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QUESTIONING

3 minutes

DISCUSSION 

1 minute

PRESENTATION

6 minutes

Bedside Teaching
Bedside teaching is an approach that has been used for transferring knowledge and skills to medical students throughout the history of medicine. Bedside teaching is highly effective and is an approach that need not be limited to teaching students and new clinical providers. Mentors will find that teaching and reinforcing skills at the bedside is effective in many clinical teaching situations. While the name suggests an approach that can be utilized only in inpatient situations, “bedside teaching” can be adapted to outpatient settings as well.

Bedside teaching allows the mentor to model important clinical skills, attitudes, and communication in the context of actual patient care, reinforcing learning from the classroom. Mentors will find that the mentee’s strengths and weaknesses become very clear at the bedside.

Basic steps

There are five basic steps to bedside clinical teaching, originally outlined by Neher, Gordon, et al. These steps may be performed in order, or mixed and matched to meet the needs of the situation. Bedside teaching is an opportunity to teach by example, and the role of the mentor should be supportive and respectful, not punitive. The steps below are followed after the mentee has completed the presentation of the case to the mentor.

1. Get a commitment. In the first step, ask the mentee to state the diagnosis or plan for treatment based upon the history and symptoms the patient has just presented. Asking the mentee to commit to a diagnosis or plan will increase the impact of the teaching session by providing a solid point from which to work. The mentor might ask questions such as “What do you think is going on here?” or “What would you like to do next?”

2. Probe for supporting evidence. Ask the mentee to explain how they reached their conclusion. Listening to their reasoning will help you to identify areas in which they need more information or, if their suggested diagnosis or plan of action was incorrect, in which they used faulty reasoning. In addition, it will enable you to know whether they reached a correct conclusion through sound reasoning, or whether it was a lucky guess. Questions by the mentor for this stage might include “What led you to that conclusion?” or “Tell me how you reached that diagnosis.”

3. Reinforce what was done well. Offer specific feedback rather than a general statement such as “Good diagnosis.” Giving specific comments will provide the mentee with tools to use in similar situations in the future. 

4. Give guidance for errors and omissions. As when you offer positive feedback, any corrections should be specific. Care should also be taken to make sure the feedback is constructive and includes specific plans for improvement.

5. Summarize the encounter with a general principle. Choose one or two general principles that arose from this encounter to become the take-home message. Summarizing the encounter in this way will help the mentee apply the lessons learned to other situations. 

The pie chart below shows how bedside teaching can be used in a 10-minute patient consultation. The mentee presents the case for 6 minutes, the mentor asks questions as outlined in steps one and two above for 3 minutes, and a final discussion and summary takes place in the last minute. 
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Using the bedside teaching approach

Preparation

A mentor should be adept at physical diagnosis and should have a working knowledge of the possible diagnoses and issues that may arise. The mentor should also have an understanding of the systems and resources in the setting, as these may affect how the mentee cares for the patient. Perhaps most important, however, is the attitude with which the mentor approaches bedside teaching. Facilitating the greatest amount of learning possible for a mentee will require the mentor to take a back-seat approach to teaching by allowing the mentee to explore and learn on their own, with the mentor’s support. Extensive lecturing or performance of the clinical duties will undermine the purpose of the bedside teaching. 

Before the bedside
Before going to the bedside, the mentor and mentee should have a discussion about the purpose and structure of the session: 

· Identify appropriate patients for the bedside teaching session. Patients should be capable of interacting with the mentor and mentee, or have family members present who can answer questions. If possible, it is helpful to arrange the session with the patient ahead of time. In outpatient settings, however, it may be impossible to identify patients in advance.

· Set goals for the session. Ask the mentee what they wish to learn or if there is anything they are concerned about or want to practice. 

· Agree on roles and expectations. Discuss who will make introductions and who will take the lead on the various aspects of the visit. Establish a protocol for trading off of responsibilities if it becomes necessary.

· If you will be seeing multiple patients or are operating on a tight time schedule, discuss the expected time frame for the session. 

At the bedside
The following steps may be performed by either the mentor or mentee. Remember that it is best to allow the mentee to take the lead on most tasks, but the mentor needs to assess the mentee’s comfort and ability beforehand. One case scenario for the bedside encounter with the patient is described below.

Orient the patient
· Greet the patient and introduce all people present. 

· Explain to the patient the purpose of the session and ask or confirm permission to continue.

· Explain that you will be discussing many things that may not apply to the patient at all. The patient should feel free to ask questions throughout the process.

· Answer any questions the patient may have immediately.

Present the case
· The mentee should make a brief presentation of the case without reading from the chart. The mentor should not interrupt this process except to ask a clarifying question. 
· The presentation and all subsequent discussions should take place in lay language so the patient can understand.
Focus on the patient
· Following the initial briefing, ask the patient if the information presented was correct. 

· Clarify details with the patient. The patient can act as a teacher through sharing their experiences and thoughts on their condition.

· Periodically check in with the patient to ask if they have any questions. 

· Turn the session into a hands-on experience by exploring the physical findings. The mentee should look at the various manifestations of the condition and report their findings.

Follow the five basic steps of bedside clinical teaching
The following case scenario helps to illustrate the steps of bedside clinical teaching.

Mentoring scenario:

	You have recently started to work with a physician mentee in an ART clinic. The mentee has just finished seeing a patient and is presenting to you in an empty exam room while the patient waits in a different exam room.

Mentee: “I just saw Mary Shilonga who is a 27-year-old woman who came in today with a complaint of cough and shortness of breath. This is her initial visit to this facility. She was diagnosed as HIV-positive 3 weeks ago at the health center near her village.  A CD4 test was done at the clinic and came back as 48 cells/mL.
“She reports feeling ‘tired and unwell on and off for several months’ now. Mary reports losing at least 5–7 kilograms over the past 6 months. She was feeling a little better last month, but 3 weeks ago she thought she was coming down with a cold and then developed her current symptoms of cough and shortness of breath.
“Over the past 3 weeks, she reports feeling chills and thinks she has been having fevers on and off. She experiences shortness of breath when she tries to do activities around the house like cooking or cleaning or when she has to walk to the store to do shopping. She has not had any associated chest pain, except when she coughs. She has trouble sleeping at night sometimes due to the cough. 

“I noted on physical exam that Mary is a thin, uncomfortable-appearing woman who is without respiratory distress at rest. Her temperature is 38.5ºC, blood pressure 110/60, heart rate 88, and respiratory rate 18. Her HEENT exam is within normal limits; no sign of oral thrush/lesions/ulcers. Her neck is supple; no signs of generalized lymphadenopathy. Her lung exam reveals faint scattered bilateral crackles. She has no nasal flaring, wheezes, or intercostal retractions. Her neurological, cardiovascular, and abdominal exams are normal. Skin exam is notable for excoriated nodules scattered over arms, legs, and trunk.”
The mentee pauses here and waits for your response.


1. Get a commitment. Ask the mentee to articulate their diagnosis or plan for treatment, based upon the patient history and symptoms they have just identified. 

	Your questions: “Based on this information, what would be your priority tasks with this patient today?”
Mentee’s reply: “I am mostly concerned that Mary might have a respiratory infection and that I will need to start ART for her today.”
Your reply: “What specific infections are you worried about at this juncture?”
Mentee’s reply: “Mary could potentially have an opportunistic infection [OI], such as PCP, pulmonary TB, or bacterial pneumonia.“


2. Probe for supporting evidence. Ask the mentee to explain how they reached their conclusions.

	Your reply: “What elements of the history and physical support these differential diagnoses?”
Mentee: “I suspect PCP pneumonia/TB/bacterial pneumonia because of her history of fever, cough, and progressive shortness of breath, especially given her low CD4 count. Also, she is febrile today and had scattered crackles throughout her lung fields.


3. Reinforce what was done well. Offer specific feedback.

	Your feedback: “Good job. You gave a thorough presentation of this patient visit. I am glad that you are prioritizing Mary’s risks for acquiring OIs given her immune status. The potential diagnoses that you gave were absolutely appropriate. We will definitely want to start talking about ART with Mary. However, we’ll see if we can get this current infection treated first.”


4. Give guidance for errors and omissions: As when offering positive feedback, any corrections should be specific. Care should also be taken to make sure the feedback is constructive and includes specific plans for improvement.

	Your feedback: “One thing that might help us narrow Mary’s diagnosis is to obtain more information about her cough. You did not mention whether or not Mary has any sputum associated with her cough. Make sure you always note whether patients are expectorating sputum when patients present with the symptom of a cough. So you’ll want to inquire about whether Mary has had any blood-tinged or other colored sputum. Also, it is important to inquire if she’s had a history of TB, or if anyone in her family has had a recent history of TB, especially given her HIV status.”


5. Summarize the encounter with a general principle. Choose one or two general principles that arose from this encounter to become the take-home message. 

	Your input: Remember that, in general, opportunistic infections need to be treated or stabilized before starting HIV patients on ART. This helps to avoid dangerous drug-drug interactions between OI treatment regimens and ART regimens. This also helps to prevent patients from being overwhelmed with taking too many medications at once. Adherence to ART by itself is challenging enough.


Wrap up the session:

· The mentee should report their plans for management of the patient. The mentor should review and summarize the key points of the session.

· Thank the patient and their family for their involvement, and check for questions a final time. 

After the bedside:
As soon after the session as possible the mentor should debrief with the mentee to discuss what occurred.

· Review and summarize key learning points.

· Ask for questions from the mentee. Discuss any problems the mentee identified.

· Offer specific positive and constructive feedback. 

· Agree on an area for improvement and formulate a plan for how to improve. 
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