
The Clinician-Educator’s Handbook

Chapter 6 

Teaching on the Inpatient Service
 “I desire no other epitaph (than) that I taught medical students in the wards, as I 
regard this as by far the most important work I have been called upon to do.” 
Sir William Osler.  
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OBJECTIVES
After studying this chapter, the reader should be able to: 

 identify at least three items to include in the inpatient orientation 
 discuss effective techniques for conducting ward rounds 
 list and describe techniques for effective teaching away from the bedside 
 list and discuss advantages of, indications for, and problems associated with

teaching at the bedside
 discuss the principles of evaluation and feedback as applied to the inpatient 

setting

INTRODUCTION
There are at least three ways in which an attending physician assumes 

responsibility for teaching on an inpatient service: 1) a practicing physician 
(academic or private) may admit a child to a teaching hospital and either 
choose to, or be required to, teach students and residents helping to care for 
that patient; 2) a specialist may consult on that patient and be expected to teach 
learners on the ward as well as learners on his subspecialty team; 3) a clinician 
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may be assigned to the ward or other inpatient unit as the “ward attending” or 
the “teaching attending.”  All these teachers interact with the team or with 
individual learners, but only the last, the ward attending, is responsible for the 
overall education of the entire team.  Only the ward attending is responsible for 
that hallowed ceremony known as “ward rounds.”  From the radiologist who 
may teach about a single aspect of a single patient to the ward attending who 
tries to cover all aspects of all patients, inpatient teaching is a challenge and 
each contributes in his own way.  In this chapter we will focus on the ward 
attending and touch only briefly on the consultant and the admitting physician.

WARD ATTENDING PHYSICIAN 
The attending physician for an inpatient team is many things: teacher, 

supervisor, leader, role-model, arbitrator, facilitator, and peacemaker.  Teaching 
is paramount, and attending rounds are generally the major time during which 
the ward attending teaches. Sometimes rounds are purely a teaching exercise; 
more often, they are a combination of teaching and supervision of patient care.  
Even on “pure teaching rounds,” the house staff will expect the attending 
physician to help with difficult cases.
 Learning is a social as well as an educational process. Help your team 
become a learning community and make learning part of the team culture.  
Acknowledge that you do not know all the answers.  Get to know your learners, 
meet with them individually, give them assignments, and provide feedback.  Do 
everything you can to make the month enjoyable as well as educational.  

Attending is a balancing act: balancing the educational needs of learners at 
different levels, balancing the need for independent decision making by the 
learners with patient safety, and balancing the need for protected teaching time 
with responsibilities for patient care.  Teaching on a busy inpatient service today 
is heavily impacted by issues of resident time, or more accurately, the lack 
thereof.  Additionally, the number of patients to be cared for usually precludes 
spending a great deal of time in discussion about each patient. 

On the ward, the attending physician may have to deal with logistical 
problems encountered less frequently in small group conferences: adventitious 
noise, insufficient space for the team, the need to stand rather than sit, and 
inadequate privacy.  Interruptions are frequent, not just pagers and cell phones, 
but also real people (nurses and others) with urgent needs.  The attending 
physician may have to mediate conflicts among learners and deal with friction 
between learners and others, including difficult patients and families.   

One of the major differences between teaching on the inpatient and 
outpatient services is that the teacher in the outpatient setting is almost always 
the physician responsible for the care of the patient, whereas on many inpatient 
units, the teaching attending is not directly responsible for patient care.  If the 
teaching attending is not the physician in charge of the patient, he must be 
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careful not to create confusion for the patient or friction with the staff when his
opinions differ from those of the responsible physician. 

In contrast to the outpatient setting, where most of the teaching is one-on-
one, ward rounds involve learners at different levels (e.g. students, interns, and 
residents).  It is a challenge to keep the discussion at a level appropriate and 
interesting to all. 

On the other hand, the inpatient setting offers some advantages over the 
outpatient setting.  The patient is available for a longer period of time, usually 
days rather than minutes or hours.  The teacher and learner can follow the 
course of clinical events, monitoring everything from repeated vital sign checks 
to intake and output.  They can return to the bedside repeatedly to confirm or 
re-evaluate findings.  They can re-evaluate the patient and their own thinking 
after hearing the consultants’ thoughts. 

Kroenke has described the ward attending month as having five 
components. The month begins with a discussion of expectations and ends with 
evaluation of the learners.  He refers to these two processes as the bookends 
of the rotation.  The three central components are conference room teaching, 
bedside teaching, and homework.  These five components are discussed 
below, after some comments about rounds. 

Rounds
 As the attending physician on an inpatient team, most of your teaching will 
take place during your rounds.  The dictionary defines the noun “round(s)” as “a 
series of professional calls on hospital patients made by a doctor or nurse.”  
The dictionary also defines rounds as “a route or circuit habitually covered; a 
sequence of recurring routine or repetitive actions; a musical canon sung in 
unison in which each part is continuously repeated; and a drink of liquor served 
at one time to each person in a group.”  Except for the last, these other 
definitions also have some application to ward rounds.  Rounds can become 
habitual, routine, and repetitive, and if independent thinking is not encouraged 
or disagreement not tolerated, voices in unison simply repeat what the 
attending wants to hear.  That is not what we want rounds to be.

Teaching on rounds involves more than just conducting a small group 
discussion. On rounds, the clinician has to teach not only knowledge, but also 
clinical reasoning, problem solving, and priority setting.  He may want to 
demonstrate skills such as taking a history, performing and interpreting the 
physical examination, and dealing with patients and their relatives.  He is 
expected to model professional attitudes and behaviors.  Often, the teaching 
attending is required to supervise patient care, and in certain units, particularly 
intensive care units, the attending physician may need to teach procedures—
from drawing an arterial blood sample to inserting a central venous line. 
 A study on an internal medicine inpatient service in 1983 found major 
differences between rounds on the ward service and the private service 
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(Maxwell).  On the ward service, where there were no private patients, rounds
were geared more to patient care supervision and less to teaching and the 
focus was more on patients than on topics.  On the private unit, rounds were 
geared more to teaching, with a focus on topics rather than on individual 
patients.  It is likely that this was because the “teaching attending” was not 
responsible for the patients on the private service and so avoided discussing 
their specific diagnoses and management.  Obviously, this was only one 
institute, but it does highlight that rounds function differently on different 
services.
 Dodek and Rabound demonstrated that an “explicit approach to rounds” in 
an adult ICU resulted in improved planning for individual patient care and more 
structured teaching on rounds.  By explicit, they meant a strategic planning 
process by key medical and nursing personnel to determine specific items to be 
accomplished for every patient, and then the delineation of those items to all 
involved care givers.  Even though the rounding structure in an intensive care 
unit is usually different from that on a general ward, the benefits of such an 
organized approach are obvious. 
 Rounds are neither the time nor the place for lectures.  If additional time is 
available, the attending certainly can give a lecture, but this should be in 
addition to, not instead of, patient-oriented rounds.  Three to 5 minute 
presentations (or mini-lectures) can be incorporated into rounds, but should be 
done infrequently, and preferably, the learners should be asked to do this.  A 
study at a leading academic pediatric inpatient service in 1992 found that a 
large percentage of time on teaching rounds was devoted to preplanned, 
“canned”, chalkboard presentations (Shulman).  Today, these would probably 
be computer projected rather than on chalkboards.  The authors of the study felt 
that these lectures were not an appropriate substitute for patient oriented 
discussion, and they initiated a faculty retreat and other measures to institute 
change.
 In their book, Ward Attending: the Forty Day Month, published in 1991, 
Osborn and Whitman described four types of rounds: work rounds, morning 
report, attending rounds, and bedside rounds.  According to the authors, work 
rounds are designed to keep individual team members aware of the status of all 
patients and should be as brief as possible, while morning report is to let the 
Chief-of-Service know who is in the hospital, provide quality assurance, and 
entertain discussion of differential diagnoses.  (In our experience, morning 
report is usually institution wide rather than unit specific and often addresses 
only the more interesting patients.  We do not believe that morning report 
should be considered rounds, and morning report will not discussed in this 
chapter.)  Osborn and Whitman said that attending rounds are knowledge 
oriented and should be held in a comfortable room with a discussion format, 
and bedside rounds should be conducted only on selected patients, to 
demonstrate physical findings or model behaviors and skills.  Today, many 
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services have different goals for these activities, and many combine different 
functions in a single activity.  For example, work rounds and attending rounds 
may be combined.  There is an emphasis on teaching problem solving rather 
than simply knowledge, and there is an increasing effort to increase the amount 
of bedside teaching.

Orientation  
At the start of the rotation provide an orientation.  Share your goals and 

expectations with the team and ask team members for theirs.  Decide if there 
are particular items you or the team want to emphasize, for example, differential 
diagnosis, pathophysiology, or management. Do you want to include ethics, 
financial aspects, and social issues?  Decide on the format of rounds, and 
whether you will conduct other teaching activities in addition to rounds.  Who 
will present the patient, and how much detail should be included?  Do you plan 
to go to the bedside?  How often and for what purpose?

Decide how to handle pages, cell phone calls and other interruptions.  You 
might suggest that the upper level resident answer all pages for the interns 
during rounds, so as not to interrupt their presentations and to maximize their 
learning experience.  Point out to the resident that this will be appreciated by 
the interns, will enhance a feeling of goodwill between them and the resident, 
and will enhance the resident’s stature as team leader.  (See Chapter 8, The
Clinical Teacher as Team Leader)

Assure the team that you are available outside of assigned teaching times to 
help with either patient care issues or problems with team dynamics, and 
provide contact information, including your cell phone and pager numbers.  
Clarify your own level of patient care responsibilities and whether you wish to 
be notified of changes in patients’ conditions.   

Decide on your own strategies for the month.  Some attendings prefer to see 
the patients and review the charts before rounds. Others make a point of 
bringing articles and handouts.  Will you check back with the team during the 
day to help with problems, or will you give the team maximum autonomy and 
check only during regularly scheduled times?  It is highly desirable to spend 
additional time with the students without the house officers.  Will you meet 
periodically with the supervising resident to exchange information on student 
and intern performance?  Will you meet with all individuals at the midpoint of the 
rotation for feedback (highly desirable), or will you meet only with those having 
problems?

It can be helpful to meet with the supervising resident prior to the start of the 
rotation to discuss mutual goals, objectives, and strategies.  Discuss your 
individual roles and how you can support and complement each other.  Decide 
which clinical skills the two of you want to emphasize, if there is a specific 
curriculum you want to cover, and if there are specific articles or other reading 
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materials you want to distribute.  Offer to provide constructive feedback about 
the resident’s teaching. 

Conference Room Teaching
 The bulk of teaching on attending rounds in most medical school-affiliated 

residency programs takes place away from the bedside, in a conference room 
or hallway outside the patient’s room.  A study in one teaching hospital in 1992 
found that 11% of time on attending rounds occurred at the bedside (Miller). A 
similar study at another teaching hospital in 1993 also found that 11% of 
medical rounds (an average of 10 minutes out of 90) was spent interacting with 
patients (Elliot). An article from England in 1997 suggested that bedside 
teaching had decreased from 75% of rounding time in the 1960’s to less than 
16% in the 1990’s (LaCombe). However, a report from Cincinnati Children’s 
Hospital in April, 2007 described their favorable experience with family-centered 
rounds (FCRs), where the entire team (physicians and nurses) discusses the 
patient, with the family, at the bedside (Muething). Although FCRs run 
approximately 20% longer than traditional rounds, most staff felt that it improved 
care and saved time later in the day.  This may herald a return to bedside 
rounds and teaching.  Bedside teaching will be discussed in the next section 
and more fully in Chapter 9. 

The keys to successful inpatient teaching rounds include pacing the session, 
blending teaching with supervision, and helping individuals learn to think in a 
problem solving way.  Appreciate that the house staff have many 
responsibilities.  Keep track of the time and pace yourself so as to end on time.  
Realize that you usually do not have an hour to discuss just one case and that 
some of the ideals for a case discussion may be luxuries that you cannot afford 
in this setting.  For example, while you certainly want everyone to contribute 
during the session, it is not practical to hear from everyone about every case, 
and while ideally you might want to discuss all aspects of all cases, time may 
not permit.  There may be times when you have to explain the pathophysiology 
or provide the most likely diagnosis and best management without much 
discussion.  In general, however, the more the learners are challenged to think 
and contribute, the better. 

Teach problem solving.  To paraphrase an old adage, “Solve a problem for
an intern today, and you help that intern today.  Teach an intern to solve 
problems, and you help that intern for a lifetime.”  Help the students and house 
staff analyze their cases and define the problems.  Use of a problem list or 
problem oriented approach can be very helpful.  If there are multiple findings or 
problems, show the learners how to think about possible relationships among 
these findings.  Is one the cause of the other?  Are all the result of the same 
condition?  Are some symptoms the result of medications?  Does the patient 
have more than one disorder?  Consider a child with failure to thrive (FTT) who 
was admitted with fever.  The fever might be a manifestation of the same 
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underlying disease that is causing the FTT (e.g. cystic fibrosis), it might be a 
complication of the FTT (e.g. pneumonia secondary to immunodeficiency from 
malnutrition), or it might be unrelated (an incidental viral infection). 

The Residency Review Committees (RRCs) of the Accreditation Council for 
Graduate Medical Education (ACGME) have promulgated requirements for 
attending teaching rounds.  The Pediatric RRC requires that “Regularly 
scheduled teaching/attending rounds that include all patients for whom the 
resident is responsible must be conducted by qualified teachers…  The 
correlation of basic pathophysiologic principles with the disease process should 
be stressed.  Rounds that focus on the educational objectives of inpatient care 
must be held at least three times per week and may not be replaced by rounds 
that are primarily work-oriented.”  Note the emphasis on pathophysiology and 
try to focus on that whenever possible. 

The Internal Medicine RRC mandates that “Teaching or attending rounds 
must be patient-based sessions in which current cases are presented as a 
basis for discussion of such points as interpretation of clinical data, 
pathophysiology, differential diagnosis, specific management of the patient, the 
appropriate use of technology, the incorporation of evidence and patient values 
in clinical decision making, and disease prevention… Teaching rounds must 
include direct resident and attending interaction with the patient, and must 
include bedside teaching and the demonstration of interview and physical 
examination techniques.”  For both RRC’s, the focus of rounds is the patients, 
not a didactic curriculum.

Ende contends that teaching is enabling learning.  Knowledge is
understanding, not just knowing.  Knowledge is gained not simply by 
accumulation, but by extending and revising existing knowledge.  Learning is 
construction rather than memorization.  The best teachers don’t just ask 
questions like “What are the most common causes of gallstones in a child?” 
They also ask probing questions, such as “What do you think is going on with 
this child?  Why do you think he developed gallstones?” Use probing questions.  
Encourage thought and reflection.  Students learn best when they are involved.  
Provide challenge and support.  Stimulate interest and excitement.  Encourage 
independent learning.  However, one of the realities of rounding on a busy 
service is that there is not always enough time to explore the learners’ level of 
knowledge.  Sometimes, you just need to give the team the facts and move on 
to the next patient. 

Irby analyzed the thinking process of six “distinguished teachers” in internal 
medicine on attending teaching rounds. The format of the study was a case 
oriented group discussion led by the attending physician and was artificial in 
that the house officer or student presented a case from a script rather than a 
real case on the ward. Analysis was by observation during the discussion and 
by interview after rounds.  Irby found that the attending physicians analyzed the 
cases and the learners simultaneously, that is, they ran both a clinical and an 
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instructional differential diagnosis and plan simultaneously.  In reality, this is a 
complex set of concurrent thought processes.  Case analysis includes pattern 
recognition, differential diagnosis, pathophysiology, management, and 
economic and psychosocial dynamics.  Analyzing the learners means not only 
assessing their knowledge and understanding but also being aware of their 
comfort level with the session and with group dynamics.
 Many of the tools and techniques discussed in the chapter on teaching in 
the ambulatory setting (Chapter 7) can be applied to the inpatient setting, 
especially when you are working with a single learner, one-on-one.  The RIME 
model for estimating the learner’s level of function (Reporter, Interpreter, 
Manager, Educator) can easily be used on the inpatient service.  The 
microskills and SNAPPS methods are also applicable to the inpatient setting.  
Demonstration, activated demonstration, and observation are useful techniques 
for inpatient teaching.  These tools are discussed in detail in Chapter 7 and will 
be reviewed here only briefly.      

Both the microskills and the SNAPPS models are based on a learner 
presenting a patient.  The five steps in the microskills model are: 1) getting a 
commitment; 2) probing for supporting evidence; 3) teaching general rules; 4) 
reinforcing what was right and; 5) correcting mistakes.  The final step, 
correcting deficiencies, requires more grace and finesse when done in a group 
than when done one-on-one.  “It was great that you recognized how sick this 
child is, but you need to expand your differential diagnosis of the ill-appearing 
child to more than just sepsis,” would be appropriate feedback one-on-one, but 
on rounds with a group, the feedback would be worded differently.  Just 
changing two words can make a tremendous difference.  “It was great that you 
recognized how sick this child is, but we need to expand the differential 
diagnosis of the ill-appearing child to more than just sepsis,”

The SNAPPS model is more learner-driven.  The learner Summarizes the 
history and physical examination, Narrows the differential diagnosis to the major 
possibilities, and Analyzes these by comparing and contrasting them.  Next, the 
learner Probes the teacher (rather than the reverse) in regard to any question or 
uncertainties he has and for alternative diagnoses or explanations.  Then the 
learner develops a Plan for management of the patient, and finally, the learner 
Selects an aspect of the case for self-directed learning.

Demonstration and observation are usually done at the bedside, although to 
some degree, they can be accomplished through role-playing.  These 
techniques are discussed below, under bedside teaching. 

Another activity for teaching (as well as for evaluating) is reviewing the 
learner’s notes and orders in the medical record.  A survey of U.S. medical 
schools in 1988 found that while writing the history, physical, and progress 
notes were considered important skills, they were not being taught extensively 
(Yanoff).  Time spent with the learner, reviewing, his admission note, history 
and physical, progress notes, and orders can be invaluable.  As with any other 
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teaching activity, defining learning objectives is important.  For example, the 
learner should be able to write a properly detailed, yet not excessively wordy, 
admission history and physical, an organized, properly focused progress note, 
and legible orders, timed and dated, without the use of any inappropriate 
abbreviations, without trailing zeros, and with correct pediatric doses.  To be 
educationally useful, the notes and orders need to be reviewed with teacher 
and learner looking at the document simultaneously.  Reviewing the material 
and telling the learner that he did a good job is not sufficient.  Point out those 
things the learner did well and explain why.  Point out a few items that could be 
done better and explain how, or ask the learner to suggest how to do it better.  
Do not overload the learner with a myriad of corrections and avoid “nitpicking.”  
You can also use this opportunity to fill in knowledge about the patient’s signs, 
symptoms, or diseases.  
 McGinn et al. demonstrated the utility and acceptance of a three step 
program for incorporating evidence-based medicine (EBM) into rounds.  Each 
day one team member developed a searchable question relating to a patient.  
Team members searched appropriate databases (such as Medline and 
Cochrane) and presented their findings at rounds the following day.  Fifty 
percent of the students and residents believed that the EBM process had 
impacted patient care, and 90% felt that it had “informed them about the 
disease process.”  You might choose to do this once a week or on a strictly ad
hoc basis.  If you do choose to follow this model, it is important that all team 
members be familiar with the principles of EBM, the concept of a searchable 
question, and the strategies for literature searching.  Most core medical 
students and house staff are versed in the fundamentals of EBM, but a brief 
review when discussing your plans for this at the start of the rotation would be 
advisable.

Bedside Teaching 
 A study in an academic pediatric service at a children’s hospital by Shulman 
found that too little bedside teaching was an important cause of house staff 
dissatisfaction with rounds.  In contrast, Maxwell found that bedside visits were 
not viewed by the house staff as especially educational and noted that it was 
difficult to carry out “systematic instruction” at the bedside.  Kronke reported 
that, on average, attendings felt that one third of time on rounds should be at 
the bedside, while residents wanted only one quarter—actually, not much of a 
difference.  For a more complete discussion of bedside teaching, see Chapter 
9.
 Kronke suggested that the purposes of bedside rounds were to confirm 
physical findings, resolve conflicting data, assist in a difficult interview, or 
educate the patient.  These are worded as patient care issues.  To rephrase 
them as education strategies, we would say demonstrate physical findings, 
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teach data resolution, model how to interview a difficult patient, and model 
proper physician-patient communication.

Demonstration is an important teaching technique.  When appropriate, the 
attending physician can demonstrate the techniques of interviewing and 
performing a physical examination, as well as demonstrating specific findings.   
The teacher should explain what he is modeling and point out the specific 
techniques or skills that the student should observe.  Demonstration is a 
passive technique which can be made active by assessing the learner’s 
knowledge relevant to the specific patient’s problems, deciding and discussing 
what the team should learn from the demonstration, and providing guidelines for 
behavior during the demonstration, all before going to the bedside (Sarkin and 
Boorman).  Activation also means introducing the team (not necessarily 
individually) and including one or more team members in the examination as 
well as in any discussion with the patient.  After leaving the room, activation 
continues with a discussion of diagnosis and management and a review of the 
learning points of the demonstration and concludes with encouragement for 
further self-learning about the patient’s signs, symptoms, or diagnosis.  

Observation is a more learner-active technique than demonstration but also 
can be more stressful.  The attending physician and team go to the bedside and 
observe one of the learners examine or interact with a patient.  The learner may 
be asked to perform part of the physical examination.  Before entering the 
patient’s room, explain clearly what you want the learner to do, how you want 
him to do it, and what you will be looking for.  If you have reason to anticipate 
any special difficulties or problems, warn the learner of your concerns.  While 
the learner is demonstrating his technique, you can point out what is being done 
properly and, if necessary, constructively correct the learner’s technique or 
suggest even better ways.  The challenge is to do this in such a way as to not 
undermine the learner’s credibility with the patient.
 After leaving the room, review the learner’s performance, emphasizing what 
he did well and what patient relevant data was obtained.  A useful technique is 
to ask the learner to self-reflect on the experience and discuss what was done 
well and then explain, non-judgmentally, what could be done differently next 
time.  It is critical that the entire team, including the attending physician, be 
completely supportive.

Homework 
 Assignments can be related to patient care (find data for the best 
therapeutic options for this patient) or to a specific topic (prepare a three minute 
presentation on the classification of febrile seizures).   Be specific about the 
assignment and make the time limits clear to the learner; five minutes is a long 
time for presentation on rounds.  Vary assignments.  Rather than asking the 
learner to give a talk, you can ask him to prepare an open-ended or multiple 
choice question for the team, and then use that question as a focus for 

76



The Clinician-Educator’s Handbook

discussion.  This takes more time than a straightforward presentation, so do it
only if sufficient time is available.  
 Be respectful of the learners’ time and do not overload them with homework.  
One or two assignments per learner per month are adequate. 
 Thank the presenter and reinforce things done well.  Correct mistakes 
constructively.

Reflection exercise #1.  Answers at end of chapter. 
A colleague wants to improve his teaching rounds.  Suggest three aspects of 
his teaching that he might reflect on and how he might improve each.

Evaluation and Feedback 
 While evaluation and feedback should be ongoing, there usually is an 
expectation for a summative evaluation and feedback at the conclusion of the 
rotation.  See Chapter 17 for a more comprehensive discussion of this area.
 It is useful to keep notes about the individual learner’s performance, 
including strengths and weaknesses with specific examples.  This can be done 
on notepaper, 3X5 index cards, or a portable electronic device.  This is 
especially helpful when working with a large team.  It is also helpful to keep 
notes about certain patients and certain critical learning points, so that these 
can be reviewed at the end of the month. 

If one of your goals is to help the students and interns improve their skills at 
presenting, you will want to critique their presentations or offer suggestions for 
improvements.  Do so constructively and diplomatically, being careful of what 
you say in front of the team.  It is one thing for an individual to not know the 
answer to a question; it is quite another to have someone point out that a 
presentation was lacking.  Do not be judgmental.  Do not say things like, “That 
wasn’t well organized,” or “ You’re disorganized.” Better to say, “Let’s try to look 
at that differently,” or “Is there a more concise way to organize that 
information?”  Rather than, “You left out the social history,” say, “Is there 
anything that you want to add about social history?”  If necessary, meet with 
individuals privately after rounds to give them feedback about problems.  Don’t 
dwell on problems with presentations in front of the group, but do point out 
when things are presented well and explain why the presentation was good. 
  The final session with the team should also include closure.  Review the 
highlights, challenges, problems, and accomplishments of the month.  If there is 
time, review a few key learning points.  Thank the members for their hard work 
and sense of responsibility (hopefully, this will be true for everyone). 
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Table 9. 
Timeline for Various Attending Teaching Tasks 

Time Tasks
Before rotation 
starts

Find out who your learners are 
Meet with supervising resident 
Plan curriculum and reading material 

Beginning of 
rotation

Conduct orientation 
Get to know the team and your learners 

Continuous Asses learners’ knowledge and skills 
Teach
Evaluate and provide feedback 

Midpoint of rotation Assess progress of team and each learner 
Meet with supervising resident 
Consider having the supervising resident take over 
some of your teaching 
Provide learners with formative feedback 

End of rotation Review and reflect on the rotation 
Provide feedback to the group 
Ask for feedback about the experience and 
(anonymously) about your teaching
Provide feedback to individual learners 
Thank the team and anyone else on the unit who helped 
you teach or care for the patients 

THE INPATIENT CONSULTANT 
 Not much has been written about the consultant as a teacher.  A medline 
search yielded very few articles directed to the consultant as a teacher, and 
most of these were from the British system, where a consultant is a specialist, 
such as an internist or pediatrician, as opposed to the U.S. system, where a 
consultant is usually a sub-specialist (e.g. rheumatologist or cardiologist).  A 
study from the British system in 2000 (Wall) concluded that the top five areas in 
which “consultants” needed to improve their teaching skills were: giving 
constructive feedback, keeping up to date, building a good educational climate, 
assessing trainees, and assessing the trainees’ learning needs. 
 In a teaching hospital, the consultant will usually work with his own 
subspecialty team, as well as the floor team.  While this discussion focuses on 
the consultant’s teaching of the ward team, his educational responsibility for 
learners on the consult service is real and should not be neglected.  Lewis and 
colleagues described a schema for teaching residents assigned to an internal 
medicine consult service.  The goal of their program was “the production of an 
effective, efficient, knowledgeable internal medicine consultant within a 1-month 
period,” and their curriculum focused on knowledge and the ability to gather 
evidence-based information, but it also included clinical “consultative” skills.  
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The importance of this article is not the specific program described, but rather, 
the fact that such a program should be goal-driven and can be successful.  
Each consultative service would need to design its own program.     
 With the 30-hour rule, the residents’ requirement to attend continuity clinic, 
and in many programs, inpatient house staff shift work, there is usually only a 
50-50 chance that the intern who admitted the patient will be on the ward when 
the consulting attending rounds.  Touch base with the team when you first come 
on service and agree on methods for communication, explaining the best way to 
reach you.  Tell them to feel free to call you with any questions. Adding a few 
words to the daily consult note, as to why a test was ordered or why a 
medication was initiated or stopped, can be very enlightening to a puzzled 
team.  If you make important decisions, call the intern and bring him up-to-date 
on your thinking.  House staff and students will appreciate your commitment to 
teaching.

THE ADMITTING PHYSICIAN 
 The admitting physician, whether a private practitioner or part of an 
academic faculty, can contribute to the education of students and residents 
participating in the care of his patients.  The most important determinant of 
success in this regard is a commitment to teaching.  Willingness to let the 
learners share in the decision making process and taking time to explain your 
diagnostic reasoning, what you are doing and why you are doing it is often all 
that is needed to turn simply writing another history and physical into a valid 
learning experience for the student or house officer.  Communication is the key 
to making the learner feel part of the team with responsibility for the patient’s 
care.  It is possible to listen to the learner’s assessment and plans without 
abrogating your own responsibility or decision making authority.

SUMMARY
 Inpatient teaching is challenging and requires an organized approach, 
starting with an orientation and concluding with reflection, evaluation, and 
feedback.  Rounds are the center point of inpatient teaching, and while they 
may occur away from the bedside, bedside teaching should not be neglected.

ACTION STEPS 
 Plan the rotation, as well as individual strategies such as rounds and other 

teaching activities 
 Begin the rotation with an orientation 
 Incorporate a variety of teaching techniques into rounds, including 

demonstration and observation, discussions, assignments, and evidence-
based medicine 
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During the month monitor the progress of the team, as well as the 
performance of each learner 

 At the end of the rotation, provide feedback to the team as a unit and to 
each learner individually 
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Answers to reflection exercises
Kroenke has described the ward attending month as having five components.
You might remind your colleague of each and offer a corresponding suggestion 
for improvement. 

The month begins with a discussion of expectations. Your colleague might 
reflect on his expectations for the learners, and he also might resolve to give his 
learners an opportunity to express their expectations for the rotation and for him 
as team leader. 
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Much teaching will probably take place in the conference room.  Your colleague 
might decide to maximize the opportunity for his learners to express their 
thoughts before he gives “the answer.” 

Bedside teaching is an important, albeit neglected aspect of inpatient teaching.
Your colleague might want to include some bedside teaching everyday.  He 
should reflect on the goals and objectives of bedside teaching and decide when 
and how to incorporate bedside teaching into his teaching rounds. 

According to Kroenke, the rotation ends with evaluation of the learners.  Your 
colleague might reflect on how to incorporate evaluation and feedback into the 
entire month.  He might want to focus on providing real-time feedback in a 
constructive manner.
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