CME Course: Faculty Teaching Rounds
Department of Medicine
Beth Israel Medical Center

Introduction to the Course

Serving as ward teaching attending occurs within the context of a CME course we have set up.
The course centers around faculty development and practice of teaching and evaluation skills.

The course is designed to provide you with instruction and support materials to enhance your
teaching skills, and venues in which to implement and reflect upon using these skills.

The course is approved for up to 27 AMA PRA Category 1 credits.

You will need to fill out the enclosed CME form and fax it to the IM Program Office at 212-
420-4615 in order to receive your CME credits.

To complete the course and receive your CME, you should:

1. Attend and participate in the course sessions, which are:
a. Beginning of the block meeting.
b. 9 am Monday conferences in 18 Baird Hall Conference Room.
c. Daily teaching rounds.
d. End of the block meeting.

Review the course materials in this packet.

3. Review additional course materials and expectations on our website,
www.bimcmedicine.org (click on the “Faculty” at top center of screen, and then
follow appropriate link). USERNAME: “BIMC” PASSWORD: “TODAY”

4. Complete your house staff and medical student evaluations.

5. Complete one Mini-CEX direct observation exercise for each internal medicine house
officer on your team and log this on New Innovations.

6. Complete and return the CME form by fax to the IM Program Office at 212-420-4615.

no

Questions about evaluations or New Innovations should be directed via email to Joan Neufeld
at Jneufeld@chpnet.org

Thank you for the time and effort you put into training our house staff. The Program welcomes
your feedback and suggestions on this CME course and ways to make it better.

Daniel I. Steinberg, MD
Program Director
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I ATTEST THAT | HAVE ATTENDED THE FOLLOWING SESSIONS (Please TALLY UP the credits earned)

+ Attended the Beginning of Block Session (1 AMA Credit)
+ Reviewed the Course Materials (1 AMA Credit)
¢ Participated in the 9am Monday conferences (1 AMA Credit each x 4 max)
¢ Provided teaching rounds each day other than Monday (5 AMA Credits/week x 4 max = 20)
¢ Participated in the End of Block Session (1 AMA Credit)
¢ | ATTEST THAT I HAVE FILLED OUT MY HOUSE STAFF AND STUDENT EVALUATIONS YES (Required)
¢ | ATTEST THAT | HAVE EARNED (TOTAL OF ABOVE) CATEGORY 1 AMA/PRA CREDITS FOR
ATTENDING THIS COURSE.
¢ DATES ORBLOCK THAT YOU TOOK THE COURSE
¢ PRINT YOUR NAME:
(IF ILLEGIBLE, WE WILL BE UNABLE TO PROVIDE CREDIT)
¢ SIGNATURE:
Reqularly Scheduled Series (RSS) Session Evaluation
1. I will make changes to my teaching of trainees based on what | have learned. [ Yes ] No
2. 1 will make changes to my clinical practice based on what | have learned. [Yes [1No
3. List at least one change/application to your teaching or practice that you plan to make:

. Did you find the course materials educational? [ Yes I No
. Did you implement the course materials during the course? [ Yes ] No
. Were the sessions balanced and free of commercial bias? [ Yes I No

CME CREDIT WILL NOT BE ISSUED UNLESS THIS FORM HAS BEEN COMPLETED
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Teaching Attending Rounds Schedule

Attending Monday Tuesday Wednesday Thursday Friday
Teaching
Rounds Options
Observe Handoff | 7:00-7:30am 7:00-7:30am 7:00-7:30am 7:00-7:30am 7:00-7:30am
Walk and Work
Bedside 7:30-8:30am 7:30-8:30am 7:30-9:00am 7:30-9:00am 7:30-9:00am
Teaching Rounds
(NOTE: AM
Resident Report
8:00-9:00am)
(NOTE: Grand
Rounds
8:30am-9:30am)
Multidisciplinary
Attending
Rounds/Teaching | 12:00-1:00pm
Conference
Other Teaching
Time Options: 9:30-10:30am 9:00-10:00am 9:00-10:00am 9:00-10:00am
2:00-3:00pm 2:00-3:00pm 2:00-3:00pm 2:00-3:00pm 2:00-3:00pm
3:00-4:00pm 3:00-4:00pm 3:00-4:00pm 3:00-4:00pm 3:00-4:00pm

General Information:

1. Daily requirement of 1 hour per day, Monday to Friday.

2. Flexible teaching schedule to accommodate faculty and residents’ schedules:
e Many options—work with your resident to plan what works best for the team
e Early Morning (730am to 9am) or Afternoon (after 2pm) rounds preferred
e Avoid afternoon rounds when all team members cannot be present, including students
¢ Avoid afternoon rounds on admitting days

4. GOALS

e As much bedside teaching as possible.
e As much direct observation of history and physical exam skills as possible.

e Joining morning work rounds is an ideal teaching venue—allows for direct observation and demonstration
of H+P skills, teaching on the fly, brief and practical management related literature/article reviews, case
presentations, etc.



Department of Medicine
Internal Medicine Residency Training Program
Beth Israel Medical Center

Faculty/Resident Interdisciplinary Case Conference
Faculty Guidelines

WHEN: 12:00 pm every Monday
WHERE: 18 Baird Hall Conference Room

1. Please be on time. We start promptly at 12pm.
2. Please sit near the front of the room.
3. Please do not interrupt the residents while they are presenting.

4. Save teaching points until the end of each presentation. EKGs and imaging
can be commented on as they are presented, as appropriate.

5. Presenters change on the quarter hour (15 minutes per case.)
6. If you ask for facts or information, explain why you are doing so.

7. Focus on the assessment and plan, in particular the residents’ differential
diagnosis and management decisions.

8. Cite evidence and clinical trials whenever possible.

THANK YOU

YOUR PARTICIPATION IS MUCH APPRECIATED!



Department of Medicine
Beth Israel Medical Center

Feedback in Medical Education: Definition, Importance and
Techniques

What is the difference between feedback and evaluation?

Feedback is given throughout a rotation and provides the learner an opportunity to
demonstrate improvement. Evaluation is done at the end of a rotation and is final; there
is no chance for the learner to demonstrate improvement.

General principles of giving feedback

You gotta say it! Say: “I’d like to give you some feedback.” Saying the word feedback
clearly every time helps it register with the learner that they are receiving feedback.

ASAP: Give feedback as soon as possible. Preferably the same day an issue is noted.
This gives learners the most time to implement it and demonstrate improvement. Patient
safety may depend on timely feedback.

Check: Check that the expectation was understood. Have the learner tell you what the
expectation or plan was. If people aren’t clear on what they need to do, they can’t do it.
Also, asking “is everything ok today?” before giving feedback on poor performance may
reveal important information (fatigue, issue in one’s personal life, etc.)

Be specific: Never say “Great job” or “You need to be more organized.” These are
vague and not helpful. Instead, try “Great job identifying the S3 heart sound, your
knowledge of the surface anatomy and how to elicit the sound was spot on.” Or “I see
that you didn’t check the SMA-7 or order the CT scan as we had discussed on rounds this
morning. We identified these as priorities on rounds. | think you may need to be more
organized—Iet’s review your to do list together.”

Make a sandwich: Point out something positive the learner is doing, then give
constructive/negative feedback, then provide clear suggestions for improvement. This is
called the “feedback sandwich.”

Advertise or privatize: Give positive feedback to a learner in front of others and give
constructive/negative feedback one on one in private.

Tell someone! The Residency Program loves to receive positive feedback about our
trainees. We often will put this into letters for fellowships or jobs. Also, we need to know
about trainees that are not responding to feedback, so that additional evaluation and
support can take place.

Specific and detailed comments on performance evaluations are critically important
for trainee development. AND....peer and faculty comments are (appropriately)
excerpted and put into letters for fellowship and jobs!



Two Approaches to Questioning Trainees on Teaching Rounds
Beth Israel Medical Center
Internal Medicine Residency Training Program

1. Socratic questioning develops a learner’s understanding through questions that “bring the
trainee along”, or clearly “show the way” to the answer. Successive questions are linked in such a
way that understanding is built as each question is answered. There is a narrative or story-like feel.

In Socratic questioning, a wrong answer is the fault of the teacher, not the learner. The
answers to questions should be obvious and intuitive. Asking “guess what | am thinking”
questions, or those in which the answer is unclear, are sometimes called the “traumatic Socratic”
method; this should be avoided.

2. Questioning for knowledge is used to assess a learner’s baseline, or to evaluate how well the
teacher has taught previously covered material. Questions that assess knowledge of diagnostic,
therapeutic or other approaches to situations are very useful. Factual recall questions can be very
helpful in assessing knowledge, but these should be clinically relevant, appropriate for training
level, and not used exclusively.

Example: (The type of question is labeled after each, S = Socratic, K = knowledge)

Teacher: “So | see that Mrs. Jones, our patient with lymphoma, has a deep vein thrombosis. How
do you want to treat her acutely?” K

Learner: “I’m not sure if I should use IV unfractionated heparin or enoxaparin. I know that it’s
one of those, though.”

Teacher: “Good. Those are indeed our two options. Let me ask you this: if you had a choice
between two therapies, and one was known to be better, which would you pick?” S

Learner: “The one that is known to be better, of course.”

Teacher: ““Certainly. But “better” is a little vague, | am sure you agree. Let’s try to define what
we mean a bit: what types of clinical outcomes are we trying to prevent when we treat
a patient with a DVT? In other words, what don’t we want to have happen to this
patient?”” S

Learner: “Well, we don’t want the patient to get a PE, or another DVT for that matter. | guess
we also don’t want the patient to die of a PE or need intubation.”

Teacher: “All great points. So would you agree that the ““better”” treatment for Mrs. Jones is the
one that we know prevents some or all of those?” S

Learner: “Sure, yes.”

Teacher: “And where might we find information on how unfractionated heparin compares with
enoxaparin for the treatment of DVT?” K

Learner: “In the literature? | know there are clinical trials.”

Teacher: “There sure are. Now, there are many kinds of clinical trials, right? What type of
clinical trials or reviews would provide us the most reliable information?” K



Two Teaching Tools
Beth Israel Medical Center
Internal Medicine Residency Training Program

The One Minute Preceptor Model

1. Get the learner to commit. (this is the critical and most important step)

Example: A patient presents with acute right knee pain and swelling.
“What do you think is going on?”’
Best answers are specific:  “I think this patient has acute gout. Cellulitis, DVT or a fracture

are less likely.”
Some are less focused: “It could be inflammatory, it could be trauma, or infection”

2. Probe for supporting evidence.

“Why do you think that is what is going on?”’

3. Reinforce what was done well.

“Your reasoning is great; fever and cough with crackles on exam do point to pneumonia”

4. Give guidance on errors or omissions.

“Remember to listen in the right mid-axillary line to auscultate the right middle lobe.”

5. Teach a general rule.

“In patients with community acquired pneumonia, systolic BP less than 100 is associated
with a five fold increase in mortality, so you must always take it very seriously.”

The “Why, Why, Why...” Model

This approach probes for reasoning by asking the question “Why?” repeatedly until the underlying cause
of a process is revealed to the learner.

In the example below, the underlying cause of DKA in a patient is revealed, and the “treatment” for this
patient’s DKA is actually to start methotrexate.....

Learner:

Teacher:
Learner:
Teacher:
Learner:
Teacher:
Learner:
Teacher:
Learner:
Teacher:
Learner:
Teacher:

“So in summary this is a 52 year old male with DM2 and rheumatoid arthritis, who presents
in diabetic ketoacidosis.”
“Why do you think they are in DKA?”
“I think its non compliance with his insulin.”
“Certainly possible. Why is the patient not taking his insulin?”
“The patient says he can’t manipulate the syringes well.”
“Why might that be?”’
“He said his hands get too sore and painful.”
““| see you’ve taken a careful history, which is great. Why might his hands be hurting?”
“His rheumatoid arthritis could be out of control.”
“That’s an excellent thought. Why might his RA symptoms be uncontrolled?”
“Hmmm...he doesn’t seem to be on methotrexate, we should probably consider starting it”
“l agree. Why would you pick methotrexate for this patient?”...............



CME Course: Faculty Teaching Rounds
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Assessment and Evaluation by the 6 ACGME Core Competencies

1. Patient Care
“Residents must be able to provide patient care that is compassionate, appropriate, and effective for
the treatment of health problems and the promotion of health.”

Ways to evaluate: H+P skills and accuracy, patient assessments and plans/medical decision
making, resident admission notes, counseling, leadership and team management skills.

2. Medical Knowledge

“Residents must demonstrate knowledge of established and evolving biomedical, clinical,
epidemiological and social behavioral sciences, as well as the application of this knowledge to
patient care.”

Ways to evaluate: Quality of differential diagnoses, ability to appropriately select and interpret
basic tests, knowledge of medications and other therapies, IM *“core content” knowledge.

3. Practice-based Learning and Improvement

“Residents must demonstrate the ability to investigate and evaluate their care of patients, to appraise
and assimilate scientific evidence, and to continuously improve patient care based on constant self-
evaluation and life-long learning.”

Ways to evaluate: Able to implement feedback into practice? Awareness of strengths and
weaknesses? Use of information technology, ability to search, appraise, and apply literature to
clinical practice. Inquisitiveness, willing to look things up.

4. Interpersonal and Communication Skills
“Residents must demonstrate interpersonal and communication skills that result in the effective
exchange of information and collaboration with patients, their families, and health professionals.”

Ways to evaluate: Observation of communication skills with patients, families, social workers,
nurses or other physicians; ability to work as part of a team or be a leader, clarity and timeliness
of notes, quality of discharge summaries and instructions, clarity of topic/case presentations.

5. Professionalism
“Residents must demonstrate a commitment to carrying out professional responsibilities and an
adherence to ethical principles.”

Ways to evaluate: Compassion, integrity, respect for colleagues and for patient
privacy/autonomy; sensitivity to age, religion, race, culture, gender, sexual orientation
differences; responsiveness to patient needs, accountability to patients, peers and the profession.

6. Systems-based Practice

“Residents must demonstrate an awareness of and responsiveness to the larger context and system of
health care, as well as the ability to call effectively on other resources in the system to provide
optimal health care.”

Ways to evaluate: Ability to work in a multi-disciplinary team, coordination of inpatient with
outpatient care, commitment to patient safety and quality improvement, apply cost, risk/benefit
and resource allocation considerations to practice.

Source: ACGME Program Requirements for Graduate Medical Education in Internal Medicine, July 1, 2009, www.acgme.org



Department of Medicine
Beth Israel Medical Center
Faculty Development Workshop

Assessment and Evaluation of Trainees by the ACGME Core Competencies

Please circle the Core Competencies that can be assessed and evaluated in each scenario:

1. Observing a resident inform a patient that they have colon cancer.

Patient Care Medical Knowledge Practice Based Learning and Improvement  Interpersonal/Communication Skills
Professionalism Systems Based Practice

2. Reviewing a resident’s discharge summary.

Patient Care Medical Knowledge Practice Based Learning and Improvement  Interpersonal/Communication Skills
Professionalism Systems Based Practice

3. Listening to a case presentation that includes a reference to a randomized controlled trial.

Patient Care Medical Knowledge Practice Based Learning and Improvement  Interpersonal/Communication Skills
Professionalism Systems Based Practice

4. Giving a resident feedback that they missed a few important things on a physical exam

Patient Care Medical Knowledge Practice Based Learning and Improvement  Interpersonal/Communication Skills
Professionalism Systems Based Practice

For each scenario, circle the Core Competencies in which problems exist.

5. A resident is late for rounds repeatedly, despite feedback by you that they should be on time.

Patient Care Medical Knowledge Practice Based Learning and Improvement  Interpersonal/Communication Skills
Professionalism Systems Based Practice

6. A resident calls for a consult and is not able to summarize the case or clearly formulate a question.

Patient Care Medical Knowledge Practice Based Learning and Improvement  Interpersonal/Communication Skills
Professionalism Systems Based Practice

7. Resident punctures brachial artery when drawing blood, but doesn’t mention this in the procedure note.

Patient Care Medical Knowledge Practice Based Learning and Improvement  Interpersonal/Communication Skills
Professionalism Systems Based Practice

8. A resident does not time their progress note.

Patient Care Medical Knowledge Practice Based Learning and Improvement  Interpersonal/Communication Skills
Professionalism Systems Based Practice
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Recognizing Sleep Deprivation and Fatigue in Trainees

The ACGME requires that the faculty be educated on recognizing the signs and
symptoms of sleep deprivation and fatigue.

1. What are the signs and symptoms of sleep deprivation and fatigue?

American Academy of Sleep Medicine Signs and Symptoms of Sleep Deprivation and Fatigue

--Falling asleep in conferences or teaching rounds (environment can unmask sleepiness but does
not cause sleepiness)

--Feeling restless or irritable with people

--Having to check your work repeatedly

--Difficulty focusing on the care of your patients

--Feeling like you just don't care

There is a power presentation from the American Academy of Sleep Medicine on the
www.bimcmedicine.org website for your review.

2. What is the Internal Medicine Training Program’s process for handling
trainee sleep deprivation and fatigue?

If they are too tired to continue work or to get home safely, house staff should report this to either
their immediate supervisor (resident or fellow), the chief medical resident on call, their faculty
supervisor, or one of the program directors.

Arrangements will be made to remove the house officer from duty and provide them time to sleep.

We have a “NO FAULT, NO BLAME, NO QUESTIONS ASKED” policy regarding those house
officers who self report that they are too fatigued to continue work or get home safely.

If you suspect a trainee is too fatigued to work or return home safely, please discuss it
with them. Alternatively, you can notify the chief medical residents or the any of the
program directors.
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Improving Bedside Teaching: Findings from a
Focus Group Study of Learners

Keith N. Williams, MD, MSME, EdM, Subha Ramani, MBBS, MMEd, MPH,
Bruce Fraser, PhD, and Jay D. Orlander, MD, MPH

Abstract

Purpose

Literature reviews indicate that the
proportion of clinical educational time
devoted to bedside teaching ranges from
8% 10 19%. Previous studies regarding
this paucity have not adequately
examined the perspectives of learners.
The authors explored learners’ attitudes
toward bedside teaching, perceptions of
barriers, and strategies to increase

its frequency and effectiveness, as well as
whether learners’ stages of training
influenced their perspectives.

Method

Six focus group discussions with fourth-
year medical students and first- or
second-year internal medicine residents
recruited from the Boston University
School of Medicine and Residency
Program in Internal Medicine were

conducted between June 2004 and
February 2005. Each 60- to 90-minute
discussion was audiotaped, transcribed,
and analyzed using qualitative
methods.

Results

Learners believed that bedside teaching
is valuable for learning essential clinical
skills. They believed it is underutilized
and described many barriers to its use:
lack of respect for the patient; time
constraints; learner autonomy; faculty
attitude, knowledge, and skill; and
overreliance on technology. Learners
suggested a variety of strategies to
mitigate barriers: orienting and including
the patient; addressing time constraints
through flexibility, selectivity, and
integration with work; providing learners
with reassurance, reinforcing their

autonomy, and incorporating them

into the teaching process; faculty
development; and advocating evidence-
based physical diagnosis. Students
focused on the physical diagnosis aspects
of bedside teaching, whereas views of
residents reflected their multifaceted
roles as learners, teachers, and
managers.

Conclusions

Bedside teaching is valuable but
underutilized. Including the patient,
collaborating with learners, faculty
development, and promoting a
supportive institutional culture can
redress several barriers to bedside
teaching.

Acad Med. 2008; 83:257-264.

There is a general uneasiness both in the
minds of the public and also in the
practicing physician, that future
specialists in internal medicine will
become mostly reliant on laboratory,
computerized, nonpersonal techniques of
management, and the patient as a human
being with emotional and psychological
aspects will be forgotten. If such
physicians are to come into being, it must
be due to the kind of training and
environment to which they are exposed in
their years in medical school.

—L.H. Nahum

Bedside teaching, clinical teaching
done in the presence of a patient, has
been a fundamental component of
medical training in the United States
since the institution of modern methods
of instruction in the late 19th century.
Although few data exist regarding the

Please see the end of this article for information
about the authors.

Correspondence should be addressed to Dr.
Williams, c/o Dr. Ramani, Boston University School of
Medicine, 715 Albany St., Vose 320, Boston, MA
02118; telephone: (617) 638-7985; fax: (617) 638-
7905; e-mail: (Keith.Williams@bmc.org).

effectiveness of bedside teaching, many
medical educators espouse its value in
training physicians.!~'7 It seems logical
to assume that clinical skills related to
physician—patient communication,
physical examination, clinical reasoning,
and professionalism are better learned

at the bedside than in a classroom.
Nevertheless, the proportion of clinical
educational time devoted to bedside
teaching has ranged from 8% to 19%
since the 1960s.18-2% Although medical
educators have speculated on the reasons
for this paucity, few studies have
examined the issue systematically.
Existing studies have had a limited scope
or have explored bedside teaching only
from the perspective of teachers.>*-28
Although numerous guidelines
advocating specific bedside teaching
strategies have been published, it is
unclear whether the perspectives of learners
influenced their development.?®-42

Learners are likely to have unique

and valuable perspectives on bedside
teaching; any effort to increase or
improve bedside teaching should
consider their views. Our objectives were

Academic Medicine, Vol. 83, No. 3/ March 2008

to explore learners’ attitudes toward
bedside teaching, perceptions of barriers,
and strategies to increase its frequency
and effectiveness. We included learners
at different stages of training to assess
whether experience influenced perspective.

Method

With the exception of the principal
investigator (K.W.), all coinvestigators
had qualitative research experience
before the conduct of this study, and
one (B.F.) taught a graduate course on
qualitative research. We conducted six
focus group discussions between June
2004 and February 2005 with students
from the Boston University School of
Medicine and residents from the Boston
University Residency Program in Internal
Medicine. All prospective participants
received an e-mail letter of invitation.
Participation was voluntary and
confidential, and verbal consent was
obtained from all participants. We
audiotaped discussions and transcribed
them verbatim. The institutional review
board of the Boston University Medical
Center approved the research protocol.

257
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We sought varied perspectives by
recruiting participants at different
stages of training. Groups one and two
consisted of fourth-year students. Groups
three and five consisted of “first-year”
internal medicine (IM) residents, and
groups four and six of consisted of
“second-year” IM residents; by definition,
the former had completed one year of
postgraduate study, and the latter had
completed two.

We defined bedside teaching as clinical
teaching in the presence of a patient. We
constructed open-ended questions to
explore learners’ experiences and
opinions regarding bedside teaching. We
asked whether they learned from bedside
teaching and, if so, what they had
learned. We asked about the quality and
quantity of bedside teaching they
received. Finally, we solicited their views
on barriers to bedside teaching and
suggestions on strategies to increase its
frequency and effectiveness. The
interviewer (K.W.) pursued relevant
themes and sought clarification or
elaboration as required. Participants had
ample opportunity to express unsolicited
opinions.

Focus group discussions were 60 to 90
minutes in duration. The principal
investigator (K.W.) conducted all
interviews and, using standard qualitative
methods, coded the transcripts.*> We
grouped coded passages into major
categories and identified prominent
themes that emerged. We also identified
contrasting responses across the
experience levels of participants.

Results

Thirty-three students and residents
participated in one of six focus group
discussions (Table 1). All residents had
attended medical school in the United
States or Canada. Coded passages
generated several categories: value of
bedside teaching, quantity and quality of
bedside teaching, barriers to bedside
teaching, and strategies to increase and
improve bedside teaching. Differences
between students’ and residents’ views
were apparent and reflected differences in
their roles. When applicable, we have
noted the level of learner. Statements
represent the views of learners and not
the authors.

Value of bedside teaching

Learners believed bedside teaching is
valuable, if not essential, for learning
skills relating to physician—patient
communication, physical examination,
clinical reasoning, and professionalism
(List 1). They reported that observing the
resident or attending physician interact
with patients is often instructive. Learners
indicated that patients also benefit from
bedside teaching encounters, and they
emphasized that discussions of topics not
directly related to patient care are more
appropriately taught elsewhere.

It’s very powerful if you see the example
on an actual person, and especially if you
know more about their story, their
background, you’re more likely to take
something away from that experience,
whether it be some kernel of knowledge
about a disease or a certain way of
interacting with patients. (Fourth-year
medical student)

List 1

Knowledge and skills learned with
bedside teaching

e Obtaining a medical history

e Performing a physical examination

e Generating a differential diagnosis

e Formulating a management plan

e Applying clinical reasoning

e Communicating effectively

o Exhibiting professional bedside demeanor
e Demonstrating empathy

e Performing diagnostic and therapeutic
procedures

e Acquiring knowledge about medical
instrumentation

Quantity and quality of bedside
teaching

Learners stated that bedside teaching is
underutilized and that there are missed
opportunities for bedside teaching. They
reported that the quantity and quality of
bedside teaching vary greatly among
faculty and, for students, between
clerkships. Students noted the most
bedside teaching during their IM
clerkships, but even there, quantity and
quality vary.

We do [bedside teaching] rarely because I
feel like when it happens it stands out so
much. (Second-year IM resident)

Barriers to bedside teaching

Viewing bedside teaching as the interplay
of patient, teacher, and learner in the
context of the learning environment,
barriers were classified as personal,
interpersonal, or environmental (Table 2).

Table 1

Characteristics of 33 Volunteer Participants in Six Focus Groups on Bedside
Teaching, Boston University (BU) School of Medicine and BU Residency Program

in Internal Medicine, 2004-2005

1 Fourth-year 3
student

2 Fourth-year 4
student

3 First-year resident 5
Second-year 3
resident
First-year resident 3

6 Second-year 3
resident

258

5 1 0 1
3 2 0 2
0 NA
0 NA

1 NA
0 3 1 NA

2 3 NA  NA NA
1 2 NA  NA NA
NA NA 0
NA NA 0
NA NA
NA NA 2 2 0

Academic Medicine, Vol. 83, No. 3/ March 2008
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Table 2

Barriers to Bedside Teaching, and Strategies to Increase and Improve Bedside
Teaching, Compiled from Six Focus Groups on Bedside Teaching, Boston
University (BU) School of Medicine and BU Residency Program in Internal
Medicine, 2004-2005

Personal Low initiative for teaching Increase teaching initiative with institutional incentives
T B T
o Explicit teaching expectations for teachers
e Explicit learning objectives for students and residents
T S e Beveion teachine s T bt daveiommmn ™
resident training initiatives
e Create a supportive learning environment (e.g.,
admission by teachers of own limitations/errors)
e Acknowledge learners’ needs
e Plan teaching in a flexible manner to accommodate work
schedules
o Selectively and efficiently integrate teaching with work
e Set time limits when teaching
Inadequate clinical knowledge and/or skills (facuity) | Improve dlinical knowledge and/or skills through faculty
development initiatives (e.g., advanced training in evidence-
based physical diagnosis)
Interpersonal Lack of patient cooperation e Request permission from the patient
e QOrient the patient to the dual purpose of the bedside
session (i.e., patient care and teaching)
¢ Include the patient in discussions and answer questions
¢ Inform the patient about his/her care (i.e., patient
education)
T e
compromised relationship with the patient ¢ Negotiate an appropriate level of autonomy with learners
e Create a supportive learning environment
e Share teachi ibili ith t b
e Create a supportive learning environment
Patient
e Request permission from and orient the patient
¢ Include and inform the patient
Environmental Lack of time attributable to high patient volume and turnover e Reduce service caps on the number of patients admitted
and/or managed
e Create nonteaching services for patient overflow
Deficient institutional expectations/incentives for teaching Increase institutional expectations/incentives for teaching
with:
e Explicit teaching expectations/incentives for
faculty/residents
e Explicit learning objectives for residents/students
T A T
legitimate rewards for excellence in teaching
Devaluation of clinical skills by technology | Emphasize evidence-based clinical diagnosis through facuity
development and resident training initiatives
e T
o G o i i Sy e
R e RGeSy e
B RGeSy e
Personal barriers are factors attributable the learning institution as well as Lack of respect for the patient. Learners
to individuals, whereas interpersonal structural and functional aspects of the expressed concern for patients’ welfare
barriers represent aspects of the patient-care environment. Several and recognized that their own education
relationship between at least two overarching themes emerged from the is secondary to patient care. Bedside
individuals. Environmental barriers data: lack of respect for the patient; time discussion of sensitive 