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Implementação do internato longitudinal integrado em duas escolas médicas: a primeira experiência no Brasil

RESUMO
Introdução: O internato longitudinal integrado (longitudinal integrated clerkship – LIC) é um modelo que enfatiza a continuidade na relação entre 
estudantes, pacientes e preceptores. Diferentemente do modelo tradicional, que é estruturado em rotações curtas e focadas em especialidades 
específicas, o LIC proporciona uma experiência de aprendizado contínua e integrada. Essa abordagem permite aos estudantes uma imersão mais 
profunda e abrangente nas diversas áreas da medicina, de modo a promover o manejo de doenças crônicas, o cuidado preventivo e a compreensão das 
necessidades dos pacientes ao longo do tempo, o que fortalece a formação médica holística. 

Relato de experiência: Este artigo relata a primeira implementação do LIC no Brasil, em duas escolas médicas privadas situadas em cidades paulistas 
de médio porte. Descrevem-se detalhadamente o planejamento curricular e as estratégias pedagógicas, como simulações clínicas semanais, discussões 
de casos e atividades teóricas integrativas. Houve participação ativa dos estudantes desde a etapa inicial de planejamento, respeitando as Diretrizes 
Curriculares Nacionais de 2014. O relato destaca os desafios logísticos e culturais enfrentados, assim como as adaptações feitas ao longo do processo. 

Discussão: Observou-se que o LIC trouxe benefícios claros para a formação dos estudantes, como maior integração entre especialidades e níveis de 
atenção, fortalecimento da longitudinalidade do cuidado e desenvolvimento significativo de competências clínicas. Contudo, houve dificuldades 
associadas à resistência institucional, à complexidade organizacional e à garantia de exposição equilibrada às diferentes especialidades. Os resultados 
obtidos foram similares às experiências internacionais, reforçando a viabilidade e relevância desse modelo em contextos brasileiros semelhantes. 

Conclusão: A experiência pioneira demonstra que o LIC é um modelo viável e promissor no Brasil, destacando a importância da flexibilidade curricular, 
do planejamento cuidadoso e do envolvimento constante dos estudantes para sua efetiva implementação.
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ABSTRACT
Introduction: The Longitudinal Integrated Clerkship (LIC) is a model emphasizing continuity in relationships among students, patients, and 
preceptors. Unlike the traditional model structured into short rotations focused on specific specialties, the LIC provides a continuous and 
integrated learning experience. This approach allows students deeper and broader immersion in various medical fields, promoting chronic disease 
management, preventive care, and understanding patient needs over time, thus strengthening holistic medical education. 

Experience Report: This article describes the first implementation of the LIC in Brazil, conducted at two private medical schools located in medium-
sized cities in the state of São Paulo. It details curricular planning, pedagogical strategies such as weekly clinical simulations, case discussions, and 
integrated theoretical activities. Students participated actively from the initial planning phase, complying with the National Curriculum Guidelines 
of 2014. The report highlights logistical and cultural challenges faced, as well as adaptations made throughout the process. 

Discussion: The implementation of the LIC demonstrated clear benefits for student education, such as greater integration among specialties and 
levels of care, strengthening continuity of care, and significant development of clinical competencies. However, there were difficulties related to 
institutional resistance, organizational complexity, and ensuring balanced exposure to different medical specialties. The results obtained were 
consistent with international experiences, reinforcing the feasibility and relevance of this model in similar Brazilian contexts. 

Conclusion: This pioneering experience demonstrates that the LIC is a viable and promising model in Brazil, highlighting the importance of 
curricular flexibility, careful planning, and constant student involvement for effective implementation.
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INTRODUCTION
The medical education landscape has been undergoing 

a constantly evolution in search of more effective, patient-
centred approaches. In this context, the Longitudinal Integrated 
Clerkship (LIC) stands out as a significant pedagogical 
innovation, proposing a more continuous and integrated 
approach to clinical teaching, in contrast to the traditional block 
rotations isolated by speciality. This model, which originated in 
the 1970s to address deficits in the rural medical workforce in 
the US, quickly expanded worldwide due to its positive results 
in medical training and patient care.1

The LIC is based on three fundamental principles: 
continuity of relationship with patients, continuity with 
preceptors and simultaneous curricular integration of multiple 
medical specialities throughout the academic year.1,2 Unlike 
traditional models, where students are superficially involved 
with patients for short periods, the LIC involves the opportunity 
to follow the evolution of patients over time and across different 
levels of health care, allowing for a more comprehensive and 
longitudinal view of the medical and social conditions that 
impact on the health of individuals and communities.3

Several international studies point to significant 
advantages of this model, including more robust development 
of clinical skills, an in-depth understanding of chronic diseases 
and greater capacity for preventive and patient-centred care.4,5,6,7 
In addition, students participating in LICs often report greater 
satisfaction with their medical training, better performance 
in clinical examinations and more complete professional 
development due to the quality of the relationships established 
with patients and preceptors.2,8,9 However, despite the reported 
advantages, the implementation of LICs is not trivial and 
presents specific challenges, including the need for significant 
curricular reorganisation, institutional resistance to change and 
logistical difficulties in deploying students in various clinical 
settings at the same time.2,4,10

In Brazil, the traditional block internship model widely 
prevails in medical schools, offering broad exposure, but 
fragmented and discontinuous in relation to the patient 
and care processes. This fragmentation often limits students’ 
perception of the impact of their interventions over time and 
restricts their understanding of the health system as a whole. 
The pioneering introduction of the LIC in two Brazilian private 
medical schools, presented in this article, aims precisely to fill 
these gaps, proposing an innovative curricular change with 
the potential to provide more holistic, continuous medical 
training that is integrated with the real needs of the population 
and the Brazilian health system.

Accordingly, this article aims to describe the process 
of implementing the LIC in these schools, addressing the 

challenges faced, the successful strategies employed and the 
lessons learnt, in the hope of contributing to the strengthening 
and expansion of this innovative approach in the Brazilian 
medical education context.

EXPERIENCE REPORT:
Design of the Longitudinal Integrated Clerkship model

This longitudinal integrated clerkship model was 
designed for two private medical schools that have an integrated 
curriculum, with teaching methodologies such as Team-Based 
Learning (TBL), Problem-Based Learning (PBL), self-assessment, 
tutoring and medical practice in the clinical environments of 
the Unified Health System from the first semester of the course. 
With the aim of innovating medical education, an extensive 
study was carried out on the LIC, how it works, its advantages 
and challenges, in order to put together a model that we could 
use in two medical schools on the network, which until then 
had no clerkship groups. 

The design was of longitudinal integrated rotations, per 
semester, for the fifth and sixth year of the medical clerkship.

In the fifth year of the clerkship, two integrated blocks 
were established, each lasting 18 weeks, with 40 hours a week. 
Figure 1 illustrates the typical week of the fifth-year blocks.

•	 Block I: family and community health, urgency 
and emergency, simulation, case discussion and 
theoretical activity

•	 Block II: adult health (medical clinic/surgical clinic), 
elderly health, mental health, simulation, case 
discussion and theoretical activity

In Block I, the students performed supervised practical 
activities in Basic Health Units, Family Health Strategy, 
Emergency Care Units (UPAs), Mobile Emergency Care Service 
(SAMU) and first aid. 

In Block II, the students had supervised practical activities 
in medical wards, surgical wards, clinical/surgical outpatient 
clinics, intensive care units, Psychosocial Care Centres (CAPS), 
psychiatry and geriatrics outpatient clinics.

In both blocks, there are three fixed periods during 
the week when the student carries out face-to-face activities: 
urgent and emergency simulation, which takes place at the 
medical school’s simulation centre; discussion of clinical cases 
seen in the practical activities and theoretical activities related 
to the areas in which the student is working, which are carried 
out in the medical school classroom. 

The clinical simulation took place weekly, lasting four 
hours and focussed on urgent and emergency clinical cases. 
These sessions were held at the school’s simulation centre, 
using high-fidelity mannequins and/or trained actors, providing 
realistic and immersive scenarios. Each meeting dealt with an 
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Figure 1.	 Illustration of the typical week of blocks I and II, corresponding to the fifth year of the longitudinal integrated clerkship.

Source: Developed by the authors.

average of two to four clinical cases, covering situations related 
to the areas of clinical medicine, general surgery, paediatrics, 
gynaecology and obstetrics. The simulations aimed to develop 
essential clinical skills, quick thinking, effective communication 
and teamwork, reinforcing practical learning and preparing 
students for the challenges of professional life.

Case discussions were held weekly, lasting an average of 
three to four hours, and were led by the professors on the basis of 
real cases observed by the students during their clerkship. When 
they identified subjects that needed more in-depth study, the 
lecturers selected scientific articles to be discussed at subsequent 
meetings, encouraging critical thinking and evidence-based 
updating. At the same time, the theoretical activities combined 
expository dialogue classes with the use of an online platform, 
which provided comprehensive content, including key topics 
covered in medical residency exams, commented questions 
and complete exams from previous years. This set of strategies 
aimed not only to complement the students’ clinical training, 
but also to prepare them for future academic challenges, such 
as selection processes for specialisation.

For the sixth-year students, two blocks were also 
established, distributed throughout the year, with different 
durations. Block III lasted 27 weeks, with 40 hours a week; Block 
IV lasted 9 weeks, with 40 hours a week. Figure 2 illustrates the 
typical week for the sixth year blocks.

•	 Block III: women’s health, children’s health, family 
and community health, simulation, case discussion 
and theoretical activity

•	 Block IV: elective work placement
In Block III, the students carried out supervised practical 

activities in the obstetric centre, delivery room, rooming-in 
unit, postnatal ward, paediatric ward, gynaecological surgeries, 
gynaecology outpatient clinic, paediatric outpatient clinic, 
obstetric emergency room, paediatric emergency room, Basic 
Health Units and in Family Health Strategy activities. 

In Block IV, the students chose activities in external fields 
as an elective work placement, requiring proof of a weekly 
workload of 40 hours. In Block III, the students also carried 
out the fixed weekly face-to-face activities (simulation, case 
discussion and theoretical activity), as mentioned above. 
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to seven weeks. But by distributing the students over the days, 
we were able to ensure that the practice settings were always 
occupied by clerkship students most days of the week. 

The students were actively involved from the initial 
planning phase for the implementation of the Longitudinal 
Integrated Clerkship (LIC). In the fourth year of the course, 
a preliminary presentation of the proposal was made to 
the classes, followed by specific meetings with student 
representatives, with approximately 10 students per 
class, to present the proposed model in detail, listen to 
opinions, clarify doubts and adjust expectations. During 
these meetings, it was emphasised that this was a pilot 
model, subject to ongoing adjustments based on practical 
experience. In addition, compliance with the minimum 
workload established by the National Curriculum Guidelines 
(DCN 2014) for the areas of Family and Community Medicine 
and Emergency Medicine was guaranteed. Throughout 
implementation, regular meetings with class representatives 
were held to continuously monitor students’ perceptions 
of the model adopted, identify positive points and tackle 
challenges identified during the process.

The assessment model during the clerkship was 
multifaceted, trying to include summative and formative 
aspects, with greater weight given to practical activities than to 
theoretical ones. The evaluation tools included: 

Theoretical Assessment: carried out at the end of the 
semester, covering all the content seen during that period; 
60 questions. 

Global Performance Score: carried out throughout the 
rotations by the preceptors who provided feedback/feedforward.

Mini Clinical Evaluative Exercise (Mini-CEX): carried out 
throughout the rotations by the preceptors, following the 
original adapted model, with feedback/feedforward.

Implementation of the longitudinal integrated  
clerkship model

The model was presented to the course coordinators 
and clerkship coordinators to study the feasibility and define 
partnerships with locations for the students’ practical work. 
There was some difficulty in sensitising the practice settings 
to this new model, as they were used to the traditional model 
in which students are stationed every day of the week for five 

Figure 2.	 Illustration of the typical week of blocks III and IV, corresponding to the sixth year of the longitudinal integrated clerkship.

Source: Developed by the authors.
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The two medical schools that took part in the 
implementation of the Longitudinal Integrated Clerkship are 
located in medium-sized cities in the state of São Paulo, with 
populations of approximately 423,000 and 697,000 inhabitants, 
which are part of the Mais Médicos (More Doctors) programme. 
The choice of these locations is relevant because medium-
sized cities have particular contexts in terms of the availability 
of health services, the diversity of clinical scenarios and 
specific operational challenges. These characteristics allowed 
the students to experience different levels of health care, 
integrating teaching with the local needs of the communities. 
This contextualisation is fundamental to properly interpreting 
the results and the feasibility of implementing LICs in similar 
environments in Brazil.

Students’ perception of the longitudinal integrated 
clerkship model

During the clerkship, anonymous questionnaires were 
administered to assess the students’ perception of the model, 
including both closed and open questions. The weak points 
of the model identified were that it did not allow people to 
uniformly experience the routine of the basic health unit, since 
each day there was a different type of care (home visits, prenatal 
care, childcare, adult health, elderly health, child health, mental 
health, team meetings, among others). The change of setting was 
also pointed out as a difficulty, for example, one day of the week 
they were in family medicine outpatient care, which is somewhat 
more controlled; the next day they had to change their mindset 
to urgent and emergency care in the emergency room, which 
requires faster thinking in a more unpredictable environment. 
Another point of dissatisfaction with this model was that in the 
final year of the degree there was no rotation in clinical medicine 
and urgency and emergency, important areas for a medical 
graduate who will most likely work in adult emergency care. 

On the other hand, integrating child health and 
women’s health in the same week was identified as a great 
experience. This provided an integrative experience of these 
two areas, as they dealt with prenatal, labour, postnatal 
and baby care. This allowed the students to appreciate the 
importance of each area, to see the longitudinal nature of 
care and the co-dependency of the different levels of care 
(primary, secondary and tertiary).  In other words, they 
accompanied the pregnant woman from her prenatal stage 
onwards, and were able to take part in the delivery, postnatal 
care and then the care of the newborn. 

Another aspect highlighted positively by the students 
was the compulsory weekly activity of clinical simulation in 
urgency and emergency. This activity accounted for one period 
of the typical week (approximately 4 hours), with an average 

of two to four cases a day. The themes were related to clinical 
medicine, general surgery, paediatrics and gynaecology and 
obstetrics. The simulations took place in the school’s simulation 
centre, using mannequins and trained actors, providing 
realism and effectiveness in the practical learning. The 
students reported that this activity contributed significantly 
to the development of essential clinical skills, decision-making 
capacity under pressure and effective communication with 
patients and healthcare teams, strengthening their preparation 
for professional practice.

DISCUSSION
This experience report describes the implementation 

of a longitudinal integrated clerkship model at two private 
medical schools, which began in 2022. To date, we have found 
no records of LICs in medical schools in Brazil, so this is the first 
experience in the country. Demarzo et. al, from the Federal 
University of São Carlos, proposed a longitudinal clerkship 
with the primary care clinic as its structuring axis, but we 
found no evidence that this model had been implemented.11 
The implementation of our LIC model in two private Brazilian 
medical schools presents a marked contrast with the 
traditional block rotation model. Evidence suggests that LIC 
favours the development of in-depth clinical skills, greater 
patient-centredness and a more robust understanding of 
the healthcare system.1,12 Compared to traditional rotations, 
which tend to fragment the educational experience, LIC offers 
a more holistic and continuous approach for both students 
and patients. 2,13 The Brazilian initiative described here presents 
important parallels in relation to the international experiences 
already documented on LIC, which can contribute to future 
national implementations.14

The advantages of LICs in medical education are 
substantial and varied. Our results highlight several advantages 
also observed in other international studies. Students 
participating in the LIC showed greater satisfaction with the 
continuity of learning and the possibility of building more 
meaningful relationships with patients and preceptors, a finding 
consistent with previous studies carried out in the United 
States, the United Kingdom and Australia, which highlight 
these aspects as key benefits of the LIC.2,5,4 When comparing 
the performance of the individual progress test of these two 
schools in which the LIC was implemented, with the other ten 
courses that use the block clerkship, we observed that the 
performance of the two schools was superior, although not to a 
statistically significant degree. These findings tend to resemble 
international studies that often show similar or superior 
academic performance in LIC students when compared to 
students on traditional rotations.3
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From an organisational point of view, LICs facilitate a 
more integrated approach to medical education, promoting 
better communication between levels of care and between 
different specialities.15 Our students reported the integration 
of family health, women’s health and children’s health as a 
positive point. In other words, they were able to accompany 
the pregnant woman during prenatal care, childbirth and then 
childcare for the newborn. This helps us to see the different 
levels of health and to see how each level interacts and is 
integrated. This integration is fundamental to building cohesive 
health teams and adapting to evolving health needs. This 
integration allowed for a more holistic and longitudinal view of 
health care, a point also emphasised by Brown et al. (2021) and 
Couper et al. (2021), who emphasise the relevance of contextual 
continuities and shared responsibility in the development of 
students’ professional identity throughout the LIC.3,8 Another 
relevant finding refers to the potential community impact. 
Students exposed to the LIC showed greater awareness of local 
needs and an increased ability to offer targeted care adapted 
to the realities of the communities they served, corroborating 
findings in the literature.16

However, the implementation of LICs in the Brazilian 
context has faced significant challenges. Despite the 
advantages, LICs also present several challenges that need 
to be addressed for their successful implementation and 
sustainability.12,13,17 One of the main challenges identified in 
our implementation was institutional and cultural resistance by 
preceptors and teachers to changes in the pedagogical model. 
These people have been trained in a traditional model, and 
those who have worked in education have also always worked 
in the block clerkship model. It took several meetings to explain 
how LIC works and its objectives. One way to sensitise them 
was to show them the experience of internationally renowned 
schools such as Harvard and Duke Universities, which use 
this clerkship model.18 Another challenging point, especially 
for the clerkship coordinators, was the organisation of the 
practice sites, which often required substantial and unforeseen 
resources. These difficulties between the institution and the 
fields of practice have had a negative impact on students and 
teachers due to the constant changes. This difficulty may not 
be evident in public schools that have their own university 
hospital and outpatient clinic. 

This model is concerned with ensuring a balanced 
exposure to all medical specialities, particularly in highly 
complex areas where student contact may be more sporadic 
compared to the block model.4,6,19. When setting up this 
longitudinal clerkship model, we took care to distribute the 
students in the different levels of care (primary, secondary 
and tertiary) and in different fields of practice (outpatient, 

urgent and emergency care, hospital and primary care). Our 
emphasis, however, was on primary care through the students’ 
work in the fields of family health strategy (ESF) and Urgency 
and Emergency, in hospital emergency rooms and emergency 
care units (UPAs). Ensuring adequate and balanced exposure 
remains an essential challenge for the sustainability and 
educational effectiveness of LICs.8,17

One of the fundamental pillars of our pedagogical 
proposal is to prepare students for the challenges of 
professional life. In this context, we included a weekly clinical 
simulation activity in the longitudinal integrated clerkship, 
with a special focus on urgent and emergency situations. 
The simulated scenarios encompass both highly prevalent 
medical conditions such as acute coronary syndrome, 
sepsis, headache, polytrauma, pre-eclampsia, pneumonia, 
bronchiolitis and cardiac arrest, as well as less frequent but 
critical clinical situations in which rapid and precise action 
can determine the patient’s outcome, such as thyrotoxic crisis, 
cauda equina syndrome and febrile neutropenia. In addition, 
the simulations include the development of essential 
competences, such as effective communication with patients 
and healthcare teams, safe medical prescriptions, the correct 
preparation of death certificates and appropriate techniques 
for passing cases between professionals, thus promoting a 
complete medical education in line with the real demands of 
contemporary clinical practice.20

In short, the pioneering implementation of LICs in 
two private Brazilian medical schools demonstrates that it is 
feasible to diversify the medical clerkship models available in 
the country, broadening the pedagogical options in medical 
training. It’s important to emphasise that both traditional and 
longitudinal integrated clerkships have their own advantages 
and limitations, and the choice of one model or the other 
will depend on the institutional context, local needs and 
specific educational objectives. The experience reported 
here makes it clear that, despite the challenges and natural 
resistance to change, it is entirely possible to implement LICs 
in Brazil, enriching the national medical education scene with 
new perspectives and opportunities for students, teachers 
and communities. This initiative reinforces the importance 
of curricular and institutional flexibility, stimulating future 
experiences and comparative studies that contribute to the 
constant improvement of Brazilian medical training.

CONCLUSIONS OR FINAL CONSIDERATIONS
The experience reported in this study shows that the 

pioneering implementation of LIC in two Brazilian medical 
schools is a promising and feasible initiative, capable of 
broadening the spectrum of curricular possibilities in the 
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country’s medical education. The results found reinforce that, 
despite the institutional, cultural and logistical challenges 
faced, the LIC offers important benefits for medical training, 
especially in relation to continuity of care, the patient-centred 
approach and curriculum integration. This initiative underlines 
the importance of careful planning, transparent communication 
and institutional flexibility to overcome obstacles. Finally, it is 
hoped that this experience will encourage other medical schools 
to explore innovative clerkship models, promoting medical 
training that is even more in tune with the contemporary needs 
of Brazilian society and its health.
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