
The Clinician-Educator’s Handbook

Chapter 9 

Bedside Teaching

“There should be “no teaching without the patient for a text… ” Sir William 
Osler
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OBJECTIVES
After studying this chapter, the reader should be able to:

explain the differences between bedside teaching in the inpatient and 
outpatient settings

 set goals and objectives for bedside teaching 
 effectively conduct an inpatient bedside teaching session, while preserving 

the well-being and dignity of the patient 

WHY AND WHEN BEDSIDE TEACHING 
While bedside teaching can take place in either the inpatient or the

outpatient setting, there are substantial logistical and educational differences 
between the two settings.  Bedside teaching is generally the modus operandi in 
outpatient settings, such as the clinic or emergency room, where a learner sees 
the patient and presents the patient to the instructor, who then accompanies the 
learner back into the patient’s room to verify findings and communicate directly 
with the patient.  Most often in this setting, the team consists of a single learner 
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and an attending physician.  They are both in the same place at the same time 
and are responsible for making a decision about the immediate management of 
that patient.  In contrast, on the inpatient service, the learner sees the patient, 
and the teacher may not come by until hours later or even the next day.  On 
rounds, most members of the team, other than the presenter, have never 
spoken to or examined the patient, and in many cases the teacher may not be 
the patient’s doctor and may have little or no responsibility for decision making. 

A number of authors have commented on the decline in bedside teaching 
over the past three decades, especially in the inpatient setting.  The most 
obvious reasons for this decline are the increased reliance on technology, 
including imaging and laboratory tests, increased physician workload and time 
constraints, heightened concern about patient privacy, and a variety of 
psychological factors. 

Aside from Osler’s quote above and the passion of many clinician teachers, 
are there really compelling reasons for bedside teaching?  While there is data 
indicating that many clinicians and some students prefer visiting the bedside 
together, the authors could not find data that bedside teaching is more effective
than “distant” teaching.  When Osler said that there should be no teaching 
without a patient, was he implying that all teaching must take place in the 
presence of the patient, or did he mean that all teaching should be case 
centered as opposed to topic centered? 

Although there is little proof that bedside teaching is superior to teaching 
which does not take place at the bedside, most authors in this area consider it 
to be self-evident that bedside teaching is critical and in danger of becoming a 
lost art.  Certainly, one would not teach someone to swim without observing him 
in the water, and one would not coach a tennis player without watching him on 
the court.  But these are predominantly psychomotor rather than intellectual 
skills.  Most law students graduate without ever being observed speaking to a 
real client or jury or examining a real witness.  

In 1993, in a commentary on bedside teaching, Fitzgerald wrote, “Physical 
diagnosis skills are clearly on the decline among American house officers.”  
Although she provided no data for her statement, this perception is shared by 
many (including the authors of this book), and there are studies showing 
inadequate cardiac examination skills in house staff and faculty (Jones) and no 
improvement in these skills beyond the third year medical student level 
(Vukanovic-Criley).  Today, computer skills, such as ordering and retrieving 
laboratory and imaging results, may be more important to the moment-to-
moment survival of the house officer than is the skill of physical examination.  
Intuitively, we believe that bedside teaching would be one solution to the 
decline in physical diagnosis skills. 

There is a tendency to romanticize bedside teaching, and truly disinterested 
reviews of this topic are rare.  Most articles begin with the premise that bedside 
teaching is an important and positive learning experience, and at best analyze 
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the obstacles to beside teaching rather than the advantages and 
disadvantages.  The author of an essay in a prominent journal of internal 
medicine offered much sound advice about how to conduct bedside teaching 
but also told of taking 16 learners with him, unannounced, into a patient’s room, 
where the student presented the case.  According to the author, the results 
were invigorating to all, but the students were not tested on what they learned, 
and the learning was not compared to that of a conference room discussion of 
the same patient (LaCombe). The patient was not given a confidential 
opportunity to tell how he felt, nor was his level of comfort measured objectively.  
Nevertheless, the article engendered eight glowing letters-to-the-editor in 
support of the author’s viewpoint and no letters expressing concern.  In a study 
by Nair and coworkers, while the majority of patients were pleased with bedside 
teaching and felt that it improved their understanding of their problems, 17 
percent (almost 1 in 5) reported that it made them anxious and 12 percent 
(more than 1 in 10) felt that it breached confidentiality. 

The amount of bedside teaching varies in different clinical settings.  It is the 
norm in outpatient settings, where it is generally accepted that, at some point, 
the attending physician will go into the room and see the patient with the 
learner; it is common when a consulting attending rounds with his specialty 
team; and it is common in many intensive care units.  It seems that bedside 
teaching is most conspicuously absent from general attending rounds, and most 
of the articles bemoaning the lack of bedside teaching have focused on this 
setting.  Therefore, the discussion below will focus on bedside teaching during 
general teaching rounds on the inpatient unit, when bedside teaching is not 
always integral to patient care.
 Bedside teaching will flourish only if it adapts to the current practice of 
medicine.  The open wards in which Osler taught are gone.  Most hospital 
general inpatient units are composed of private or semiprivate rooms which do 
not easily accommodate an instructor and up to ten learners.  Patient privacy is 
not only a right; it is now federally mandated.  Faculty are busier than ever, and 
house staff learning time is restricted not only by workload but also by 
regulatory requirements. Mooradien et al. reported that they were able to 
increase faculty time at the bedside during teaching rounds by giving feedback 
to the attending physicians, distributing relevant literature to teachers and 
learners, and explaining to the house staff the need to prepare the patients for 
the bedside sessions.

115



Turner, Palazzi, Ward 

Table 15. 
Advantages and Disadvantages of Bedside Teaching for the Learner 

Advantages Disadvantages 

Learner can observe physical 
findings

Being asked to demonstrate or interpret 
a finding can be stressful to the learner 

Learner can observe physician-
patient interaction 

Learner may be embarrassed by his 
lack of knowledge in front of patient 

Learner can see patient’s level of 
comfort or distress 

Bedside teaching can be time 
consuming

Learner can hear history directly 
from patient 
Learner can participate in discussion 
with patient 

Table 16. 
Advantages and Disadvantages of Bedside Teaching for the Patient

Advantages Disadvantages 

Can inform and educate patient about 
his illness 

Can raise new concerns and 
irrelevant fears 

Can help patient feel involved in his own 
care

Being seen and discussed by many 
physicians and students can be 
embarrassing or stressful for the 
patient
Can cause physical discomfort (e.g. 
removal of a dressing; 
demonstration of pain on movement 
or palpation of a joint) 

HOW TO CONDUCT BEDSIDE TEACHING EFFECTIVELY

Determining goals and objectives 
If we acknowledge that bedside teaching is important, we then need to ask 

when and why?  Is it important for teaching specific facts about the individual 
patient or his disease, or is it important primarily for teaching physical 
diagnosis?  Is it important for teaching communication and for modeling 
physician-patient interaction?  Only by clarifying the goals and objectives of 
teaching at the bedside can we decide when bedside teaching should be 
incorporated into rounds.  In which domains of teaching is the bedside 
encounter most critical—knowledge, skill, or attitude?  Kroenke et al suggest 
that the bedside is the “ideal setting for teaching physical examination, medical 
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interviewing, and interpersonal skills.”  They also note that demonstrating 
physical findings is the most commonly reported objective for bedside teaching.  

Given the time and inconvenience involved in bedside teaching, the risk of 
spreading infection to or from the patient (especially when a large team enters 
the patient’s room), and other potential disadvantages, there needs to be a valid 
goal for undertaking such an activity, and the goal of bedside teaching is to 
teach that which cannot be taught distant from the bedside or that which is 
learned best at the bedside.  This includes items such as taking a history and 
performing a physical examination, interacting with the patient, understanding 
the patient as a person, and appreciating the impact of the illness on the patient 
and his family. 

Each inpatient team needs to decide which learning objectives are important 
and which apply to the individual patient who might be visited.  The team should 
decide if all patients will be visited during teaching rounds, all the new patients, 
or only selected patients. 

Janicik and Fletcher reported on a series of workshops aimed at improving 
bedside teaching.  They listed numerous advantages and barriers to bedside 
teaching and developed a model of “best bedside teaching practices” that 
included three domains: attending to the patient’s comfort, focused teaching, 
and group dynamics.  Attending to patient comfort includes asking the patient 
for permission, introducing everyone in the group and explaining things in lay 
terms.  Focused teaching hones in on items such as role modeling, diagnosing 
the patient, observing the learners, and providing feedback.  Issues of group 
dynamics include getting everyone to participate and time management.

Ramani offered 12 tips to improve bedside teaching. Interestingly, all but two 
would be considered standard educational practices, which apply to teaching in 
almost all settings.  For example, the first three tips are: prepare for the session, 
have a plan, and orient the learners.  Each of these would be equally sound 
advice for a lecture or a small group discussion.  The two tips that are relatively 
unique to the bedside are to demonstrate the physician-patient interaction and 
not to overshadow the house officer in front of his patient.

Preparing the patient 
When appropriate, obtain consent from the patient or parent.  When the 

bedside encounter is truly part of patient care, as on work rounds, permission is 
not required, although simple courtesy would include introductions and 
explaining why the team is there.  When the encounter is for teaching purposes 
only or includes individuals (learners or teacher) not involved in the care of that 
patient, consent from the patient is required.  This can be done by the house 
officer or the attending physician in advance of the bedside visit or just before 
entering the room.

Preparing the patient and family includes explaining who will be coming into 
the room, what will be done, and why.  Will anyone other than you be examining 
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the patient, or will you be demonstrating the findings?  Will others be
questioning the patient? 

Preparing the team 
It is important that the team discusses the goals, objectives, and protocols 

for bedside teaching in general and reviews them, as needed, for each patient 
to be visited.  Remind everyone to wash or foam upon entering and leaving the 
room.  Decide whether the learner will present the history and physical 
examination at the bedside or if the team will go to the bedside after the 
presentation.  Delineate the boundaries to discussion and to physical 
examination.  What are the standards of behavior?  Which types of questions 
are appropriate to ask in front of the patient and which are not?  For example, if 
the patient is a previously well child with pneumonia and anemia, a question 
such as “Could this be leukemia?” is best held for after the bedside visit.  Is it 
okay for the learners to touch the patient?  If so, make sure they wash their 
hands before and after.  If the patient has an axillary lymph node or enlarged 
spleen, will everyone examine these findings? 

The attending physician also needs to be prepared for the bedside visit.  If 
you are the teaching attending and this is not your patient, how will you answer 
questions from the patient or from learners in front of the patient?  How will you 
respond if the patient asks about diagnosis or therapy, or asks if what had been 
done by another physician was correct or necessary?  What will you say if a 
parent asks what you think is wrong with the child?

Reflection exercise #1. Answers at end of chapter. 
How might you prepare your learners for bedside teaching, and how might you 
prepare yourself? 

Conducting the session 
Who does the introductions will vary.  If it is your patient, then you should 

introduce the team.  If it’s not your patient, then the student or intern should 
introduce you and, if necessary, the rest of the team.

One of the basic tenets of teaching in general is KISS – keep it short and 
simple (or, as some would have it, keep it simple, stupid).  This is especially 
important at the bedside.   Avoid lengthy, theoretical discussions in front of the 
patient.  Do not tire the patient and try to not interfere with his routine.

There are a number of other don’ts when working with a patient and learners 
together. Do not ignore the patient.  Do not use medical jargon; talk in lay terms 
or explain what you tell the learners to the patient in appropriate terms.  Do not 
get hung up on trivial issues.  Do not discuss alternative management plans 
unless you are in charge of the patient.  Do not embarrass the student or house 
officer in front of the patient.
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Do demonstrate respect for the patient’s privacy and dignity, as well as for 
the learner-patient relationship.  When you find something on history or physical 
that the learner missed, do not look at the group as if to say “aha.”  This is a 
difficult enough moment for the learner, without the teacher calling attention to it 
or gloating.  Handling such situations is challenging for even the best teachers.  
Be supportive.  You might explain that the student or intern did the bulk of the 
work in gathering all the basic data, and that left you free to explore more subtle 
issues.  If you feel the oversight was major, discuss it with the learner later, in 
private.

Demonstrate physical findings, or better yet, invite the learner to 
demonstrate the findings.  It is important to give the learners a role, especially 
the patient’s house officer or student. Give the patient the opportunity to 
describe how he feels about his illness. 

Model the physician-patient interaction.  Ask the patient if he has any 
questions, and be prepared to answer them diplomatically or to explain why you 
can’t tell him the diagnosis or recommend a management plan.  So much 
depends on whether or not the teacher has actual decision making 
responsibility for the patient. 

At the conclusion of the session, thank the patient, including specifics if 
possible.  “Thank you for letting us take so much of your time.”  “Thank you for 
sharing your thoughts with us.”  “Thank you for letting so many people crowd 
into your room.” 

After the visit, review the encounter with the team.  Exchange thoughts 
about the patient.  Fill in the blanks, explaining anything that could not be 
discussed in front of the patient. 

Challenges of bedside teaching 
Which patients, if any, are off limits?  Is bedside teaching appropriate with 

hostile, angry, or upset patients or parents?  Patients who are in pain and 
terminally ill patients present special needs.  If the patient or family does not 
speak English, translation will require additional time and will slow the process. 
Should we wake a patient or interrupt his meal purely for teaching purposes? 

How should we deal with issues of isolation?  It would seem reasonable to 
forego the bedside experience, rather than have 8 learners not involved in the 
care of the patient gown and mask and crowd into the room of a patient on 
respiratory precautions or on protective isolation.  A learner with a cold should 
either wait outside the room or wear a mask.

Suppose the parents say that they do not want learners “experimenting” on 
their child?  A reasonable response would to tell them that you will abide by 
their wishes, but then explain the reasons for the visit and assure them that no 
one is experimenting. Follow this with an invitation to “let me know if you should 
change your mind” and a promise that you will try to make it non-traumatic, 
even fun, for the child. 
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SUMMARY
The major goal of bedside teaching is to teach that which cannot be taught

distant from the bedside or that which is learned best at the bedside.  This 
includes the physical examination, patient-physician interaction, 
professionalism, and humanism.  Bedside teaching also can enhance the 
learners’ appreciation of the patient as a person. Bedside teaching requires 
preparation of the learner, teacher, and patient.  Bedside teaching should be 
conducted in a careful manner, protecting the patient’s privacy and dignity and 
supporting the learners. 

ACTION STEPS
 Decide if a bedside visit is appropriate and will be useful 
 Decide on the learning objectives for the visit 
 Prepare the patient, the team, and yourself  
 Conduct the visit so as to maximize the educational effect 
 Conduct the visit so as to maintain patient dignity, privacy, and well-being 
 Review the visit with the team and fill in the blanks 
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Answers to reflection exercises.
#1.  Prepare the learners by discussing the goals and objectives of the bedside 
session.  Decide whether the learner will present the history and physical 
examination at the bedside or if the team will go to the bedside after the 
presentation. Review which types of questions are appropriate to ask in front of 
the patient and which are not.   Remind everyone to wash or foam upon 
entering and leaving the room. 

To prepare yourself, consider, if this it is not your patient, how you will handle 
questions from the patient or from learners in front of the patient.
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