
The Clinician-Educator’s Handbook

Chapter 16 

Leading a Case Discussion

“It usually takes more than three weeks to prepare a good impromptu speech.” 
Mark Twain.

CHAPTER OUTLINE
OBJECTIVES
INTRODUCTION
TO KNOW OR NOT TO KNOW THE CASE IN ADVANCE? 
TO LISTEN TO THE ENTIRE CASE OR TO INTERRUPT? 
Choosing which method to use 
Knowing why, when, and how to interrupt 
TO CALL ON INDIVIDUAL LEARNERS OR TO DEPEND ON VOLUNTEERS?  
SUCCESSFULLY LEADING A CASE DISCUSSION 
Check out the room and set-up 
Get everyone involved 
Have students explain their answers 
Keep the group interested, challenged, and focused 
Summarize and give feedback 
SUMMARY
ACTION STEPS 

OBJECTIVES
After completing this chapter, the reader should be able to 

 discuss the advantages and disadvantages of knowing and of not knowing 
the case in advance 

 discuss the advantages and disadvantages of the entire case and the 
interrupted case formats 

 compare and contrast the advantages and disadvantages of calling on 
individuals versus depending on volunteers only 

 list and discuss at least three strategies or techniques for successfully 
leading a case discussion 

INTRODUCTION
The case discussion is an extremely strong tool for clinical  teaching.  In the 

clinical setting, discussions of real cases are the backbone of the educational 
experience.  Case discussions are not only stimulating, they help the learners 

189



Turner, Palazzi, Ward 

sharpen their organizational and analytical skills.  They bring information and 
concepts to life, and they allow the learners to practice decision-making skills. 

Leading a case discussion is not the same as discussing a case.    One 
person can discuss a case in front of a large audience with minimal, if any, 
audience participation, e.g. the classical Clinical Pathological Conference.  
However, leading a case discussion implies that the learners are doing much of 
the thinking and the talking.  In this chapter, we will focus on leading a case 
discussion.

While many of the principles of teaching in a problem-based format apply to 
leading a case discussion, and while most problem-based sessions revolve 
around a case, problem-based teaching and leading a case discussion are not 
the same.  Formal problem-based learning is used more in the pre-clinical 
curriculum, and usually both the teacher and the learners know at least part of 
the case in advance.  In the problem-based teaching setting, the case is usually 
created, is complete, and a dénouement is eventually available.  In the clinical 
setting, the case is usually real, generally ongoing, and the “answer” may never 
be known.  Furthermore, decisions reached may actually be put into effect.  In 
the problem-based, pre-clinical setting, the case is selected to meet 
predetermined learning objectives.  In the clinical setting, the case is usually 
selected ad hoc, and while process-related objectives, such as strengthening 
clinical reasoning or learning to set priorities, can be determined in advance, 
content-based objectives can only be determined as the case unfolds.  Finally, 
problem-based learning groups tend to be consistent, with the same teacher 
and students meeting regularly, while case discussions in the clinical arena are 
often on an ad hoc basis, and the composition of the audience can vary from 
day to day. 

TO KNOW OR NOT TO KNOW THE CASE IN ADVANCE? 
The first decision point in preparing to discuss a case is whether or not you 

will know the findings or the diagnosis in advance.  Sometimes this is your 
decision, but more often, how much you know about the case in advance is 
determined by the circumstances in which you are teaching.  You may have 
your preference, but you need to be able to teach comfortably in both situations.

Knowing the case or diagnosis ahead of time has advantages, but it also 
has disadvantages, and you are likely to find yourself in each situation at one or 
another time.  The major advantages of knowing the case in advance are that it 
permits you to refresh your knowledge of the subject, look up relevant 
evidence-based data, and bring reprints or other materials to the session.  
Knowing the topic in advance also allows you to prepare a content-specific 
lesson plan.  A final advantage is that, knowing the diagnosis, you are unlikely 
to be sidetracked or go down the wrong path.

The disadvantages of knowing the “answer” in advance are that your 
discussion will be less spontaneous and more narrowly focused and will not 
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model your real-time clinical reasoning.  Also, if you know the diagnosis while 
most of the audience does not, it is an uneven playing field, and you have to be 
very careful to keep the audience engaged in the reasoning process.  When 
you know where things are going and the learners do not, it is easy for you to 
become the driver while the learners are relegated to the role of passengers. 

Table 28. 
    Advantages of Knowing and of not Knowing the Case in Advance 

Discusser knows case in advance Discusser does not know case in 
advance

Less likely to take discussion down 
the wrong path 

Facilitates real-time modeling of 
clinical thinking 
More closely mimics real-life, clinical 
medicine

Opportunity to review literature and 
prepare discussion in advance 

Minimal preparation time required 

Can research relevant EBM Discussion more spontaneous 
Ability to bring handouts and other 
educational material 

Diffuses responsibility for thinking 
process

Even if you do not know the case or the topic in advance, you still can 
prepare for the session by reviewing the techniques discussed in this and the 
two preceding chapters and by rehearsing in your mind how you will manage 
your learner group.  Whether or not you know the case in advance, your main 
goals for the session will be to help the students learn to reason clinically, 
analyze a case, and problem solve.  You also will want to transmit, to the 
learners, specific information about the signs, symptoms, and diseases that the 
patient may have.  In order to do all this successfully, you will have to keep the 
group focused, and you will have to get all the learners to participate. 

A case discussion can involve a small, medium or large group.  For most 
clinicians it will be a relatively small group, perhaps a ward team or the core 
medical students.  If you are a section head, program director, or department 
chair, you are likely to find yourself in front of a large audience. 

TO LISTEN TO THE ENTIRE CASE OR TO INTERRUPT? 
There are two methods for leading a case discussion.  One is the traditional 

method, whereby a learner presents the case in its entirety, from beginning to 
end, or at least through the history and physical, and the discussant then leads 
an analysis of the data.  The second method is to interrupt at key points of the 
presentation in order to analyze and evaluate information as it becomes 
available. Each method has its advantages and disadvantages.  

When the entire case is presented without interruption, the discussant has 
the opportunity to examine the case in its broadest perspective and to focus in 
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on any aspect he wishes.  The discussant can identify key issues and allocate 
time appropriately. 

The main advantage of the interrupted method is that the discussion leader 
and the learners have the opportunity to analyze the case in real time, before all 
data are known.  This is how a physician thinks about a patient.  In a sense, it is 
unrealistic to begin the analysis only after all the data have been assembled.  
The learner must be able assess data as he goes along.  He must learn “to 
think on his feet.”  When taking a history, the student must know what questions 
to ask based on the available data at that point in time.  The student must know 
what to look for on physical examination and which laboratory tests to order.  
Analyzing the case in real-time, examining each major piece of data as it 
becomes available, is time consuming but highly effective.

One potential disadvantage of the interrupted method is that the presenter 
may lose his place.  It is important that you be cognizant of this and help the 
presenter stay on target.  Reassure the presenter that you realize interrupting 
and stopping for discussion can be disconcerting.  Summarizing the data just 
before the learner resumes the presentation can be helpful.  You can do this 
yourself or you can ask the presenter or one of the other learners to do it. 

Table 29. 
       Advantages of Interrupted and Non-interrupted Presentation 

Presentation without interruption Presentation interrupted for 
discussion 

Can identify and focus in on important 
issues

Models real-time clinical reasoning 

Less likely to go down the wrong path Gets audience involved early and 
holds their attention 

More time efficient and can allocate 
time proactively 

More exciting 

Less disconcerting to presenter More likely to generate a broad 
differential

Allows more time for discussion of 
evidence-based data 

Facilitates evaluation of learners’ 
thinking process
Facilitates questions and clarification 
during presentation

Choosing which method to use 
You should become familiar and comfortable with both methods—hearing 

the entire case first or interrupting.  Decide on which method you will use for 
each assignment and plan for it.

The entire-case-first method (traditional method) often is the best choice for 
work rounds and other situations where many patients need to be covered in a 
limited period of time.  The interrupted method may be preferable for case 
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conferences where only one or two patients are being discussed.  The 
traditional method teaches summary reasoning and is relatively fast.  The 
interrupted method teaches sequential reasoning and is relatively slow.  The 
interrupted method tends to keep the group interested throughout.  When a long 
case is presented from beginning to end without any interaction, minds can 
wander.

Knowing why, when, and how to interrupt   
 If you are going to interrupt the case presentation with questions or 
discussions, you should know why, when, and how to do so. 

The why goes back to the goals and objectives.  If you want the learners to 
improve their ability to analyze a case in real time, then you need to give them 
incentives and opportunities to do so, and this, incidentally, also gives you the 
opportunity to evaluate their analytical and reasoning skills.

Interruptions are valid to clarify or examine the significance of presented 
findings, especially if this is critical to the group’s understanding of the case.  
For example, if the presenter says, “The child presented with a history of biliary 
atresia and a Kasai procedure…” some of the students may have no idea what 
a Kasai procedure is, and they will not be able to view the subsequent data in 
the correct perspective.  Avoid asking, “Does everyone know what a Kasai 
procedure is?” or “Is there anyone who doesn’t know what a Kasai is?”  
Learners may be hesitant to admit ignorance when they think everyone else 
knows.  It is better to ask the presenter or someone in the group to explain what 
a Kasai procedure is.

Interruptions are also valid to engage in problem solving and to provide an 
opportunity for decision making.  What you do not want to do is to interrupt the 
presentation with a question solely to evaluate a learner’s knowledge.

Table 30. 
          Interrupting the Presentation with Questions 

Purpose of interruption Example
To clarify an item in the 
presentation

“You said the area was discolored, can you tell 
us in what way it was discolored?”
“You said the serum sodium was slightly 
elevated; would you give us the actual value?” 

To assure that all learners 
know what something is or 
appreciate its significance 

“Let’s review what a balloon septostomy is.” 
“Let’s talk about the significance of an elevated 
ACE level in a child.”  
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To probe the learners’ 
reasoning or understanding 
or to demonstrate clinical 
reasoning

“What do you think is the relationship, if any, 
between the dehydration and the mental 
status?”

When should you interrupt a case presentation?  Stopping for a few 
comments or consideration of the initial differential diagnosis after hearing the 
patient’s age, gender, and chief complaint or after the history of the present 
illness is so natural, and so commonly done, that it can be viewed as a strategic 
pause rather than an interruption.  If the chief complaint has a relatively narrow 
differential, e.g. sudden unilateral blindness, it can be useful to discuss the 
differential diagnosis at this time, knowing that it is unlikely that such a 
presenting symptom will turn out not to be the major problem.  On the other 
hand, if the chief complaint is fever, that is too broad a topic to discuss in depth 
without more information, and it easily could turn out to be a “red herring.”  For 
example, the real problem might be an abdominal mass discovered incidentally 
in a child with a febrile viral infection. 

Logical places to stop for discussion are after the chief complaint, after the 
history, and after the physical examination, but it also is appropriate to interrupt 
during these parts of the presentation.  Stop when there is important data to 
analyze or when you want to be sure that the learners understand the 
significance of a certain piece of information.  As discussed above, interrupt if 
you need to clarify something.  “You said the child went to a petting zoo.  Do 
you happen to know if he actually touched any animals or the soil around them?
Or did he just look at them?” 

Do not interrupt excessively or needlessly.  Give the presenter an 
opportunity to get his thoughts organized and to make any comments he wishes 
to make. 

In regards to how to interrupt, using a supportive, non-threatening manner is 
key.  When interrupting with a question, be clear if you are asking the group, the 
presenter, or another specific learner.  Use a balance of open and closed 
questions, but with emphasis on open questions. (See Chapter 14.)  If there are 
many interruptions, acknowledge this to the presenter.  “Sorry for the 
interruptions; there seem to be a great many complex issues to sort out.”  
“Sorry to interrupt again, but I think we need to stop to analyze the data to this 
point.”  Don’t apologize repeatedly; once or twice will do.    

After the interruption, to help the presenter get back on track, it can be 
helpful to summarize briefly or to ask the presenter or another learner to 
summarize.  Sometimes, all that is needed is a statement of where the 
presenter was when you interrupted.  “You had just told us that the child 
vomited red blood, when I interrupted.”
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Reflection exercise #1.  Answers at end of chapter. 
You are going to be leading a case discussion in a conference room setting, 
with an audience of about 50 learners, students and house officers.  You will 
not know the case in advance and are trying to decide if you should have the 
learner present the entire case before you begin to ask questions or if you 
should interrupt with questions as he goes along. 
Reflect on the advantages of each method. 

TO CALL ON INDIVIDUAL LEARNERS OR TO DEPEND ON VOLUNTEERS? 
Certainly, you will be questioning the learners, but should you do this by 

posing questions and asking for volunteers, or should you call on individuals 
even if they don’t raise their hands?  This is an important tactical decision, and 
while there is no right or wrong answer, you should be aware of the strengths 
and weaknesses of each strategy and decide which you will use and when.  
With a large group of learners at different levels (e.g. students, interns, 
residents), calling on individuals who have not raised their hands can be 
intimidating.  In a small group, especially with learners all at the same level, 
calling on individuals is likely to be less threatening.  Often, a combination is 
useful—for some questions ask for volunteers, while for other questions, call on 
specific learners. 

Table 31. 
Calling on Individuals Versus Asking for Volunteers only 

Volunteers only Call on individuals 
More relaxed, less threatening, and 
less intimidating 

Can be tense, threatening, and 
intimidating to some 

Some learners may not volunteer Involves those who would otherwise 
not volunteer 

A few learners can dominate the 
discussion

Makes it less likely that a few learners 
will dominate the discussion 

Knowing they will not be called on, 
learners can tune out 

Keeps learners awake and alert 

SUCCESSFULLY LEADING A CASE DISCUSSION 
C. Roland Christensen, who pioneered case-based teaching at the Harvard 

Business School, where he taught for 50 years, noted that in a case discussion 
the leader is a planner, host, moderator, devil’s advocate, fellow-student, and 
judge, as well as a teacher.  Christensen said, “Even the most seasoned group 
leader must be content with uncertainty, because discussion teaching is the art 
of managing spontaneity.” 

With either the entire-case-first or the interrupted method, it is useful to 
explain the goals for the session briefly, and it is very important to set the 
ground rules.  May anyone speak out at any time, or should learners not 

195



Turner, Palazzi, Ward 

interrupt one another?  Should people raise their hands, or will you direct your 
questions to specific individuals?  You need to explain clearly how the session 
will work.  Your goal is for everyone to feel free to ask questions and to 
contribute, without interrupting one another, especially when someone is trying 
to answer a question.

Establish a “safe milieu.”  Explain that everyone is here to learn, and if the 
students knew all the answers, they wouldn’t need to be here.  Assure the 
group that it is perfectly all right for someone to not know the answer to a 
question, and point out that if given enough time and encouragement, the 
learner is likely to come up with a very reasonable answer.  Establish trust 
within the group and between you and the group. 

An electronic pamphlet, Tips for Leading a Case Discussion, on the Florida 
State University College of Medicine website, emphasizes that the effective 
leader shows the students how smart they are, rather than how smart he is—
“the guide by the side,” not “the sage on the stage.”  The successful case 
discussion leader does not just talk and teach; he listens, questions, and listens 
again.
 Exercise is good for the developing mind.  When asking questions, 
emphasize those that require a higher level of thinking—analysis, synthesis, 
and evaluation.  (See Bloom’s Taxonomy in Chapter 3, Setting Goals and 
Objectives.)

Check out the room and set-up
 If you are not familiar with the conference room you will be using, check it 
out in advance.  If you plan to use a whiteboard or flip chart, make sure one is 
available, with appropriate markers.  In a small room, there usually is no podium 
and no microphone, and as leader, you have the option of sitting or standing 
wherever you want.  Plan how you will track the time.  Is there a good place to 
position yourself from where you can see the wall clock without looking over 
your shoulder?  Will you look at your watch or take it off and lay it on the table?  
Will you sit, stand or walk around the room?  The choice is yours.  When the 
person in charge sits, it makes the atmosphere less formal and more relaxed.  
A standing leader commands more authority and is more easily seen by all 
members of the group.  A facilitator who walks around the room becomes part 
of the team—a leader wandering among his followers.  Walking about can 
heighten teacher-learner interaction and can help keep people awake.  On the 
other hand, walking around the outside of a conference table or circle of chairs 
will position the leader behind some of the learners, and it can be discomforting 
to have someone standing behind you. Decide which method best fits your 
style, the group’s needs, and the physical layout of the room. 
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Get everyone involved
 In a small group, it is not difficult to keep track of who has and who has not 
contributed; in a large group, this can be difficult.  In either case, do not let a 
few verbal or assertive students dominate the group.  Call on those who have 
not contributed.  Use open-ended questions.  Give clues and rephrase 
questions.  A few moments of silence while a student thinks should not be 
threatening, but do not let the learner sit in silence so long as to be 
embarrassed.  Be supportive. 
 The teacher does not have to be the “answer man.” You can redirect some 
questions to the group.  This heightens involvement and encourages the 
learners to think things through. 
 One way to encourage all learners to get involved is to ask the group if 
anyone has any questions for the presenter.  Unless the reason for the question 
is obvious, ask the learner to explain why he posed that question.  Sometimes, 
this type of questioning can go on excessively, with trivial or irrelevant 
questions, so the leader needs to recognize when to end the questioning and 
move on to the discussion. 

Have students explain their answers 
 Give students the opportunities and incentives to explain their answers.  
When a student offers a diagnosis or suggests a test or treatment, you may 
want to ask why, even if the proposal is correct.  You will not do this all the time, 
but if the point is not self-evident or if you think some of the learners may not 
understand the underlying reasoning, it is wise to ask the learner to explain.  
Correct mistakes in a supportive, nonjudgmental manner.  In responding to an 
incorrect answer, rather than simply saying “No,” try something like, “That’s an 
interesting thought, but if that were the case, what else would you expect to 
see?”

Keep the group interested, challenged, and focused 
 Keep control of the group, and keep the learners properly focused. Do not 
let the group deteriorate to a free-for-all, and do not let sidebar conversations 
interfere with the dynamics of the group.  If the discussion is getting off focus or 
becoming bogged down in irrelevant question or distracting arguments, take 
charge and get everyone back on track.  “There are some interesting questions 
being raised here, but I don’t think they’re relevant to this case...” or “Those are 
all interesting points, and some are very valid, but they’re not likely to help us 
resolve this case.” 
 Variation heightens interest.  At appropriate points in the discussion, switch 
from the clinical approach to the underlying basic science.  Bring up issues of 
evidence-based medicine, medical economics, and cost-benefit analysis.  
Examine social and behavioral aspects of the case.  But do all this as it relates 
to the case.  Do not go off on unrelated tangents.
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Summarize and provide feedback 
At the conclusion, summarize the case, reviewing not only content, such as 

the presenting complaints, the disease and treatment, but also the analytical 
and reasoning processes that led to the group’s decisions.  If the group missed 
the diagnosis, explore why. You can do this, or you can ask for a volunteer.  
Give the learners some feedback about their performance as a group.

SUMMARY
The three major questions of format to be decided in planning a case 

discussion are  whether or not you will know the case in advance, whether or 
not to interrupt the presenter during the presentation, and whether to call on 
individuals or to depend only on volunteers.  Regardless of format, the effective 
teacher orients the learners and sets the ground rules.  He asks questions and 
listens to the answers, directs and leads the discussion, gets every member of 
the group involved, and provides constructive feedback without embarrassing 
the student.

 ACTION STEPS 
 Decide on the format and strategies you will use 
 Check out the room setup 
 Orient the learners, set the ground rules, and establish a milieu of trust and 

comfort
 In a small group, get everyone involved; in any size group, do not let a few 

learners monopolize the discussion 
 Handle questions and answers supportively 
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Answers to reflection exercises
Hearing the entire case before asking questions or initiating discussion allows 
you to identify and focus in on the important issues, with less chance of going 
down the wrong path.  This approach is more time efficient, less disconcerting 
to the presenter, and allows more time for discussion of evidence-based data. 

Interrupting the presentation for questions and discussion models real-time 
clinical reasoning; is more exciting; and gets the audience involved early. It also 
facilitates questions and clarification during the presentation and facilitates 
evaluation of the learners’ thinking process. 
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