkship directors. Teach
Learn Med. 2012;24:219–224.
7 Matson C, Stephens M, Steiner B,
Kozakowski SM. Electronic health records:
How will students learn if they can’t practice?
Ann Fam Med. 2014;12:582–583.
8 Duke P, Frankel RM, Reis S. How to integrate
the electronic health record and patientcentered communication into the medical
visit: A skills-based approach. Teach Learn
Med. 2013;25:358–365.
9 Yudkowsky R, Galanter W, Jackson R. Students
overlook information in the electronic health
record. Med Educ. 2010;44:1132–1133.
10 Chen L, Guo U, Illipparambil LC, et al.
Racing against the clock: Internal medicine
residents’ time spent on electronic health
records. J Grad Med Educ. 2016;8:39–44.
11 March CA, Scholl G, Dversdal RK, et al. Use
of electronic health record simulation to
understand the accuracy of intern progress
notes. J Grad Med Educ. 2016;8:237–240.
12 Peled JU, Sagher O, Morrow JB, Dobbie
AE. Do electronic health records help or
hinder medical education? PLoS Med.
2009;6:e1000069.
13 March CA, Steiger D, Scholl G, Mohan V,
Hersh WR, Gold JA. Use of simulation to
assess electronic health record safety in the
intensive care unit: A pilot study. BMJ Open.
2013;3:e002549.
14 Tierney MJ, Pageler NM, Kahana M,
Pantaleoni JL, Longhurst CA. Medical

16

17

18

19

20

21

22

23

24

25

education in the electronic medical record
(EMR) era: Benefits, challenges, and future
directions. Acad Med. 2013;88:748–752.
U.S. Department of Health & Human
Services. Do the HIPAA Privacy Rule’s
minimum necessary requirements prohibit
medical residents, medical students, nursing
students, and other medical trainees from
accessing patient medical information in the
course of their training? www.hhs.gov/hipaa/
for-professionals/faq/209/does-minimumnecessary-allow-students-to-access-patientinformation/index.html. Published 2016.
Accessed May 9, 2017.
Gliatto P, Masters P, Karani R. Medical
student documentation in the medical
record: Is it a liability? Mt Sinai J Med.
2009;76:357–364.
Gagliardi JP, Turner DA. The electronic
health record and education: Rethinking
optimization. J Grad Med Educ. 2016;8:
325–327.
Association of American Medical Colleges.
Statement of the Association of American
Medical Colleges: CMS-ONC listening
session: EHRs and documentation
challenges. https://www.cms.gov/eHealth/
downloads/AAMC_Coding_Session_May3.
pdf. Published 2013. Accessed May 9, 2017.
Association of American Medical Colleges.
Compliance advisory: Electronic health
records (EHRs) in academic health centers.
www.aamc.org/em/aamc/compliance_
advisory.pdf. Published 2014. Accessed May
9, 2017.
Office of the National Coordinator for Health
Information Technology. EHR vendors
reported by providers participating in federal
programs. http://dashboard.healthit.gov/
datadashboard/documentation/ehr-vendorsreported-CMS-ONC-data-documentation.
php. Published 2015. Accessed May 9, 2017.
Gregg H. 50 things to know about
Epic, Cerner, MEDITECH, McKesson,
athenahealth and other major EHR vendors.
Becker’s Health IT & CIO Review. July 14,
2014. www.beckershospitalreview.com/
healthcare-information-technology/50things-to-know-about-epic-cerner-meditechmckesson-athenahealth-and-other-majorehr-vendors.html. Accessed May 9, 2017.
Buery-Joyner SD, Dalrymple JL, Abbott JF,
et al. Overcoming electronic medical record
challenges on the obstetrics and gynecology
clerkship. Obstet Gynecol. 2015;126:553–558.
Mintz M, Narvarte HJ, O’Brien KE, Papp KK,
Thomas M, Durning SJ. Use of electronic
medical records by physicians and students
in academic internal medicine settings. Acad
Med. 2009;84:1698–1704.
Cunningham M. Medical student scribes
gain early clinical experience, assist
physicians. University of Toledo News.
March 10, 2011. http://utnews.utoledo.edu/
index.php/03_10_2011/medical-studentscribes-gain-early-clinical-experience-assistphysicians. Accessed May 9, 2017.
Medical Records and Patient Privacy.
Medical student access to electronic
health records. H-315.969. AMA
PolicyFinder. https://searchpf.amaassn.org/SearchML/searchDetails.
action?uri=%2FAMADoc%2FHOD.xml-02585.xml. Published 2015. Accessed May 9,
2017.

Academic Medicine, Vol. 93, No. 1 / January 2018

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.

Article
26 Society of Teachers of Family Medicine.
Working with medical students using
electronic health records (EHR): Guidelines
and best practices for clinical preceptors.
http://www.stfm.org/Portals/49/Documents/
STFM_EHR_%20PreceptorGuidelines.pdf.
Published 2013. Accessed May 9, 2017.
27 Society of Teachers of Family Medicine.
Position statement on medical student use of
electronic health records. http://www.stfm.
org/Portals/49/Documents/STFM_Position_
StatementJune2013_EHRFinal.pdf. Published
2013. Accessed May 9, 2017.
28 Hammoud MM, Dalymple JL, Christner
JG, et al. Medical student documentation
in electronic health records: A collaborative
statement from the Alliance for Clinical
Education. Teach Learn Med. 2012;24:257–266.
29 American Medical Association. Creating the
medical school of the future. https://www.
ama-assn.org/education/creating-medical-

Academic Medicine, Vol. 93, No. 1 / January 2018

30

31

32

33

school-future. Published 2017. Accessed May
9, 2017.
Wittels K, Wallenstein J, Patwari R, Patel
S. Medical student documentation in the
electronic medical record: Patterns of use and
barriers. West J Emerg Med. 2017;18:133–136.
Friedman E, Sainte M, Fallar R. Taking note
of the perceived value and impact of medical
student chart documentation on education and
patient care. Acad Med. 2010;85:1440–1444.
American College of Physicians. ACP
leads collaborative effort to allow students
meaningful access to electronic health
records. www.acponline.org/membership/
medical-students/acp-impact/archive/
october-2016/acp-leads-collaborative-effortto-allow-students-meaningful-access-toelectronic-health-records. Published 2016.
Accessed May 9, 2017.
Office of the National Coordinator for Health
Information Technology. Connecting health

and care for the nation: A shared nationwide
interoperability roadmap. DRAFT version
1.0. https://www.healthit.gov/sites/default/
files/nationwide-interoperability-roadmapdraft-version-1.0.pdf. Published 2015.
Accessed May 9, 2017.
34 Power D, Michelfelder A, Fields S.
Compliance with medical student
documentation in the EMR: Controversies
and practical educational strategies.
Presented at: Society of Teachers of Family
Medicine Annual Spring Conference; May 3,
2013; Baltimore, MD. http://resourcelibrary.
stfm.org/resourcelibrary/viewdocument/
compliance-with-medical-student-doc.
Accessed May 9, 2017.
35 McGowan JJ, Passiment M, Hoffman HM.
Educating medical students as competent
users of health information technologies: The
MSOP data. Stud Health Technol Inform.
2007;129(pt 2):1414–1418.

53

Copyright © by the Association of American Medical Colleges. Unauthorized reproduction of this article is prohibited.

