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Preface

The emergency department (ED) is one of the most interesting 
and rewarding teaching venues in the house of medicine. No other 
environment offers such a rich blend of undifferentiated patient 
presentations and diseases. However, because of this diversity, the 
ED is also one of the most difficult places to teach. Many of our 
patients are desperately ill, and we must often reset our priorities 
quickly to meet their clinical demands. In this environment, emer-
gency medicine educators are challenged to provide quality educa-
tion for medical students and physicians-in-training.

Emergency medicine attendings who wish to hone their teach-
ing skills can find a number of textbooks on educational strategies 
written by physicians from other disciplines. However, until now, 
they have not had access to a text written by emergency medi-
cine physicians on methods of teaching that are directly applica-
ble to our specialty. This book was compiled to meet that need. 
Its purpose is to provide educators in emergency medicine with a 
resource on best practices in teaching the art of emergency medi-
cine. The contents are organized around the topics of teaching spe-
cific groups of learners, teaching in the emergency department, 
improving as an educator in emergency medicine, and appreciating 
various teaching techniques and strategies.

The chapter contributors are widely regarded as leaders in the 
field of emergency medicine education and faculty development. 
Authors were given free rein to develop their chapters and write 
in their own style. They were asked to present their personal views 
on how to successfully teach the art of emergency medicine, rather 
than review evidence-based guidelines regarding medical education. 
As a result, most of the chapters have few references. This first-
person approach to a multi-authored textbook yields a compilation 
that varies in style from chapter to chapter and exposes the reader 
to a variety of communication techniques. The editors hope that 
readers find useful models within these pages as they refine their 
own methods for teaching in the spectrum of venues where emer-
gency medicine is taught.

xv



Inherent to the teaching and the practice of emergency medi-
cine are specific challenges not found in other specialties – the 
unknowns of the ED, the need to identify life- and limb-threatening 
conditions, the pressure to solve problems and find solutions 
quickly, the orchestration of clinical specialists and ancillary services. 
Because of these unique demands of our practice, books written by 
clinicians from other disciplines may be helpful but not complete 
for us. Practical Teaching in Emergency Medicine was written by emer-
gency medicine physicians for emergency medicine physicians. 
We hope you find it to be a valuable resource toward teaching the 
art of practicing our beloved specialty.

Robert L. Rogers, M.D. 
Chief Editor

Practical Teaching in Emergency Medicine

xvi  Preface
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C H A P T E R 1

Adult learners in the 
emergency department

Ellen J. O’Connell, Kurt C. Kleinschmidt
Division of Emergency Medicine, University of Texas Southwestern Medical Center, 
Parkland Health & Hospital System, Dallas, TX, USA

Introduction

“Why do I have to learn this?” is a common complaint among 
school-aged students while learning dreaded subjects. The teacher’s 
answer is usually, “Because I said so.” The standard student retort 
to this is, “Well, I’ll never have to use this in the real world.”

Adulthood has arrived; the real world. Unlike our youthful days 
when educational subjects were forced upon us, most adults seek 
to learn because of a motivation to do so. Adults seek experiences 
that have an identifiable impact on life. However, the motivation 
for adult learning is not always from within; external forces also 
affect motivation. Adults sometimes seek education, not because 
they are excited about the subject, but because they know it 
is in their best interest. Adults also seek learning so as to better 
deal with the real world. This is the basic difference of perspective 
toward learning between an adult and a child.

The purpose of this chapter is to explore the  principles of 
adult education as it applies to teaching in the  emergency 
department (ED). Examples of these principles will be applied 
to this specific clinical setting. The terms “learner” and 
“physician-in- training” refer to anyone in the position of learning. 
The “teacher,” “ instructor,” or “educator” is the person at any level 
of training who is in the teaching role.

Practical Teaching in Emergency Medicine.  Edited by Robert L. Rogers

© 2009 Blackwell Publishing Ltd. ISBN: 978-1-405-17622-4
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Learning theories

Physiologically, learning is building and strengthening the 
 synapses in the brain. The details are complex and unknown. 
This unknown territory has resulted in the development of many 
learning theories, including three recognized classic theories [1]. 
Each of these theories creates an impact on curriculum design, 
teaching, and evaluation. Most educators use elements from each 
theory in any given situation rather than strictly adhering to one 
particular style.

Behaviorism is the learning theory commonly associated with 
the Pavlovian response: a subject performs a behavior, receives a 
positive result, and the behavior is reinforced. If the result is nega-
tive, then the behavior is discouraged and eventually eliminated. 
The behaviorist does not focus on the thought processes of the 
learner, but only on the response to a stimulus.

The cognitive learning theory is the opposite of behaviorism. It 
focuses on the learner’s thought processes instead of a response to 
a stimulus. The interest is in how the learner integrates new infor-
mation and applies it to new situations.

The third classic learning theory is constructivism. In this the-
ory, the learner builds (or constructs) new ideas based on existing 
knowledge. Constructivism also focuses on how students interact 
and learn from each other, as well as from their educators.

Learning as a child

Pedagogy refers to the learning style of children. Its literal transla-
tion from Greek is “to lead the child.” This is a teacher-centered 
style of learning. Because children are not thought to have suffi-
cient experience to know what they need to learn, their educators 
make these decisions for them. Instructors decide what material to 
teach and how to teach it. Young students have little choice as to 
the content of their curriculum. Decisions and information flow 
100% from instructor to student.

Aspects of the pedagogical style also apply to some adult learn-
ing situations. For example, during the preclinical years of medical 
school, adult students also have no choice regarding the content 
of their curriculum. However, unlike secondary school students, 
adults have chosen to do this curriculum because of their motiva-
tion to become physicians. The curriculum is a means to an identi-
fiable end, providing motivation.
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Learning as an adult

As the study of learning advanced, adult learning enthusiasts recog-
nized that children and adults receive and process new information 
differently. This recognition suggested that adults should be taught 
differently, prompting radical changes in adult education in many 
institutions. In the mid-1950s, Malcolm Knowles began publish-
ing his work on adult education, which at the time was an under-
explored subject. He popularized the term andragogy, which he 
defined as “the art and science of helping adults learn.” He observed 
that adults needed to be involved in their education rather than 
being “led” to it. While childhood learning is teacher centered, adult 
learning is student centered.

Much of the adult learning theory stems from five assump-
tions about adult learners developed by Knowles (Table 1.1). The 
assumptions reflect that adults are self-directed learners who seek 
information independently. They reconcile new information with 
their existing knowledge base, and they seek to apply it imme-
diately to a known problem. It is important to note that these 
assumptions have not yet been validated.

Pedagogical learning is based upon discrete subjects, such as 
math, history, and spelling; or anatomy, cell biology, and pharma-
cology. This is appropriate for building lower levels of cognition, 
and for the development of a foundation of knowledge. However, 
applying very basic knowledge, acquired in a pedagogical style, to 
real-world problems is more difficult. Adult learning is more prob-
lem centered, an approach in which the learner pulls multiple 
bits of basic information from multiple, discrete subjects to solve a 
problem.

Problem-centered learning is very relevant in the ED. For 
example, the ED physician, faced with a female who has right 
lower quadrant abdominal pain, simultaneously gives attention 

Table 1.1 Malcolm Knowles’ adult learning assumptions.

Adults are self-directed and autonomous

Adults have life experiences that need to be respected

Adults desire to learn tasks related to everyday life

Adults are problem centered and seek to immediately apply learned material

Adults are motivated by internal drives rather than external factors

Refs [6, 8].
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to all systems that may cause pain in this region, thus deciding: 
“Is this gastrointestinal (appendicitis, gastroenteritis), gynecologic 
(ectopic pregnancy, ovarian torsion, pelvic inflammatory disease), 
genitourinary (ureterolithiasis, pyelonephritis), vascular (aortic 
dissection), or other (shingles)?” The physician combines basic 
knowledge of these different systems and conditions with clini-
cal experience to narrow the diagnostic possibilities and begin the 
appropriate evaluation.

Before embracing Knowles’ theories blindly, one must note that 
there are many criticisms of Knowles’ work. The lack of data used 
to formulate the assumptions is commonly cited [2–5]. This is 
particularly concerning in medicine’s current culture of evidence-
based practice. Additionally, Knowles’ work is often considered 
“theory.” This is an inappropriate use of this word, since a scientific 
theory is one that has been rigorously tested, and these learning 
assumptions have not.

Norman [2] questions at what point a student optimally transi-
tions from a child to an adult learning style. It is not likely an age-
based phenomenon, as chronological and mental ages are not 
always congruent. He suggests that the time of the transition is not 
effected by an internal condition of the learner, but rather by the 
change in learning style needed to meet a new pressure or situation.

Some have suggested that the motivation for adult learning is 
rarely exclusively internal; that motivation often stems from exter-
nal forces [3, 5]. Adults may only acknowledge their conscious 
internal motivation, neglecting a subconscious external  motivation. 
For example, physicians must receive continuing medical educa-
tion (CME) in order to maintain their certification. A physician 
may satisfy an internal drive to learn more about dental emer-
gencies by attending a lecture on this topic at a conference; the 
external motivation of receiving CME credits is also satisfied by 
attending this lecture.

The assumption that adult learning is all self-directed is also 
debatable [2, 5]. Self-direction is a quality of a mature learner. 
A young learner may possess this quality, whereas a chronologi-
cally older student may not. In addition, before indulging into any 
self-directed learning, students must do self-assessments to iden-
tify their weaknesses. However, young students often perform 
inadequate self-assessment. The drive to learn is partly fed by suc-
cess. Consequently, students are more likely to study topics with 
which they are familiar, feeding the hunger for success rather than 
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 focusing on weak areas. Adult learners facing new subjects may 
need a little “pedagogical guidance” from instructors.

Another criticism of Knowles’ work is that he did not comment 
on the use of reflection in learning [5]. In reflection, the learner 
considers the new material, integrating the new material with 
preexisting knowledge and resolving conflicts between new and 
old information. The learner can also consider how to approach 
a task the next time, based on successes and mistakes in the first 
 experience. Taking time to reflect upon a newly learned topic 
serves to ingrain the material into one’s mind, strengthening the 
newly formed synapses.

Educating adults

Adults are experienced learners who derive part of their identity 
from life experiences. Adult learning is enhanced when educators 
demonstrate respect to the adults, as well as to their experiences. 
Any dismissal of the learner’s experience is perceived as a rejection 
of himself or herself [6]. With the learners’ cadre of life experiences 
come well-established, difficult-to-break habits [6]. Despite their 
motivation to learn, adults are generally resistant toward chang-
ing their habits. Educators must balance respect for the learners’ 
experiences with needed modifications of problem habits. Failure 
to balance this may risk alienating the learners.

Dependence on the teacher within a pedagogical structure is 
counterintuitive to adult learners. Adult learners seek to solve 
problems on their own using previous experience. Instructors of 
adult students are seen as facilitators, not teachers. Facilitators are 
guides who do not merely hand out information but who help 
students to develop their own questions and to find their own 
answers. This develops student self-reliance and skills that will 
be useful in solving future problems. Knowles and others have 
developed recommendations for these facilitators of adult students 
[7, 8], detailed with examples in the following section.

Adult learning in the ED

The ED is a very rich, problem-based, learning environment. 
Most emergency medicine (EM) physicians are “action oriented” 
people who say, “I learn best by doing,” or “I learn on my feet.” 
The ED provides the ideal setting for such learning. Patients are 
present here with a complaint to be diagnosed, not a diagnosis to 
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be  managed. The  educational moments are “live;” they are “now.” 
Skilled educators exploit these attributes of the ED, incorporating 
principles of adult education to create rich learning experiences for 
the young physicians.

However, the ED is not a “comfortable” learning environment. 
Constant distractions are normal. Another significant barrier to edu-
cation in the ED is time. Faculties are clearly under  increasing pres-
sures to see more patients, further limiting the time for  teaching. The 
balancing of time between patient care and  teaching is just another 
ED triage; only that this is “time triage.” Not all cases need to be an 
educational moment, nor must every aspect of each case be dissected 
to provide thorough teaching. Educators must choose their moments.

Set the environment
There are two environments to optimize for learning: physical and 
interpersonal. The physical environment of the ED is a constant 
assault on all the senses, resulting in an array of distractions that 
is unparalleled in the world of education. Patients are constantly 
 coming and going whereas providers are ever darting about. Noise 
emanates from patients, monitors, radios, telephones, overhead 
speakers, and chatter between coworkers. The lighting is harsh. 
The department is never big enough, with patients overflowing 
from rooms into hallway beds or large rooms with chairs. Nurses 
and  physicians also have to battle for computer space; if there are 
enough computers, there is not enough counter space. Supplies 
run short, textbooks are old, and “who took the last cup of coffee 
without making a new pot?” interruptions are frequent. New learn-
ers in the ED also face shear intimidation. Despite these inordinate 
challenges, learners must focus on good quality, one-at-a-time, 
patient care. It would seem impossible to also get the learner to 
focus on educational moments, one-at-a-time. Teachers in the ED 
must choose their moments among the distractions. It is impor-
tant to “read” your learner to see if they are ready for educational 
moments. If a student is too distracted with a current situation, you 
cannot effectively teach. Save the pearl for later.

The interpersonal or relationship setting is the most  important 
piece in the entire educational endeavor. As noted earlier, adults 
have years of experience for which they expect and deserve respect. 
Establishing an open and respectful relationship with the adult 
learner is the most important initial step in providing adult educa-
tion. It is this relationship that encourages learners to come to their 
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teachers, and also makes the teachers approachable. Simply, learn-
ing will not occur if the students do not want to approach or hear 
from the teacher. Since in the teaching ED, physicians-in-training 
have to present their cases, it seems that the learners have no choice 
but to come to the teachers. However, if the learners do not have a 
good relationship with the teacher, they will modify their presenta-
tions in ways to minimize exposure to the instructors. When facul-
ties try to teach in the setting of poor relationships, learners will be 
minimally receptive. Tension easily worsens with each encounter. 
Various reviews have been done that describe the characteristics of 

Table 1.2 Characteristics of effective teachers.

Enthusiasm

Psychosocial focus

 ● Stresses relationships with patients and staff

 ● Patient centered

 ● Understands personal perspectives and social values

 ● Humanitarian

Identifies self as a teacher

Communication skills

 ● Listens to students

 ● Rapport with students

 ● Nonthreatening (approachable)

 ● Questions carefully done

 ● Clear and lucid

 ● Organized

Role model actions

 ● Positive

 ● Responds to teaching needs

 ● Listens to patients

 ● Rapport with patients

 ● Emphasizes relationships

 ● Emphasizes psychosocial aspects of cases

 ● Knowledgeable

 ● Clinically competent

Encourages education and independence

 ● Actively involves students

 ● Provides direction and feedback

 ● Stimulates intellectual curiosity

 ● Promotes self-direction

Refs [10–15].
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good teaching faculty (Table 1.2). Upon review of these characteris-
tics, it can be noted that they are all based upon the establishment 
of an open and respectful relationship with the learners.

Set goals
Goals are the centerpiece of education. Adult learners should assist 
in determining their learning goals as much as possible. Learners 
can reflect on their existing knowledge and identify gaps that must 
be filled. This strengthens their internal motivation and develops a 
sense of responsibility for their education. In an ED, goals can be 
established any time including orientation, the beginning of a shift, 
or on the fly as a resuscitation is about to begin. However, learners 
cannot determine these goals alone. Goals may result after nego-
tiation between the student and the teacher. Educator input is also 
valuable in ensuring that learners have set specific, achievable, and 
measurable goals.

During orientation, ask off-service rotators and medical students 
to consider what they hope to achieve during their time in the 
ED. Many will have very limited goals. Challenge them to expand 
their thinking, since the ED is a place for non-EM physicians to 
face problems outside their chosen practice. Consider having the 
 physicians-in-training establish a goal for the day at the beginning 
of a shift. This may be a part of the history, such as asking each 
patient the nature of his or her employment. Alternatively, the 
learner can enhance physical exam skills, such as carefully listening 
to cardiac murmurs in each patient. Educators can help the learners 
recognize unrealistic goals, such as improving chest tube placement.

Some non-EM rotators may desire to learn everything related 
to EM while in the ED. However, non-EM physicians-in-training 
often present unique challenges because they may have goals for 
the rotation that are different than the teacher’s desire to teach 
them “emergency medicine.” An orthopedics physician-in-training 
may only seek musculoskeletal injuries, whereas an internal medi-
cine physician-in-training may target lengthy, inpatient work-ups 
on ED patients at a rate of one patient per hour. It may be impos-
sible to “make” these physicians-in-training meet the instructors’ 
desired goals. Thus, negotiation becomes an important part of the 
process. Attempts to force certain goals upon some learners will 
only result in frustration for all. Admittedly, not all would agree 
with this, as some feel all rotators should be taught everything 
related to EM.
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Learners may struggle to choose goals. Instructors can assist by ask-
ing questions to identify areas of weakness. For example, a physician-
in-training may say, “I hate eye complaints.” Questioning reveals that 
this aversion is due to a lack of comfort with performing a complete 
eye exam. If the physician-in-training is in EM, the instructor can 
ensure this is taught during the shift. If the learner in non-EM has no 
interest in learning the details of the eye exam, then time might be 
wasted in trying to do so. It might be the appropriate time to probe 
again and find a weakness that is of interest.

Plan and implement new material
Involving learners in planning educational activities has many ben-
efits, including assisting the facilitators in identifying possible prob-
lems before they become definite issues. Facilitators can redirect 
learners when they are off-track and provide recommendations for 
problem solving resources.

This technique applies easily to procedures. All providers have 
preferred approaches for different procedures. Physicians-in-training 
may not have broad enough exposure to different techniques. 
Asking one to try a different technique or approach may result 
in some resistance. Querying, “Why do you think it may be valu-
able to know how to place internal  jugular central lines rather 
than just femoral lines?” may help the learner realize that not all 
approaches are available in all patients. Consequently the physi-
cian-in-training gains motivation for learning a new approach 
as well. Having learners discuss about  procedures before they 
are done reinforces the appropriate steps and identifies knowl-
edge gaps before undertaking the tasks. Being present during the 
procedure is ideal though often impractical. It is reasonable to 
consider that different procedures have different  levels of risks 
and thus different levels of need for physical  presence by the 
teacher.

Implementing education is difficult during the middle of a 
 procedure or resuscitation. Educators naturally want to intervene 
and/or make comments; but doing so may be at the expense of the 
physician-in-training. These moments require the  difficult balance of 
patient care with education. Intervention by the teacher can embar-
rass the learner, potentially  harming the  student–teacher relation-
ship. However, patient care is a very important  consideration. There 
is no easy answer for these  potentially  conflicting interests. The best 
consideration is that there are no absolutes; neither should always 
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be the dominant one. Minor mistakes by a physician-in-training can 
be just as acceptable as the teacher stepping in at a truly life threat-
ening moment. For those who practice EM, we recognize that the 
truly life threatening moments, where key decisions in a matter of 
very few minutes will truly affect life, are few. Usually, there is time 
for the teacher to discuss the situation with the learner, facilitating 
and guiding. An excellent location for the teacher is right behind 
the learner. This location enables the teacher to quietly make com-
ments to the learner, enabling him or her to remain “in-charge.” 
Once the life threatening moment has passed, then even the minor 
mistakes can be addressed during the postresuscitation review.

Another implementation opportunity occurs when a topic 
is raised to which the educator has a canned, brief presentation. 
Many teachers have a variety of topics, such as causes and evalu-
ation of syncope, management of asthma when standard medica-
tions fail, emergency causes of chest pain, or how to interpret a 
chest X-ray. Educators keep these discussions fine-tuned and ready 
for use when the appropriate moments occur. These lectures are 
brief, usually no longer than 3 minutes. This aids the learner in 
retaining the information (by avoiding information overload), as 
well as avoids significant delay patient care.

Evaluate
By evaluating their learning experiences, adult learners identify 
ongoing knowledge gaps and recognize whether goals were met. 
These evaluations do not use formalized exams; rather may be 
done with a brief discussion between the learner and the teacher. 
Reviewing key aspects of patient encounters can be very helpful, 
especially if it includes comments on previously established goals.

The verbal discussion (or evaluation) is routine during standard 
patient presentations by physicians-in-training. After the presenta-
tion of a history and physical condition, ask a physician-in- training 
to formulate a differential diagnosis, what he or she wants to 
do from this point, and the thought processes behind both. This 
gives the educator insight into the learner’s understanding of the 
patient’s illness, as well as whether the learner has an appropriate 
diagnostic approach or not. This also is a chance for the educator 
to guide the learner back on track should the plan not seem appro-
priate based on the presentation.

A similar recap should take place after the physician-in-training 
has undertaken a specific challenge, such as a new approach in a 
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procedure. A similar query of, “How did you think this went, what 
did you learn, what would you have done differently?” gives the 
learner a moment to evaluate his or her own performance, again 
reinforcing the new material.

Role model
Example is not the main thing in influencing others. It is the 
only thing.

 Albert Schweitzer

Role modeling is very important to education in the ED. In some 
ways, this is the easiest education that teachers deliver. It requires 
little thought or planning, and mostly the teachers being the role 
model themselves. Amazingly, EM teachers may be unaware that 
they are role modeling. Physicians in any senior position should be 
aware of their behavior being emulated at any time [9]. Thus, in 
other words, this can be the most difficult part of being a teacher, 
as you are onstage 100% of the time. An EM teacher’s every action 
or word is interpreted, and the interpretation may be very different 
than what was intended by the teacher. Every verbal interaction is 
seen by at least one person, and the patterns soon become clear. 
The disgusted look given to the technician for delivering the lat-
est electrocardiogram is generally witnessed. The challenge is to be 
the best human we can be as much of the time as possible. It is no 
surprise that most positive human attributes are the same as the 
characteristics of an effective teacher discussed earlier (Table 1.2).

Observation of a teacher’s history and the physical exam of a 
patient can be illuminating to a learner. The clinician’s techniques can 
be incorporated into their own routines: subtle uses of humor, good 
eye contact, or the shake of a hand. Educators can then point out 
findings to the learner and explain why certain questions were used.

One of the most important items that can be role modeled is 
how the teacher thinks. For example, after having heard the dif-
ferential diagnosis and plan from the physician-in-training, the 
teacher explains his or her differential and plan loudly. This is more 
than just stating a differential and plan. It is very powerful for the 
learner to see the educator model his or her thought  processes by 
“thinking out loud.”

An instructor may also model an experience, which is difficult 
to teach, such as conveying to the family the death of a loved one. 
The educator can identify ahead of time specific techniques, such as 
bringing a chaplain or nurse as an escort and clearly stating that the 
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loved one died. This serves as cues for which the learner should be 
watching as the role model proceeds in his or her task. Afterward, 
the instructor can ask the learner for his or her thoughts on the 
experience. This serves both as feedback for the instructor and to 
embed the experience in the learner’s mind.

Conclusion

To summarize, adult learners are self-directed and goal oriented, 
seeking information that they can readily apply. The ED pro-
vides many appropriate educational moments for adult learn-
ers. Educators can seize these moments by helping the learner set 
goals, serve as a guide on the learner’s path to learning but not 
spoon-feed answers, and help the learner evaluate his or her per-
formance to further solidify the new information.

Summary points

● Adult learners have internal motivation, frequently combined with 
external motivation, to actively seek new information, reconcile 
new information with existing knowledge, and plan to rapidly 
apply information to a problem.

● Reflection on newly learned material or tasks serves to integrate 
the new material into a learner’s brain, making it more readily 
retrievable in future experiences.

● Adult learners need from their educators respect for their existing 
knowledge base.

● Setting a positive interpersonal environment will help overcome 
the ED’s physical impediments to learning.

● Physicians-in-training must develop learning goals; learners must 
evaluate both independently and with their educator how those 
goals have been met.

● Educators must be open to identify opportunities for learning in 
the ED, such as patient presentations by physicians-in-training, 
procedures, and resuscitations.

● Educators should realize they are always role models; their 
behavior, both positive and negative, is always on display for 
absorption by learners.
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The emergency department (ED) offers what may be the greatest edu-
cational opportunity in medicine. Patients present with undifferenti-
ated conditions from every field of medicine, requiring sophistication 
in history taking and physical examination, laboratory and radiologic 
testing, multitasking and prioritization, as well as interpersonal inter-
actions. However, the ED also throws significant obstacles in the way 
of instructors who attempt to utilize this potential treasure trove of 
education. Many of these obstacles are inherent to the ED – such as 
chronic time limitations, frequent interruptions, and lack of physical 
space for teaching – while others are common to instructors across 
medical specialties and only exacerbated by the ED environment.

Obstacles inherent to the ED

Educators in the ED often cite lack of time as the major obstacle 
to their teaching during a shift. While balancing patient care and 
teaching is always a challenge, nowhere is this truer than in the 
ED, with its increasingly high volume of patients. Physicians are 
under pressure to see patients more and more rapidly, to manage 
them efficiently, and to maintain a high level of vigilance to identify 
the few, among many, who have truly emergent needs. The  acuity 
of patients is another major factor in time limitation; just a few 
critically ill patients may absorb the full attention of the instructor, 
often for long stretches of time [1].
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At the same time, EDs are being held to more stringent stand-
ards of patient satisfaction, meaning that facilitating patient flow 
and communicating with patients and their families also remains 
a high priority during a shift. Additional tasks such as directing 
on-line medical control, receiving calls from primary care physi-
cians and consultants, and arranging inter-hospital transfers con-
tribute to the workload. Emphasis on quality of documentation, 
out of concern for both billing and litigation, shunts remaining 
time and energy toward careful charting.

Overall, the demands of patient care leave little time for teach-
ing activities [2]. Unlike other departments in the hospital, the 
ED cannot set aside structured teaching time as a routine part of 
the work day in the form of morning report, lunchtime confer-
ences, or extended rounds. Teaching must occur spontaneously 
and is always subject to interruption, sabotaged by phone calls, 
incoming traumas, or questions from nurses and other staff [3]. 
Even without direct interruptions, distraction comes in the form 
of the ever-present background noise of phones, overhead pages, 
and voices of staff, patients, and their families. Contributing to 
the less-than-ideal teaching environment is the limited physical 
space. Depending on the physical layout of the department, simply 
finding an open area to gather for teaching can be difficult in an 
overcrowded ED where hallways are lined with occupied patient 
gurneys and back-and-forth pedestrian traffic. Discussion about 
individual cases can be limited further by the lack of privacy.

The makeup of the learner population creates one of the most 
challenging aspects of teaching in the ED. Learners range from 
third year medical students to senior emergency medicine train-
ees to rotators from across medical and surgical disciplines, all with 
widely divergent skill sets and learning needs [4]. Knowing how to 
make teaching appropriate for the student being exposed to the ED 
for the first time, for the ED trainee trying to hone management 
skills, and for the off-service rotator seeing cases out of their com-
fort zone requires a subtlety that can seem impossible to achieve 
within the confines of an 8- or 10-hour shift. Exacerbating this 
problem is the limited face-to-face time between individual instruc-
tors and learners in the ED. In addition, unlike many services in 
which a learner is paired with a single instructor for an extended 
and anticipated period, it is a  significant challenge to establish any 
relationship between teacher and learner when there is little longi-
tudinal contact between them.



18  Section 1: Background/Introduction

Instructor-based obstacles

The barriers to teaching inherent to the ED may exacerbate the per-
sonal challenges faced by any medical educator who aims to teach 
on a daily basis. The ED environment requires a spontaneous and 
flexible style of teaching that does not come naturally to many 
people. Training programs do not commonly provide formal educa-
tion on effective teaching strategies, and young graduates who have 
recently become attendings may find balancing patient care with the 
desire to teach extremely challenging. Even experienced physicians 
may feel uncertain about how best to relate important clinical points. 
Instructors may interpret the weariness of tired trainees as a lack 
of interest in learning or may feel intimidated by the niche areas of 
knowledge owned by off-service rotators. Because teaching is rarely 
rewarded in concrete ways, instructors may succumb to more explicit 
pressures to excel in documentation, ED flow, or patient satisfaction, 
setting aside teaching as a “last priority” that rarely gets attended to.

Learner-based obstacles

Teachers may have trouble “getting through” to their learners, not 
because the teachers are ineffective, but the learners themselves 
encounter obstacles in taking advantage of the educational opportu-
nities of the ED. There are many reasons for resistance to learning. 
Fatigue may be a factor, especially in non-ED rotators who do not 
anticipate how demanding an ED schedule can be. In addition, stu-
dents and trainees may feel overwhelmed by the wide range of clini-
cal entities presenting to the ED and the breadth of clinical tasks they 
are expected to perform. Some trainees may work in specialty clinic 
or ambulatory care settings where patients present with a much nar-
rower range of diseases, are generally stable, and are seen and worked 
up one or two at a time, in serial fashion. Others may believe that 
their most important duty is to complete the workup of every patient 
they admit, in order to assist their colleagues on the inpatient wards. 
All of this may result in learners resisting change – and missing out 
on the main educational purpose of the ED rotation – by seeking to 
recreate their comfort zone, selecting out patients with disease entities 
that are familiar, delaying picking up new patients, or being dismissive 
of information that they perceive as irrelevant to their ultimate career.

When an educator feels that their instruction is not quite reaching 
the learner, it may help to stop and consider that (1) the learner may 
very well inspire this feeling in other ED and non-ED educators, 
(2) it is unlikely the learner is happy about having this effect, and 
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(3) it is likely a natural response to stress and uncertainty. These are 
challenging scenarios but considering some of these factors may pre-
vent frustration and help the instructor ultimately succeed in “get-
ting through.”

Solutions

For the teaching aspirant, the obstacles discussed thus far may seem 
overwhelming, particularly since many of them – the volume of 
patients and the number of responsibilities of the attending physician 
– are likely to only amplify over time. On the bright side, the ED also 
offers many unique opportunities for teaching, including the wide 
variety of clinical entities seen, the breadth and the depth of clinical 
skills practiced, and the constant close contact between instructors 
and learners during a shift. To take advantage of these strengths, the 
successful teaching physician will utilize several key teaching strate-
gies (see Box 2.1). Each of these strategies is discussed later.

Use a wide variety of teaching techniques
The most realistic approach to teaching in the ED is to integrate it 
with preexisting patient care activities. This requires instructors 
to be flexible in using a variety of teaching techniques [1, 5, 6]. 
Preparation and delivery of brief (one or two minute) lecture points 
can be integrated into any of the dozens of clinical actions performed 
routinely in the ED – sign-out rounds, patient presentations, inter-
pretation of x-rays or laboratory results, or procedures – ensuring 
that some level of teaching occurs continuously throughout the shift. 
Teaching may also occur in the form of feedback, by observing a 
 student or trainee in action and offering reinforcement of things done 
well and constructive comments on areas needing improvement [7].

Interactive discussion is a simple, effective, and often over-
looked teaching technique that can be used to encourage learners 

Box 2.1 Strategies for overcoming teaching obstacles in the ED

● Use a wide variety of teaching techniques
● Remember that teaching is a shared responsibility among all 

members of the clinical staff
● Be prepared for any teaching opportunities that may arise 

during a shift
● Recognize the importance of inspiration as well as information
● Spend time outside of clinical shifts acquiring teaching skills
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to express what they think and why, to consider alternate possi-
bilities, and to bring up their own areas of uncertainty. Using ques-
tions such as “Why do you think that?,” “What else could be going 
on with this patient?,” or “What questions do you have?” prompt 
learners to work through the problem and come up with their own 
solutions. This process can help instructors get to know individual 
learners and identify their specific educational goals.

Remember that teaching is a shared responsibility 
among all members of the clinical staff
All members of the clinical team should be active partners in the 
teaching process. Particularly during a busy shift, instructors may 
acknowledge their own limitations and ask learners to take a greater 
role in the educational process. Senior trainees can assume respon-
sibility for teaching interns and medical students; trainees at any 
level can point out interesting cases to others or find articles and 
other resources to share with their colleagues. Rotators are a poten-
tially rich resource and should be encouraged to share knowledge 
from the perspective of their specialty training. Nursing staff may 
also be engaged by contributing to discussion after trauma or medi-
cal resuscitations, teaching skills such as intravenous line placement 
or urinary bladder catheterization or withholding non-emergent 
patient care issues until the conclusion of a teaching activity.

Be well prepared for any teaching opportunities that 
do arise during a shift
Instructors in the ED should be prepared to take advantage of all 
available opportunities to teach. Despite the “never-know-what’s-
coming-next” quality of the ED, certain situations occur reliably and 
lend themselves well to teaching. Sign-out rounds, when all staff 
are gathered in one place, allow brief discussion of common clinical 
entities presenting to the ED and are a good opportunity for focused 
teaching points. High-profile cases such as traumas or resuscitations, 
which tend to naturally pique the interest of students and train-
ees, may be followed by a “debriefing” to review core management 
issues. An unusual presentation or physical finding may be relayed to 
all learners, even those not directly involved with that patient’s care.

While downtime is rare in the ED, it will occasionally occur when 
the department is well staffed or volume is low. Having a stock 
activity for unexpected free time will avoid having to teach extem-
poraneously; a mock code, short lecture, or an easily accessible file 
of ECGs or radiographs can make even 5 or 10 minutes a high-yield 
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experience. It is also helpful to have a plan for independent learn-
ing in case an individual learner has time between patients or while 
awaiting for test results; they can be directed to access a teaching file 
or find their own resources to review a topic and share it with oth-
ers by the end of the shift [6, 8]. The use of educational prescription 
cards (see sample prescription in Box 2.2) can remind students and 
instructors about clinical questions that arise and help to make sure 
that they are addressed in a timely fashion.

Recognize the importance of inspiration as well as 
information
Often, the actual deficiency faced by the learner will be difficult to 
identify. If an intubation has failed because positioning was wrong, 
then instruction on adjusting the position can be useful. Yet for the 
learner who provides an ineffective oral presentation or seems to miss 
the essential clinical observation, the role of educator may be more 
inspirational than educational. A supportive word to a struggling 

Box 2.2 Sample educational prescription (Adapted from: 
http://www.cebm.utoronto.ca/doc/edupres.doc)

Educational  prescription
For: ____(Resident name)_______

Patient or condition:

Clinical question:

Date and place to present fi ndings:

*Presentations will cover:
1. Search strategy;
2. Search results;
3. Validity of the evidence;
4. Importance of the evidence;
5. Applicability of the evidence to your patient.
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learner emphasizing the learner’s abilities and pointing out similar 
challenges you have encountered in the past (without pointing out 
that is was when you were a second year medical student) may have 
far greater impact on instilling confidence and improving performance 
than providing a solitary piece of information or trying to figure out 
how to fix an ill-defined weakness.

Spend time outside of clinical shifts acquiring 
teaching skills
Teaching, like any other skill, requires training and practice. Outside of 
the clinical shift, instructors may pursue opportunities to develop their 
teaching abilities through faculty development seminars and training 
programs [9–11]. In recent years, the body of literature about effec-
tive teaching in the clinical setting [5, 12, 13] – and even specifically 
in the ED setting (1, 14–16) – has grown tremendously. Compiling 
and disseminating a faculty curriculum, sharing and reviewing articles 
in a faculty meeting, or devoting conference time to the discussion of 
articles can raise awareness of teaching techniques, establish teaching 
as a high priority in the department, and bypass the relatively, costly 
alternative of formal faculty development courses.

Conclusion

With all of the fixed responsibilities of an ED physician, the reminder 
to add on teaching time that may feel like the proverbial last straw, 
particularly in a challenging practice environment that contains 
so many unavoidable obstacles to teaching. However, rich learn-
ing potential is also an inherent quality of the ED, and instructors 
can adopt teaching strategies that will realize this potential, making 
every shift both educational and inspirational.

Summary points

1. Challenges to teaching arise not only from the busy ED setting 
itself, but also from instructor- and learner-based factors.

2. Instructors can overcome obstacles to teaching in the ED by using 
a strategy that incorporates varied teaching techniques, shared 
teaching responsibility, preparation for spontaneous teaching 
activities, encouragement of learners, and investment in faculty 
development programs.

3. Despite many obstacles to teaching, the ED has the potential to be 
one of the most productive learning environments in the hospital.
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Introduction
Why do we choose to teach emergency medicine (EM)? This is 
a question frequently asked of EM faculty. There are a variety of 
reasons – some obvious and some subtle. Every emergency physi-
cian has benefited from the skills of talented educators, role mod-
els, and mentors during their career. For some, the chance to give 
back to future generations is enough motivation. For others, there 
are external motivators such as teaching awards and the potential 
for academic promotion. Everyone experiences these motivators to 
differing degrees, and nearly everyone needs some motivation to 
make it through challenging times attempting to teach in a busy 
emergency department (ED). In this chapter, we will explore some 
of the reasons emergency physicians teach and some of the factors 
which tie EM teaching to excellence in patient care.

Motivation for teaching emergency medicine
Faculty teachers in EM choose this profession, and their career 
roles, for a variety of reasons. For some, it is the simple desire to 
educate and train future physicians. For others, the personal and 
career opportunities offered by a career in education make this an 

Practical Teaching in Emergency Medicine.  Edited by Robert L. Rogers

© 2009 Blackwell Publishing Ltd. ISBN: 978-1-405-17622-4



Chapter 3: Teaching and patient care in EM  25

attractive option. In some specialties, a variety of rewards have been 
used to stimulate faculty teaching. These include additional f inancial 
incentives and educational opportunities, gifts, teaching awards, spe-
cial recognition events, and appreciation letters [1, 2]. The chance 
to gain and develop other professional and leadership skills, such 
as presentation skills, conflict resolution techniques, business com-
munication skills, and project management basics provide a career 
balance, which helps to maintain motivation and job satisfaction 
for many educators. In addition, the opportunity to complement an 
active role in clinical care and teaching with office, educational, and 
research activities can be a strong motivator.

Tangible motivation for teaching is somewhat less frequently uti-
lized. While many medical schools and institutions now recognize 
teaching activities and outstanding faculty teachers, internal motiva-
tion seems to be more prevalent [2–4]. Similarly, financial incentives 
for teaching positions usually are not as great as those in private 
practice [5, 6]. Finally, the opportunity to be a part of, and to inter-
act with, a dynamic teaching faculty within a program, department/
division, or institution can be a strong motivator. Associating with 
colleagues, sharing similar beliefs, goals, and attitudes toward teach-
ing and mentoring residents and students is a key component of the 
academic environment.

The beginning educator
Early in an academic career, a medical educator typically focuses 
on activities related to core medical knowledge. Often, this phy-
sician is either preparing for or has recently completed the Board 
certification exam in EM. This provides fertile ground for teaching 
activities focusing on core knowledge and skills. Teaching activi-
ties early in one’s career can also allow development of a variety of 
administrative skills, including education and curriculum planning, 
negotiation and communication skills, learning to function amidst 
organization politics, and time management, and personal devel-
opment goals. Success in early career activities can set the stage 
for future leadership positions such as medical student rotation 
directors, residency program directors, departmental Chairs, and 
institutional/medical school leadership (e.g. dean’s office) positions. 
Creating and running a successful educational session, class, or 
program are fundamental steps in faculty development. Transition 
to future stages of the medical education career carry differing sets 
of goals, activities, and skills.
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The seasoned veteran
In mid-career, individual goals often change, and educational activ-
ities and teaching reflect this. By this point, individual skills, includ-
ing teaching in one-on-one situations, small groups, and large 
group sessions have generally developed to a level of proficiency 
and the focus often shifts to coordination of group educational 
activities, taking leadership roles for expanding and improving 
other faculty members’ teaching skills, and developing educational 
curricula and programs. Individual teaching and skills continue to 
be a focus, but these physicians find themselves to be subject mat-
ter experts with regard to medical education and teaching and 
often seek academic activities, which highlight their unique skills 
and experiences.

Course directorships and other leadership roles are part of the 
natural evolution of the medical educator’s career during this phase. 
These physicians have been involved in education long enough to 
know the basics and understand the common pitfalls to avoid in 
order to ensure success. They become excellent resources for junior 
faculty members and can serve as key mentors, collaborators, and 
role models. Competing administrative, clinical, research, and other 
interests can change individual career goals, but those interested in 
continuing a career focusing on medical education develop oppor-
tunities to hone specific skills, and might advance toward national 
and even international prominence.

The master educator
The next stage of the medical education career often involves pub-
lications, speaking engagements, and other high-profile activities. 
Physicians in this group have the requisite skills and knowledge 
needed to be effective individual educators but also have gathered 
the necessary influence and experience to become the true driv-
ers of large-scale medical education activities and curricula. These 
master educators frequently have time to develop individual edu-
cational philosophies and now have the sphere of influence needed 
to implement and disseminate their ideas.

The benefits of teaching in emergency medicine

Training the doctors of tomorrow
Classically deemed the primary goal of academic faculty members, 
clinical and didactic teaching remains a primary purpose for EM 
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 faculty. A major component of the traditional academic “triple threat” 
of patient care, education, and research, the training of tomor-
row’s physicians is as important now as it has ever been. With rapid 
advances in medical technology and informatics, teaching in EM is, in 
some ways, more challenging as well. Walking the fine line between 
embracing the technologies of the future while maintaining a bastion 
of the clinical skills of the past, EM educators are able to provide med-
ical students and physicians-in-training the best of both worlds. In 
many specialties, physicians proceed directly to test for a multitude of 
patient presentations. In ED, the initial evaluation of a critically ill or 
injured patient still boils down to basic clinical skills. In many ways, 
emergency physicians and educators possess the broadest skill set for 
the evaluation of acutely ill patients. This benefits medical students, 
as the ED clerkship is often the first opportunity they have to evalu-
ate undifferentiated acutely ill patients. This unique factor, in addition 
to the concentration and diversity of patient pathology seen in the 
typical teaching ED, makes a rotation or training program in EM an 
outstanding learning experience for physicians-in-training [7].

A natural extension of the key role of EM in medical education 
is the development of specific rotations in EM. Master educators 
have led the transformation of these rotations, which continue to 
become integrated as core components of the undergraduate medi-
cal education curriculum [8, 9]. Career development for educators 
focusing specifically on EM education of undergraduates has led 
to an appropriate body of knowledge and resources for continued 
improvements in this area [9, 10].

All of these efforts in undergraduate EM education reflect an 
increasing responsibility for the preparation of future generations of 
physicians to provide emergency care. Although some physicians-in-
training ultimately will choose careers in academic medicine and 
teaching, the majority of EM graduates proceed on to careers in non-
academic hospital settings [11, 12]. Thus, the teaching provided by 
the teachers in EM can influence the full spectrum of future academi-
cians as well as community-based physicians. With this broad appeal, 
EM physicians are sought out to provide guidance for a wide range of 
future career options.

This role specifically benefits future emergency physicians via a 
mentoring process. Career guidance, with specific attention to the 
choice of rotations, schedules, post-graduate training programs, 
and career goals are all part of the role of the EM educator [13, 14]. 
There is even a role for virtual advisors (via the internet and E-mail 
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communications) through the Society for Academic Emergency 
Medicine (SAEM), which allows faculty members to become men-
tors for students at institutions without EM programs, and for other 
interested students [15]. Active mentoring occurs on all levels, and 
mentorship for clinician-educators in EM has also been described 
[16]. Few other specialties are so invested in the future.

Developing areas of specialty interest
Within each medical specialty are various areas of subspecialty 
knowledge and skills, and the field of EM features a wide variety 
of them. From the formally acknowledged fields of pediatric EM 
and toxicology, for which subspecialty fellowships have been devel-
oped, to a host of other areas – teaching physicians are involved. 
Emergency ultrasound, administration, emergency medical services 
(EMS), tactical EMS, medical informatics, international EM, and 
others have also evolved to include fellowship-training programs 
and thus require faculty with specific expertise and teaching skills 
in these areas. Within nearly every academic practice group, vari-
ous physicians are also known as the “go to” person for questions 
regarding specific areas. These physicians attain additional knowl-
edge through seminars, mini-fellowships, individual study, and con-
tinuing medical education courses, as well as attendance at regional 
and national meetings such as those sponsored the American 
Academy of Emergency Medicine (AAEM), the Society for 
Academic Emergency Medicine (SAEM), and the American College 
of Emergency Physicians (ACEP). Subject matter experts may have 
unique skills and knowledge in emergency imaging, domestic vio-
lence treatment and education programs, cardiovascular or neu-
rologic emergencies, quality assurance and process improvement 
activities, medicolegal and risk management processes, geriatric 
issues, or women’s health issues, among others. Medical simulation 
offers the challenges of integrating medical knowledge, attitudes, 
and skills in case scenarios, procedure-based learning activities, and 
role playing, and is emerging as an area of great strength for EM 
educators [17]. This area should be an important focus for EM edu-
cation in the future.

With specific educators having advanced knowledge in these areas, 
opportunities for focused education for medical students and resi-
dents abound. In addition, one of the first steps in attaining long-term 
success in medical research is development of an academic niche or 
area of expertise. This fosters the generation of research questions 
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and, ultimately, can lead to research studies and other activities. This 
generation of specialty-specific research has been one of the goals of 
the specialty of EM since its inception [18, 19].

Forming the backbone of local, regional, and national 
organizations
Emergency medicine educators are often leaders in clinical and 
research activities, as well as leaders within their institutions and 
communities. Being a part of cutting edge research and patient care 
activities uniquely positions EM educators to be leaders and partic-
ipants in a variety of organizations. From an academic standpoint, 
EM educators interact with students, physicians-in-training, and 
faculty from nearly every other specialty. This familiarity aids EM 
educators interested in leadership positions within their depart-
ments or divisions and in advancement within the educational and 
administrative hierarchy of their institution and/or university. From 
a specialty and political standpoint, the leadership skills gained by 
interactions within their local institutions, as well as the structured 
non-clinical time inherent to EM training programs provide oppor-
tunities for advancement in regional and national specialty organiza-
tions, in addition to medical organizations which cross specialty lines 
or represent medicine as a whole. Finally, from a community stand-
point, the educator in EM often has valuable skills in administration, 
leadership, and project management. This helps to make them prime 
candidates for leadership positions within community groups.

Improving patient care and safety

Defining the standard of care
The fundamental process of teaching leads to increased critical 
appraisal of the medical literature and current practices and proce-
dures. Faculty in teaching roles helps to define the standard of 
practice in EM. A subset of EM practice encompasses procedural 
skills. Teaching physicians are often innovators of new techniques, 
approaches, and equipment for procedures. Simulation-based medical 
education is also an area of intense interest for EM educators [17, 
20, 21]. The focus on simulation-based education leads to improved 
patient care, while applying principles of crew resource management 
and analysis of medical and systems errors. Educators in EM have 
also been proactive in designing specific curricula for programs cov-
ering patient safety and error reduction [22].
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In addition, teaching physicians often are innovators in d efining 
patient care practices, protocols, and procedures which help to 
define the standard of care in EM. Emergency ultrasound is one such 
area of keen interest, and innovators in EM education are helping 
to shape the general medical school curriculum of the future [23]. 
There is a natural association between research and quality improve-
ment since projects led by EM educators are often linked to changes 
in patient care. Post-graduate training programs and medical student 
educational experiences allow interaction between established edu-
cators and researchers, and talented new medical professionals. This 
allows formation of a dynamic organization geared toward produc-
ing new knowledge and practices.

Emergency medicine education: foundations 
for the future

Perhaps the longest reaching effect of teaching in EM is the joy of 
seeing students and physicians-in-training from years past succeed 
and grow to become the next generation of practicing emergency 
physicians. The role of teacher is not always an easy one, but the 
benefits are clear. Solid teaching skills and the ability to successfully 
motivate and involve today’s EM learners will result in a stronger, 
more stable specialty and will positively impact both learners and 
patients for many years. One high point of EM education lies in 
the creation of the curriculum guiding all educational activities. 
The Model of the Clinical Practice of Emergency Medicine repre-
sents the hard work of educators, researchers, and administrators 
in standardizing the goals of EM education [24]. The groups that 
developed this document, and its recent revisions, include educa-
tors who have devoted their careers toward improving EM educa-
tion and practice for the future [25].

Conclusion

There are many reasons for teaching EM. Each physician has his 
specific reasons for participating. Most physicians have several 
motivators. For many, the desire to be actively involved in clinical, 
didactic, and research training for tomorrow’s emergency physicians 
appears to be a primary goal. Enhancing patient care and patient 
safety are common factors, as is the desire to guide and enhance the 
standards of patient care. Development of specific faculty interest 
areas, career and professional development, and interaction with a 
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variety of professionals in teaching and administrative roles are sig-
nificant motivators for some educators. Although the specific rea-
sons for teaching vary from person to person, the overriding goals 
of advancing our personal and professional lives, and advancing the 
specialty of EM appeal to all.

Summary points

1. A variety of educational, business, leadership, and professional 
development goals shape the career paths of emergency medicine 
educators.

2. Most educators follow a typical progression en route to the role of 
Master Educator.

3. Emergency medicine educators have unique opportunities to 
shape their professional world in the areas of service, leadership, 
research, and defi ning standards of care.
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Medicine is learned at the bedside and not in the classroom; the best 
teaching is that taught by the patient himself.
SIR WILLIAM OSLER

Emergency medicine (EM) faculty have the optimal opportunity 
to teach at the patient bedside on a daily basis. Although typically 
focused on trainee and medical student education, the audience 
may also include nurses and ancillary personnel as well as patients 
and their families. Regardless of the target, the teaching concepts 
are the same: Be enthusiastic, focus on the learner’s needs, and 
give a concise, clear, focused message.

Bedside teaching is not a new idea. Over twenty centuries ago 
Hippocrates stepped out of the classroom (actually it was the tem-
ple) to practice medicine at the bedside based on the value of direct 
observation. Sir William Osler, the father of modern day bedside 
teaching, felt that bedside instruction was the best environment for 
physician education [1].

Indeed, the emergency department (ED) is possibly the most fer-
tile ground for bedside teaching in medicine. Twenty-four hours a 
day it consistently provides unlimited opportunities to see undif-
ferentiated patients with a diversity of disease processes that 
cross all subspecialties of medicine and all socioeconomic groups. 
Emergency physicians (EP) also have the prospect of interacting 
with not only a variety of physicians at different levels of training, 
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but also virtually the entire scope of the health care team. Yet most 
EP are experiencing intense pressure to improve the efficiency, 
documentation, and cost effectiveness of EM practice. These spe-
cific external pressures inherent to EM combined with other well-
known barriers that all clinician-educators face, has resulted in a 
significant decline in the amount and the quality of bedside teach-
ing. Time spent at the bedside teaching and observing resident skills 
has dwindled from 75% 30 years ago to 15–20% or less today [2].

What’s holding us back: barriers to bedside 
teaching

Classically, bedside teaching occurred on inpatient ward rounds 
conducted by academic professors in university teaching hospitals. 
This environment was a stable one where patient centered teach-
ing could be conducted at a calculated pace without interruptions. 
Unfortunately, in recent years modern medical education has 
come to embrace a more didactic-based format at the expense of 
bedside teaching due to a variety of reasons [3, 4]. Lecture-based 
curricula are a more easily implemented “passive approach” that 
requires fewer instructors, less work ethic, and no expectation for 
“bedside teaching skills.” This didactic approach alleviates instruc-
tor’s concerns over the need for an “expert performance” at the 
bedside and eliminates any unwanted involvement of the patient 
in discussions about their own care, so called medical chauvinism. 
The academic community itself has contributed to this migration 
by failing to provide faculty development in the critical skill set 
needed for successful bedside teaching as well as under-appreciat-
ing the “value” of accomplished clinician-teachers with regard to 
promotion and financial support [5, 6]. Finally, time constraints in 
the ED associated with efficient and effective patient management, 
exert a negative influence on the time spent at the bedside.

Educators can easily overcome these obstacles with some enthusi-
asm, a little training, a realization that experts can say, “I don’t know” 
and a commitment to improving health care in general. Bedside teach-
ing improves everyone it touches, including the patient, even if they 
are not the intended target. The overwhelming majority of patients 
feel educated and reassured about their illness and their diagnostic and 
therapeutic plan and have a better opportunity to get their questions 
answered. The impact of direct observation during bedside encoun-
ters cannot be understated. Direct observation can positively affect not 
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only history and physical examination skills, but procedural ability, 
professionalism, interpersonal skills, and communication as well [7, 
8]. Linking teaching with a visual cue (the patient) is very powerful 
tool that can impact the quality of care provided by the entire health 
care team. Successful bedside teaching does require some planning 
and utilization of several attributes and skills that anyone can develop.

The basics: characteristics of effective bedside 
teachers

Until a study published by Bandiera et al. [9] in 2005, research sup-
porting characteristics for effective bedside teaching in the ED were 
primarily adapted from other practice environments. Personality 
characteristics describing the best teachers are well known: enthu-
siastic, available, knowledgeable, confident, receptive, inquisitive 
(Table 4.1). Unfortunately, personality alone does not guarantee 
learner success. Heidenreich [10] and Bandiera both examined 
effective and efficient strategies for teaching in the ambulatory and 
ED settings respectively (Table 4.2). A combination of the right 
personality traits and some easily learned and implemented learn-
ing strategies result in successful bedside teaching.

Success begins with enthusiasm and a desire to positively influ-
ence the learner. Excellent teachers seek opportunities to teach 
and share cases even with learners they are not supervising. They 
plan ahead, developing and utilizing additional teaching resources 
to augment their clinical-based instruction. This may include case 
files; electronic depositories of clinical photos, radiographs, EKGs, 
research articles or handouts; or web-based teaching sites. They 

Table 4.1 Characteristics of excellent bedside teachers [9, 10].

● Enthusiastic

● Available, approachable, patient, calm, respectful, tolerates errors

● Excellent listener

● Knowledgeable but realistic and willing to say “I don’t know, let’s find out”

● Actively seeks opportunities to teach

●  Role model for professionalism, communication, and interpersonal skills, life-

long learning

● Effective, efficient and timely
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employ and mentor effective interpersonal and communication 
skills to establish a receptive learning environment. This includes 
projecting a supportive, approachable, calm demeanor.

As the shift begins, get to know the learner and ascertain their 
educational needs and focus for the shift. Learner centered instruc-
tion was the single most commonly cited effective learning strategy 
by EM educators [9]. Relay upfront clear expectations for learner 
performance. Foster a collegial atmosphere that encourages an open 
exchange of ideas. This requires being an active listener; teach-
ers should listen more and talk less. Ask questions which promote 
learner autonomy, critical thinking, problem-solving, and link-
ing of new elements to the learners’ existing fund of knowledge. 
Ask the learners to commit to their ideas and allow them to make 
mistakes; this provides an excellent framework for discussion and 
feedback. Allow time and opportunity for self-assessment and 
reflection of the learner. Be knowledgeable but realistic and willing 
to say “I don’t know, let’s find out.” Teach how to search for the 
best evidence and apply it to patient care in real time (knowledge 
translation). This is a critical facet of mentoring life-long learning.

Table 4.2 Strategies for effective ED teaching [9, 10].

●  Orients the learner by relaying clearly defined expectations of their 

performance

●  Optimizes faculty–learner interaction using optimal interpersonal skills and 

teaching tools such as the Internet, teaching files, prepared cases

●  Provides a clear, concise, focused message (“teaching bite”) and avoids 

“over-teaching”

●  Provides learner centered instruction with instruction prioritized and tailored 

to the learner’s needs

●  Promotes learner autonomy and facilitates active problem-solving and critical 

thinking skills through teacher–learner reflection

●  Teaches in the patient’s presence and mentors and reinforces effective 

behaviors (reflective modeling)

● Demonstrates with clarity examination and procedural skills

●  Improves the environment – insures adequate time to teach without 

interruptions

● Provides effective, prompt feedback
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Recognize and seize the teachable moment; every case can pro-
vide a teaching point. Be creative. When faced with a clinically 
common or unchallenging case, change the age, alter the setting 
to a community hospital with fewer resources, or throw in a hypo-
thetical “curve-ball” lab or clinical finding. Provide a clear, concise, 
focused message (“teaching bite”) delivered at the learner’s level 
that insures their reception. Avoid “over-teaching” or providing 
an excessive amount of information that obscures or clutters the 
intended teaching point. If you provide more than one teaching 
point, provide a summary at the end of your discussion.

Unfortunately, even the most enthusiastic, skilled, well-inten-
tioned teachers are often thwarted in their efforts by “environ-
mental issues.” Frequent interruptions, a full waiting room and 
competing demands on a busy clinical shift all conspire to negate 
effective learning. Sometimes just finding a quiet place to discuss 
a case is nearly impossible. Academic faculty must proactively 
“design” an environment conducive to learning. This begins by 
insuring faculty and departmental buy-in by including the provi-
sion of quality education in the department’s mission statement. 
Thus implementation of “solutions” is supported by a collective 
mandate. Many academic EM departments utilize the “teach-only” 
attending approach whereby one faculty’s sole purpose on each 
shift is to teach and evaluate [8]. Others employ “uninterrupted 
teaching rounds” where they share teaching points from all the 
patients in the ED at the beginning or end of each shift with only 
critical interruptions from the ED staff allowed. Most departments 
have purposely designed “team areas” where cases can be dis-
cussed while maintaining patient privacy. Ultimately the best place 
for teaching to take place is still at the bedside!

The framework: the experience versus 
explanation cycle

Enthusiasm and interactive educational skills that enhance active 
learning and aid the learner in developing critical thinking skills is 
only half the battle. Cox has noted that bedside teaching also requires 
developing a framework in advance that the educational experience 
will follow. This framework can be divided into two connected cycles 
starting at the bedside with the experience cycle and followed by the 
explanation cycle [11, 12]. The “experience cycle” includes the prep-
aration, briefing, clinical experience, and debriefing phases.
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Preparation begins with determination of the needs of both 
the teacher and the learner and communicates expectations for 
the educational encounter. Teachers must recognize the inherent 
limitations and set appropriate, limited goals for each encounter. 
Prior to starting the experience cycle, answer the simple question: 
what would everyone like to accomplish? This is also the phase 
during which resources are identified and developed (classic arti-
cles, websites, PDA resources, departmental intranet teaching files).

The “briefing phase” prepares both the patient and the learner 
for the clinical encounter. It consists of an introduction and an 
explanation of the purpose of the bedside encounter, a discussion 
of the ground rules with the learner, and a review of any poten-
tial examinations or procedures that may be performed. The actual 
“clinical encounter” provides an excellent opportunity to men-
tor the performance of the history and the physical examination, 
demonstrate physical examination findings and procedures, model 
patient interaction skills, guide and develop critical thinking skills, 
and provide feedback. As learners become more advanced in their 
clinical experience and skill set, teachers by design should allow the 
learner more autonomy and responsibility with regard to diagnos-
tic and therapeutic decision-making. The hallmark of an excellent 
teacher is allowing the exact right amount of learner autonomy 
while covertly observing patient care to prevent medical error.

The bedside encounter is also a superb opportunity to enlighten 
patients about their disease process. It provides a chance to explain 
what testing and therapeutics will occur and to reinforce and edu-
cate about your plans for treatment and follow-up after discharge. 
The experience cycle ends with the “debriefing phase” which allows 
the learner an opportunity to answer any “sensitive questions” not 
raised in front of the patient. The teacher then reviews what was 
learned at the bedside, insures that the learner received the cor-
rect learning points and provides constructive feedback and devises 
plans for future encounters.

The “explanation cycle” begins with reflection and is followed 
by explication, working knowledge, and preparation for future 
patients. Reflection allows the teacher and the student to link prac-
tice with theory and previous experiences or knowledge whereas 
explication examines how medical practice can be improved by 
advances in biomedical science or current best evidence (practice-
based learning). This links the clinical experience with theory and 
research relevant to the case and brings evidence-based medicine 
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to the bedside by providing an opportunity to assign clinical ques-
tions that the learners can use to develop their life-long learning 
skills and spark future, off line learning. The explanation cycle 
concludes with the “working knowledge” phase which derives and 
solidifies practical knowledge from the clinical experience that can 
be applied to future encounters.

Another popular framework employed to guide bedside teach-
ing is the five-step microskills model of clinical teaching [13]. In a 
hectic ED, this model provides a condensed version of the afore-
mentioned experience–explanation cycle model and incorporates 
many of the effective learning strategies identified by Bandiera [9]. 
The basic steps are (1) Get a commitment, (2) Probe for supporting 
evidence, (3) Discuss a teaching pearl, (4) Reinforce what was done 
right (5) Correct mistakes. These will be discussed in other chapters.

Implementation: the art of bedside
questioning

Bedside teaching should be an interactive session that maintains 
active learner participation. Passive learning occurs when teach-
ers talk too much, ask close-ended questions, or answer their own 
questions. Passive learning is not only ineffective and inefficient, 
but the learners are also often perceived as disinterested (and it’s the 
teacher’s fault!). Envision yourself as a coach and a facilitator that 
promotes critical thinking by the student. Teaching critical think-
ing skills will have more of a lasting impact on learners than other 
methods, like “pimping” (asking learners obscure medical ques-
tions to see how much they know or do not know). When skillfully 
asked, questions should assist the learners in identifying relation-
ships and linking the unknown to the known. Formulate questions 
that provide the stimulus for the teacher and the student to explore 
ideas and solutions together. Expert clinical teachers employ guiding 
questions to focus the learner, promote understanding, probe their 
reasoning, crystallize an idea or challenge (without confrontation) a 
conclusion (Table 4.3) [14]. These questions focus on synthesis and 
interpretation of knowledge as opposed to a simple recall of facts.

Clearly the “style” in which questions are asked has tremen-
dous impact on the learner’s perception of a positive or a negative 
learning climate. Questions that are unexpected, confrontational, 
accusatory, or used to make a student feel bad create a negative 
environment and hinder learning. This is also true of teachers who 
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exhibit negative body language, ask “rapid-fire” questions, or con-
tinually interrupt their student’s answers.

In contradistinction, the teacher who seeks to develop critical 
thinking and successful learning asks meaningful, probing questions 
in a nonthreatening, positive climate. Their questions stimulate 
and challenge the learner to analyze, to solve problem, and think 
independently [15]. This interactive collegial discussion should be 
immediately followed by formative feedback. Adjectives applied 
to effective formative feedback include timely, relevant, descrip-
tive, verifiable, focused, and constructive. It should include both 
positive and negative reinforcement best delivered as the “Sackett 
Sandwich” (positive–negative–positive). Finally, the “art” of ques-
tioning allows teachers to convey their interests, inject their enthu-
siasm, and continue their own life-long learning.

As teachers, the types of questions we ask also determine the 
level of intellectual challenge for the learner. Convergent or close-
ended questions require little critical thinking whereas probing 
questions require independent assessment, critical analysis, and 
problem-solving skills. A blend of convergent, divergent, and prob-
ing questions will help keep bedside teaching an active, challeng-
ing process. On the average, instructors will only wait two to three 
seconds after a question before answering it themselves. Studies 
have shown that the optimal wait-time is actually 17 seconds. 

Table 4.3 High yield questions (focus, probe, prompt, challenge) [11].

● Why do you believe that to be true?

● What have you learned so far?

● How did you reach that conclusion?

● What is your reasoning behind that question?

● What led you to that decision?

● What are some other possibilities that would explain that presentation?

● Why is that information important?

●  Why is one approach better than another, are there other approaches we have 

not considered?

● What will happen if you do/don’t do X or Y?

● What is the association between those two findings?
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Although this seems like an eternity, teachers must recognize vari-
ables which influence expert–novice interactions.

Be cognizant of the fact that expert and novice thought proc-
esses take very different pathways through the brain. Experts 
jump from A→E quickly with little conscious thought process 
in-between; novices think more concretely in a step-wise A→B→
C→D→E process that is much slower. For this reason, experts who 
have long forgotten the drawn out step-wise links, have a difficult 
time explaining their thought process and conclusions to novices. 
Consider the following descriptors which illustrate the novice ver-
sus expert thought process.

Novice   Expert

Sparse Knowledge of Subject Detailed

Limited Experience Extensive

Slow Pattern Recognition Rapid

Isolated Facts Memory Concepts

Experts in bedside teaching recognize this processing gap and take 
the time to explain their thought process and decision-making in a 
step-wise, point-to-point fashion [16].

Closure: effective feedback as it relates to 
bedside teaching

The bedside experience should end with effective, formative feed-
back. Many researchers have proven that consistent, objective, 
and timely feedback on performance is the educational interven-
tion most likely to produce a meaningful change in the behavior 
of professional trainees [17]. Yet, errors are repeated 70% of the 
time after feedback is provided. Students have poor recall of the 
“corrective” message in post-encounter feedback. Feedback is 
rarely provided to physicians-in-training, nurses, or pre-hospital care 
providers: less than 10% of student/resident patient interactions 
are followed by feedback and less than 20 seconds of the average 
4 minute “teaching” encounter in clinical settings is formative 
feedback [18]. Finally, students and faculty have different percep-
tions about what should be included in feedback.

Feedback is the backbone of formative evaluation and should 
occur continually in clinical teaching. It is real-time “coaching” that 
occurs in the immediate proximity of the action or behavior being 
observed. When delivered correctly, it is the most effective tool for 
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reinforcing good behaviors and extinguishing negative ones. This 
sounds so easy and straightforward, how do we fail?

Unfortunately, first and foremost, teachers were never taught 
how to give effective feedback. Commonly the feedback lacked a 
vital component thus rendering it ineffective. Criteria used to define 
effective feedback include its objectivity, consistency, timeliness, rel-
evance, and clarity. It should be descriptive, verifiable, and focused 
enough to have a defined impact on the learner. (Table 4.4)

The method of delivering feedback may have been flawed and thus 
it went unheard. Giving feedback is an interpersonal skill. It requires 
five key ingredients from the teacher: caring, trust, acceptance, open-
ness, and concern. Feedback presented in this manner minimizes 
defensiveness and maximizes the learner’s ability to change behav-
iors. Feedback that is poorly defined or cluttered is also often missed.

If the behavioral objectives were ill-defined, then it is difficult to 
give focused, meaningful feedback. Behavioral expectations must 
be identified ahead of time so that the learner clearly understands 
what behaviors the teacher is observing. This provides the basis for 
descriptive feedback that is focused and specific enough to rein-
force positive and alter negative behaviors.

Table 4.4 Feedback tips.

● Allow for self-evaluation initially

● Raise issues with questions instead of telling

●  Do not overwhelm with information (1 message � 75% retention; 

2 � 50%; 3 � 25%)

●  Do not personalize the message – focus on changing behaviors: avoid 

inflammatory language; use neutral language; use the collective “we”

● Structure feedback as an ego or “Sackett” sandwich

 – Praise learner for appropriate responses or procedures done well

 – Identify performance problems and correct

 – Finish conversation with positive or encouraging overall summary

● Remember the 4 P’s – Praise in Public…Perfect in Private

● Use focused, concrete feedback…give your reasoning not just the answer

● Ask student to summarize “take-home messages” from feedback
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Faculty may be hesitant to provide constructive criticism because 
they fear loss of camaraderie or unwarranted negative assessment 
of their teaching capabilities because they provided critical but 
honest feedback. They may also withhold feedback because they 
want the learner to initiate self-assessment, or because they are 
worried about hurting the learner’s self-esteem. A classic problem 
in the ED, where a learner may interact with multiple teachers 
in the same shift, is the assumption by one faculty that the nega-
tive behavior only occurred during their interaction with the stu-
dent, or that another faculty was going to provide the formative 
feedback. In either account, an opportunity to modify behavior is 
missed and the inappropriate action continues unimpeded.

Thus, the first step in developing constructive feedback is defin-
ing expectations or the observable standards of performance that 
are realistic and clearly communicated to the learners. Next, the 
teachers must determine learner performance based on focused, 
objective measures. The best method of evaluation is direct obser-
vation at the bedside using a tool such as the Council of Residency 
Directors (CORD) Standardized Direct Observation Assessment 
Tool [8]. Other methods that are less reliable include Objective 
Structured Clinical Examinations (OSCEs), anecdotal report from 
other teachers, self-report by the student, indirect assessment, and 
written examinations. The third and potentially most important 
aspect of providing effective feedback is identification of causes of 
substandard performance. Without this knowledge, it is virtually 
impossible for the teacher to design a plan for remediation that 
will improve the learner’s performance. Common causes of sub-
standard performance include a skill or behavior that was never 
learned or learned incorrectly, skill deterioration from lack of use 
(e.g. “rusty”), lack of incentive (e.g. student’s perception of effort 
versus likely reward), or environmental issues (e.g. clinic opera-
tion hinders student performance). Once identified, the teacher 
can intervene by providing focused feedback alone, feedback and a 
refresher, more practice or extensive retraining (remediation).

Summary
Every case has a teaching point and potentially dozen of “teaching 
moments.” Taking advantage of these opportunities requires the 
close attention of the teacher to “seize the moment.” By employ-
ing the aforementioned skills and attributes of successful teachers 
in an enthusiastic and an efficient manner, EM clinician-educators 
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can have a dramatic impact on a variety of learners. Search out the 
“teaching moment.” Have a number of “teaching bites” and other 
resources readily available to use when such moments arise. Make 
sure that your “teaching bite” is focused, easily digestible, and tar-
geted to the learners’ level of understanding and their needs. Learn 
to recognize your learner’s knowledge gaps and exploit them for 
teaching. Guide learning with high yield questions that require 
synthesis and interpretation. Provide clear, constructive feedback 
that reinforces the appropriate performance and extinguishes the 
negative. Most of all enjoy the opportunity to learn from your stu-
dents/trainees at the bedside as much as they learn from you.

Summary points

1.  Barriers to bedside teaching include frequent interruptions, time 
constraints, and the perceived lack of “value” assigned to teaching 
by promotions committees.

2.  Basics of successful teachers include being enthusiastic and 
prepared, learner centered, and willing to “seize the teachable 
moment.”

3.  Framework of teaching includes the experience and explanation 
cycles.

   a. Experience cycle:  Preparation – what do you want to 
accomplish?

   Briefing – Introduction, explanation 
of purpose, ground rules, review of 
any examinations or procedures to be 
performed

   Clinical encounter – the actual patient 
encounter

  Debriefing after the encounter
 b. Explanation:  Reflection – on theory and previous 

encounters
   Explication – how practice can be improved 

through evidence-based medicine
   Working knowledge – deriving knowledge 

to be applied to future encounters
4.  Implement your program through active learner participation to 

focus the learner, promote understanding, probe their reasoning, 
crystallize an idea, and challenge their conclusion.

5. Close the session by giving effective, prompt feedback.
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Teaching procedures: 
beyond “see one, do one, 
teach one”

Mercedes Torres, Siamak Moayedi
University of Maryland, School of Medicine, Baltimore, MD, USA

Introduction

Teaching medical procedures may be one of the most rewarding 
aspects of medical education. Indeed, physicians-in-training place a 
high value on mastering clinical procedures and often link their con-
fidence to procedural skills. Traditionally, physicians have learned 
to perform medical procedures by the “see one, do one, teach one” 
method where a learner observes a procedure, performs one under 
supervision, and then is considered sufficiently skilled to teach it to 
others. Furthermore, the majority of such procedures are taught by 
junior and senior level trainees who may not have mastered their 
technical or teaching skills. There are inherent flaws to this approach 
of procedural education. The purpose of this chapter is to provide the 
necessary theory-based framework for successfully and efficiently 
teaching psychomotor skills in the emergency department (ED).

Prepare to teach and learn

Prior to instructing anyone in the performance of a procedure, it 
is important to provide an opportunity for the student to prepare 
to learn that procedure. This phase of learning should occur in a 
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more didactic format, aside from the lab or patient bedside where 
the actual mechanics of the procedure will be performed. The goal 
of this preparatory time is to ensure that they understand the large 
amount of prerequisite information needed to perform procedures 
appropriately. This information includes a review of the indications 
and the contraindications for the procedure, the instruments and 
the tools used to perform the procedure, and the expected out-
come of the procedure. In addition, the learner should take time to 
review the risks of any procedure they perform, including the pos-
sible complications and how to manage those complications if they 
were to occur. A portion of this preparation should focus on the 
process of obtaining informed consent as well as the documenta-
tion of the procedure itself [1, 2].

Whether procedural instruction is a planned activity (e.g. as a 
cadaver/skills lab or simulation session) or an impromptu bedside 
opportunity, the learner should be asked to prepare by acquiring 
information regarding the procedure prior to its performance. There 
are several methods instructors can use to prepare students for proce-
dural learning. Traditionally, learners have been assigned chapters in 
a textbook to review prior to an instructional session or an expected 
rotation where that procedure is frequently performed. Other 
approaches include distribution of information packets, computer 
programs, or videos containing the information they would like the 
learner to have mastered prior to the teaching experience. Although 
these methods of preparation will ultimately provide the learner with 
the information required, they are forms of passive learning. Rather 
than providing all of this background information directly, instruc-
tors can foster interest and more sustained learning if they provide 
students the tools needed to find this information through their own 
exploration. Physicians-in-training are often able to uncover and 
retain more information if they consult multiple sources, includ-
ing colleagues, texts, nurses, and web-based media. The prospect of 
learning and performing a new procedure typically serves as ade-
quate motivation for this active learning to occur. In this case, the 
instructor’s role is to provide some guidance regarding sources of 
reliable information and to review the information acquired, lead-
ing a discussion regarding what they have learned and highlighting 
key points. Even when a bedside procedural teaching opportunity 
arises with little warning, as long as time permits for patient safety, 
the student can be directed to take a few minutes to review the key 
components and details of the procedure in a text or video prior to 
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participating in the tactile learning experience. The teacher should 
maintain an online or readily accessible repository of videos and texts 
of common procedures for quick reference in these cases [1].

Although students prepare to learn a procedure, the instruc-
tor must also be prepared to teach. This will involve a skill known 
as task analysis, where the instructor breaks down the procedure 
into small, more digestible components for teaching purposes. For 
example, when teaching placement of a central line, one of the 
micro skills that needs to be acquired prior to attempting the pro-
cedure as a whole is the skill of drawing back on a syringe in a 
single-handed method. Without accomplishing this smaller com-
ponent of the motor skill, the physician will never successfully 
learn to place a central line independently. As this example dem-
onstrates, instructor preparation can be challenging as many of the 
micro skills required to perform procedures are taken for granted 
once the procedure is mastered. Therefore, instructors must take 
the time to deconstruct the components of the procedure in prep-
aration for the learning session and create a task analysis. They 
should develop a clear and concise order for the process being 
taught in digestible steps, without taking any previous knowledge 
or experience for granted [3, 4].

The final component of instructor preparation involves the learn-
ing environment itself. Maximization of the learning experience 
is highly dependent upon the setting. As such, when planning to 
provide procedural instruction at the bedside, instructors must 
take the time to prepare not only the learner, but the subject as 
well. For bedside learning on awake and alert patients this step is 
imperative. In addition to informing the patient that there will be 
a less-experienced trainee involved in the procedure, it is wise to 
advise the patient that the procedure will be closely supervised by 
an experienced teacher and that instructional discussion will be 
occurring during the procedure. This provides the optimal situation 
where the patient is not surprised or apprehensive when instruc-
tion is being provided during the procedure. In addition, preparing 
the patient allows for selection of patients who seem more recep-
tive to participating in the learning environment, therefore creating 
a positive teaching experience for all involved [1].

When the procedural experience involves cadaveric or nonhuman 
subjects, this phase of the preparation should focus on ensuring that 
the physical space and the environment is conducive to the type 
of teaching which is planned. Furthermore, attention is required 
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to ensure the safety of the procedure with respect to communica-
ble disease and proper disposal of sharp medical tools and biologic 
materials. Finally, care must be taken to ensure that there is an ade-
quate instructor-to-student ratio. Ideally, there will be less than four 
learners per instructor. In addition, it is imperative that the learners 
are at the same level of experience to ensure an appropriate and a 
consistent amount of guidance is provided.

The process of learning

Although a variety of methods are used for procedural instruc-
tion, a process that is based on the theory of psychomotor learning 
is often most effective. The long standing tenet “see one, do one, 
teach one” does not provide an optimal framework for the learner 
or the instructor to ensure mastery of a procedure. Instead, a mul-
tistep process of learning performance and then practicing it with a 
declining level of supervision and guidance is more effective (Table 
5.1). This process starts with conceptualization of the procedure, 
which entails understanding the reasons for performing the pro-
cedure as well as the risks and benefits, as described earlier in this 
chapter. Once conceptualization has occurred, the subsequent step 
is visualization of the procedure. As the instructor models the pro-
cedure in its entirety, the learner is a silent observer, taking men-
tal notes of the instructor’s actions. The instructor serves as a silent 
model during this step of the learning process, demonstrating the 
expected performance once skill mastery is achieved. Visualization 
can occur at the bedside, in the cadaver lab, or using previously 
filmed videos.

Table 5.1 Steps in the process of learning a procedure.

1  Conceptualization – understanding the reasons for performing a given 

procedure, the overall process, the tools involved, and the risks/benefi ts.

2  Visualization – observing a demonstration of the procedure, performed in a 

fl uid and competent fashion by the master teacher.

3  Verbalization – reviewing a verbal deconstruction of the procedure while it is 

performed by the expert, with opportunity for interruptions and clarifi cations.

4  Guided practice – attempting to perform sequential steps of the procedure 

under the supervision of an expert physician.
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It is important to ensure that the learner is positioned to observe 
the procedure from the same perspective which they will perform 
the procedure. For example, placing the learner at the patient’s 
side to observe an endotracheal intubation would be suboptimal. 
Rather, the learner should be positioned with the same visual ori-
entation as the person performing the procedure in relation to the 
patient, to visually record each step from the perspective in which 
it is performed.

Once the basis for the procedure is understood (conceptualiza-
tion) and the learner has been provided with a model of the pro-
cedure (visualization), the instructor deconstructs the procedure 
for the student while performing it a second time, verbally noting 
each step taken and the skills required for performance of the step. 
This process is known as verbalization. Accurate task analysis prior 
to the instructional session ensures that the instructor presents the 
procedure in a clear, coherent, and comprehensible manner. Each 
particular portion of the procedure is verbally described as well as 
physically performed simultaneously. This can be accomplished in a 
face-to-face interaction or using video prepared in advance. During 
this step, the learner is encouraged to interrupt the procedure to ask 
questions or make clarifications of the information being communi-
cated. Although a prepared video may allow for demonstration of 
the procedure with verbal cues, the interactive discussion regard-
ing particular components of the procedure is best accomplished in 
a small group or individual, face-to-face interaction. Subsequently, 
the learner can be asked to provide the verbal narration of the pro-
cedure while the instructor performs the procedure a second time. 
This ensures that the learner conceptually understands the actions 
involved and the order in which they should be performed [2, 5].

Although multiple faculty members may be involved in teaching 
procedural skills to the same group of learners, at the bedside as well 
as in a simulation or cadaver lab, it is of utmost importance that the 
procedure is consistently demonstrated and performed. Although 
clinicians who have mastered clinical procedures often have their 
own nuances or specific tricks of the trade to offer trainees, these 
should not be incorporated into this stage of the learning process. 
Therefore, it is important to be cognizant of the basics of a proce-
dure, as some instructors may have to alter their “usual” method for 
performing a procedure to allow a more standardized educational 
experience. Once the standard method is mastered by the learner, 
particular variations and short-cuts may be taught, but if taught 
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prematurely these will only serve to confuse the novice learner and 
lengthen the time required for motor learning of the procedure [3].

Armed with the visual model of the procedure and the ability to 
verbalize the steps involved, the learner is then observed attempt-
ing to physically perform the procedure on the model. This proc-
ess is known as guided practice [3]. To decrease learner anxiety, 
this step is often initially performed on cadavers, simulation mod-
els, or a willing volunteer, rather than a patient. The learner may 
be instructed regarding separate steps of the procedure in a piece-
meal fashion, or may attempt the entire procedure under guidance. 
If the instructor chooses to review certain steps of the procedure, 
they should be reviewed in the order in which they are performed 
to maximize the motor-based learning involved. The learner should 
be able to verbalize each step as they perform it, and should be 
observed carefully by the instructor for any errors [3].

When an error is identified, it is optimal to have the instructor 
place their hand on the hand of the trainee to stop the incorrect 
action and physically redirect them to the correct motor action 
while providing verbal instruction regarding the proper method. 
It is important that the learner is told that this will happen and 
for them to expect this hand-on-hand contact. One common pitfall 
is allowing learners to perform procedures with errors and then 
providing feedback regarding those errors after the procedure has 
been completed. The idea is to stop the error before it is imprinted 
into the motor memory of the learner. Therefore, as the instructor 
places their hand on the learner’s hands, redirecting them to the 
accurate motor skill, they prevent the learner from incorporating 
an incorrect movement into their motor memory [3].

Guided practice is critical to skill acquisition and mastery. Time 
should be provided for the student to practice the procedure 
repeatedly under the guidance of an instructor who will redirect 
and provide feedback when necessary. As the learner becomes 
more comfortable with the procedure, demonstrating increased 
skill competence, the instructor’s involvement in the procedure 
should decrease until the learner is essentially performing it with-
out assistance. Practice without guidance can precipitate errors and 
imprinting of inappropriate actions, which is dangerous to patients 
and a disservice to the learner. Immediate feedback, both positive 
and negative, is invaluable throughout the learning process. More 
specifically, effective feedback is performance-based, highlight-
ing portions of the procedure that were done well and pointing 
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out areas for improvement with specific tips on how to improve 
the skill attempted [1, 5]. There will be occasions when the learner 
fails to successfully perform the entire procedure. It is important 
to create a positive learning experience in this scenario. One effec-
tive way to educate the learner regarding mistakes is a face-to-face 
debriefing session. It is most beneficial if this discussion takes place 
immediately after the procedure. In most cases, the learner will 
have a high level of self-awareness and be able to identify areas for 
improvement. Feedback by the instructor should be given in a pos-
itive way, first emphasizing the correct steps performed, then pro-
viding a constructive critique of any errors in technique, and finally 
encouraging the learner to reattempt the procedure with guidance.

Once a basic procedure is mastered by a learner, the next step in 
skill acquisition is to present variations on that procedure. It is in this 
final step that learners may be introduced to the short-cuts or var-
ied methods which instructors may use in their daily practice. They 
should be challenged to apply the procedure in difficult situations and 
learn alternative techniques to accomplish the desired outcome [5].

Putting theory into practice

In reality, many physicians-in-training are still learning procedures 
within the framework of the “see one, do one, teach one” model. 
The transition to a more formalized, effective method for learn-
ing key procedural skills is difficult, as it requires more preparation 
on the part of both the learner and the teacher. In addition, the 
manpower hours required to teach and supervise learners prac-
ticing new procedures is considerable. There are various ways to 
implement the recommended teaching methods, including compu-
ter software models, low fidelity model practice, simulation labs, 
cadaver/animal labs, and bedside teaching on patients. Each of 
these teaching environments, when used within the framework of 
the teaching theories presented earlier in this chapter, can provide 
an opportunity for effective learning.

At the most basic level, simple teaching models are most effective 
when teaching the core motor activities required for a procedure. 
These models are often less expensive and more portable than sim-
ulators or cadavers, and they carry no risk of errors when compared 
with bedside teaching. As one study conducted by a surgery depart-
ment demonstrates, using a simple model such as a pig thigh, to 
teach a surgical procedure led to significant improvements in overall 
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performance by residents. The authors of this study noted that given 
the constraints of decreasing operating room time, and increased 
liability concerns for allowing junior residents to practice and learn 
on live patients, residents were not receiving adequate training in 
certain procedures. Therefore a brief training session was developed 
using the model of a pig thigh with a pre and post session evalu-
ation. Residents demonstrated a significant increase in their post 
session scores, regardless of level of training or experience with the 
procedure in the past. The success of this basic teaching technique 
was primarily linked to the quality and the availability of immedi-
ate feedback for the learners as they practiced the procedure in the 
session. As noted by the authors, a simple tool, such as a pig thigh, 
provides an opportunity for new learners to practice a procedure 
in a safe, inexpensive environment with close mentoring prior to 
direct patient contact in the operating room [6].

A more costly, but increasingly popular tool for teaching multiple 
aspects of medicine, including procedural education, is the simula-
tor model. Benefits of employing this model versus a human model 
include increased safety, the ability to practice the same procedure 
multiple times in a single session, and the option of exploring 
the consequences of errors without the risk of harm to a patient. 
Although cadavers may provide the best approximation of the 
tactile and visual cues of a human-based procedure, technologic 
advances in materials sciences and computer-based models have 
provided for a close approximation in many cases. In addition, the 
interactive capability of a simulator model allows the instructor to 
create increasingly challenging circumstances for the learner. For 
example, a new learner may experience mentored practice plac-
ing a central line in a perfectly still, sedated simulator model ini-
tially. As the learner becomes more proficient, the simulator may 
be mani-pulated to provide a patient with low blood volume 
and easily collapsible veins to present a realistic challenge to the 
learner, therefore encouraging advanced skill acquisition. As with 
any other teaching model, the key component which has shown 
to result in successful skill acquisition is guided, consistent practice 
with a decreasing role of the instructor in the actual performance 
of the procedure as the learner becomes more proficient [7].

Similarly, the cadaver lab provides an opportunity to learn and 
practice invasive procedures without posing any threat to a patient. 
The limitations of this modality include the availability of human 
cadavers and the expense involved. Use of human cadavers provides 
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accurate human anatomy with all the natural variations. Palpation 
of landmarks and subtle anatomic differences provide a more real-
istic experience for the learner. At times, complications that can-
not be recreated in a simulator model allow for a better education. 
An example includes inability to advance a guide wire in a cannu-
lated vein, or the need for suctioning of an airway while teaching 
direct laryngoscopy. There are also disadvantages to the anatomic 
and pathologic differences among cadavers. For example, venous 
thromboses can prevent flash back in central line access attempts 
and pleural adhesions can complicate placement of chest tubes. 
These variations can result in inconsistent learning among a cohort 
of students. Finally, the safety of all participants must be ensured by 
screening donors for communicable infections.

All of the aforementioned settings are effective precursors to bed-
side procedural learning. As the optimal setting for the advanced 
learner, bedside teaching provides the opportunity for one-on-one 
instruction with a master in the procedure on a real live patient. 
Although performance of the procedure can be guided by the expert, 
it is preferable when the learner feels comfortable with the basic 
steps of the procedure and has performed it in other settings prior 
to performing it at the bedside. Immediate feedback can be provided 
by both the educator and the patient. Although performing a proce-
dure at the bedside should be reserved for those learners who have 
already been instructed regarding the procedure and practiced it in a 
more structured setting, other phases of procedural learning can suc-
cessfully occur at the bedside. For example, a medical student who 
has only read about a procedure can accomplish the visualization 
phase of learning at the bedside by observing the teacher performing 
the procedure in a fluid manner from start to finish. Those who have 
observed the procedure once or twice can be asked to verbalize the 
procedure and prompt the expert performing the procedure regard-
ing the next step to be taken and how it is to be done. In addition, 
the learner who has attempted a procedure in lab previously can 
be guided to assist in performance of certain steps of the procedure, 
whereas the overall performance is primarily by the teacher. As the 
learner builds experience at the bedside, the number of steps which 
they perform can be increased until they are able to attempt the 
entire procedure under direct guidance. In this manner, the bedside 
can be a suitable environment for a variety of levels of learning proce-
dural skills. The key is to recognize the stage of the learner and create 
the appropriate, safe experience based on that stage of learning.
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Creating a procedural education elective for 
preclinical medical students

Many educators and clinicians have commented that medical school 
is the optimal time in physician training to teach basic procedural 
skills. As medical students have less direct patient care responsi-
bilities, and more time to spend practicing acquired skills, many 
emergency medicine clerkships have designated space within their 
curricula for procedural education. Beyond the basic skills learned 
at the bedside, specific procedural skills sessions using cadavers and 
simulators are now an increasingly popular way to provide expo-
sure to clinical procedures for these new learners within a safe, 
well-supervised environment. Even outside of the framework of a 
rotation in emergency medicine, many medical schools employ the 
skills of emergency physicians when planning preclinical procedural 
education sessions for rising second and third year medical students.

One inventive approach to this has been demonstrated at Stanford 
University in the form of a very popular preclinical elective known as 
Essential Procedures in Emergency Medicine (EPEM). The structure 
of this course is modeled on the principles of motor-based learning 
presented in this chapter. In summary, educational sessions of 2 
hours duration twice weekly throughout a quarter expose these 
students to procedural education prior to their clinical rotations. 
For each procedure there is a pre-session reading assignment, an 
interactive didactic session, followed by a demonstration of the pro-
cedure by an instructor, and then guided practice of the procedure. 
Furthermore, each student spends a set number of hours in the ED 
under the guidance of physicians and nurses performing procedures 
on live patients. Finally, there is a cadaver lab session in which 
more invasive and rare procedures, such as cricothyroidotomy, tube 
thoracostomy, and central venous access, are practiced with expert 
assistance and supervision [8].

Student evaluation includes a written examination regarding the 
basic indications, materials, contraindications, and steps for a given 
procedure, as well as a practical examination in which the student 
performs certain procedures in front of an instructor while 
responding to questions regarding that procedure. To evaluate the 
effectiveness of this course, EPEM students’ performance in their 
clinical rotations was compared with their classmates who did not 
participate in this elective. The results demonstrated that EPEM 
students had significantly higher scores on procedural performance 
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during their emergency medicine and internal medicine clinical 
rotations. In addition, enrollment in the elective exceeded expec-
tations during the years studied, demonstrating that preclinical 
medical students are very interested in having this type of experi-
ence prior to their clinical rotations. Overall, this course presents a 
successful example of procedural education for early learners that 
takes into account the educational theory of motor skills acqui-
sition and uses multiple models for guided practice and learning 
with feedback. It provides a venue for students to learn basic pro-
cedures in a prescribed sequence from master teachers, rather than 
in the unstructured and often inexperienced hands of residents 
during their clinical rotations [8].

Summary point

Teaching procedures is essential to the practice of academic 
emergency medicine. When based on the principles of psychomotor 
learning (Tables 5.2 and 5.3), procedural teaching can be both 
enjoyable and successful for all parties involved. 

Table 5.2 Key points in procedural Education.

● Be sure the learner understands the basis for the procedure.
● Have the learner observe the procedure (text book, video, live).
● Break down the procedure into small digestible components.
● Ask the trainee to verbally describe each aspect of the procedure.
●  Inform the patient that a student will be involved in the procedure and 

that you will be giving direction and supervising.
●  Tell the learner to expect to have an error corrected immediately by 

redirecting their hand or stopping and starting fresh.
● Provide regular opportunities for guided practice.

Table 5.3 Common pitfalls to avoid.

●  Taking the micro skills required to perform a complex procedure for 

granted.
●  Inadequate selection and preparation of an appropriate learning 

environment.
●  Demonstrating a procedure with the observer positioned in a different 

orientation than that which the procedure is performed.
● Teaching inconsistent, varied versions of the same procedure.
● Failure to immediately correct an error during a procedure.
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Introduction

Feedback is an essential part of the medical education process. In 
the right hands, it can be a persuasive teaching tool that shapes the 
attitudes and behaviors of learners. By definition, feedback in the 
setting of clinical medical education refers to information describ-
ing a learner’s performance in a specific activity with the goal of 
guiding their future performance in that same or other related 
activity [1]. Feedback can be viewed as “descriptive information” 
given to the learner by an unbiased observer. Keeping this in 
mind, the primary goal of giving feedback should be to provide the 
learner with an objective assessment of his or her performance. By 
providing feedback, the teacher can reinforce a job well done, alert 
the learner about an area of weakness, and provide some direction 
or recommendation on how to improve or remediate clinical per-
formance [2]. Without feedback, mistakes go uncorrected and good 
performance is not reinforced. In essence, feedback is analogous to 
performance improvement. Educational feedback is intended to 
stimulate a behavioral change in the learner.

As teachers, we have a professional and ethical obligation to our 
learners. One can think of the relationship that a teacher has with 
a learner as analogous to that of a coach and an athlete. A coach, 
especially one of elite athletes, is a professional at improving per-
formance through feedback. As mentors to medical students and 
physicians in training we effectively serve as educational coaches. 

Practical Teaching in Emergency Medicine.  Edited by Robert L. Rogers
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A successful coach will alter his or her feedback style to the indi-
vidual needs of the athlete or learner, at times supportive, at times 
cajoling, and if necessary, at times reprimanding [3].

In an ideal learning environment, trainees would have greater 
continuity with their preceptors and there would be ample oppor-
tunity for direct observation of a learner’s clinical and procedural 
skills. This is, however, not the case in the emergency department 
(ED), where a variety of factors including: constant interruptions, 
endless unexpected events, high acuity case mix, and shift work 
scheduling limits the time available for clinical teaching. Obstacles 
to teaching in the ED are reviewed in greater detail in a different 
chapter of this text. Because of these barriers, faculty and senior 
emergency medicine (EM) trainees need to adapt their feedback 
delivery techniques both to the individual learner and to the spe-
cific clinical scenario at hand.

General guidelines for providing 
effective feedback

Despite the many obstacles to teaching, feedback can be readily 
incorporated as an effective teaching tool into the unique educa-
tional environment of the ED. The classic paper by Ende delineates 
many of the principles of providing effective feedback in the clini-
cal setting [1]. These techniques and others will be reviewed in this 
chapter with an emphasis on approaches that work well in the ED 
(Table 6.1). As an aside, the preceptor should have a heightened 
awareness of the effect of providing feedback in front of a patient. 
Each of us has our own idiosyncrasies and opinions with regards 
to certain clinical skills. It is important to pass this knowledge on 
to our learners in a way that respects their autonomy without 
undermining the confidence that the patient has in their ability. An 
example that I can recall from my own residency training (David A. 
Wald) involved the repair of a laceration on a young child’s fore-
head. The attending physician entered the examination room as I 
was about to begin the procedure. He recommended that I approach 
the laceration in a particular fashion. I viewed his recommendations 
as guidance and feedback on how I should approach the laceration. 
However, the patient’s father viewed this as a reflection of my inex-
perience and proceeded to question if I was confident in my ability 
to repair the laceration. Similar educational or feedback goals could 
be met without detracting from the autonomy of the trainee; a bet-
ter way to handle this and similar cases would be to discuss certain 
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aspects of the procedure away from the presence of the patient or 
family, or to guide the trainee at the bedside using non-verbal cues.

When providing feedback we recommend keeping the following 
in mind.

I Provide positive feedback
Instructors should provide positive feedback, praising the learner for 
a job well done. This is not to say that feedback should be laced with 
commonly used descriptors such as “good job” or “you worked hard 
today.” Although there is a time and place for comments such as these 
– certainly after a tough case or at the end of a busy shift – they offer 
little in the way of substance, and are likely to be quickly discarded 
by the learner. It is more helpful to end a shift with specific praise, 
something to the effect of, “You did a really good job today. When 
we were talking about Ms. Jones earlier, you presented her case in a 
clear and organized fashion and came up with a focused assessment 
and management plan. I also liked the way that you explained the 
diagnosis to her and answered her questions.” This additional infor-
mation can emphasize exactly what the learner did well, reinforcing 
attitudes and behaviors that are favorable. Keep in mind that posi-
tive reinforcement is always beneficial; however, if linked to specific 
behaviors, the feedback may have longer lasting effects.

II Make observations of specific behaviors or actions
A key to providing meaningful feedback is to focus on specific 
behaviors or actions and not focus on issues that are unlikely to be 
modified such as certain personality traits. Remember, the focus 
should generally be on what the learner does or does not do as 

Table 6.1 Ten guidelines for effective feedback in the ED. 

I Provide positive feedback

II Make observations of specifi c behaviors or actions

III Provide constructive feedback

IV Elicit learner self-assessment

V Be well timed

VI Focus on areas that the learner can control or modify

VII Use language that is nonjudgmental and 

non-evaluative

VIII Make feedback a joint venture

IX Incorporate feedback into teaching models

X Assist in developing strategies for improvement
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opposed to the learner themselves. This can best be accomplished by 
having the specific feedback be based on direct observation of clini-
cal performance. Direct observation allows the teacher an opportu-
nity to best assess specific core competencies such as interpersonal 
and communication skills. It is also important to be descriptive 
and specific. For example, if a student generated a poor differential 
diagnosis for one of his or her patients with right upper quadrant 
abdominal pain, feedback can be provided by simply saying; “In 
addition to the causes of right upper quadrant pain that you men-
tioned, I would also consider cholelithiasis and cholecystitis.”

III Provide constructive feedback
Feedback should serve to provide direction as to how a learner can 
improve his or her clinical performance [4]. Constructive feed-
back can prevent certain actions or behaviors from being incorpo-
rated into the learner’s routine. Although all feedback should be 
descriptive and specific, this is particularly important when pro-
viding feedback that may be perceived as negative by the learner. 
As a result of the inherent difficulty in initiating a conversation 
about “negative” aspects of performance, some teachers may avoid 
being direct and forthright with the learner. When “negative” or 
constructive feedback is necessary, an approach that is often rec-
ommended is to initiate the session with positive comments, fol-
lowed by constructive criticism, and conclude with additional 
positive comments: the so called “feedback sandwich.” Feedback 
using this type of approach is more palatable, both for the instruc-
tor to deliver and for the learner to receive. Remember, providing 
or receiving negative feedback often creates anxiety for both the 
teacher and the learner. Because of this, an emphasis should be 
made on providing constructive feedback with the goal of correct-
ing observed deficiencies in order to shape future behavior.

IV Elicit self-assessment
One approach to consider when conducting a feedback session is to 
elicit learner self-assessment [5]. This allows the learner to initiate 
the conversation by expressing their view of their own perform-
ance. This “self-assessment” technique usually raises many of the 
same issues that the teacher wanted to make, but allows the learner 
to feel more psychologically invested in the process. At times, this 
approach may bring up other concerns that are equally impor-
tant to the learner. Self-assessment sessions can often be initiated 
by the teacher posing various open ended questions to the learner; 
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“How do you feel that you performed today?,” “Is there anything 
that you think you could have done better today?,” “Is there any-
thing that you feel you need to work on?”

Self-assessment is fundamental to the concept of self-directed 
learning and the maintenance of professional competence [6]. 
A key aspect of learner self-assessment is the assumption that a 
learner can accurately self-assess his or her clinical performance. 
As a teacher, we must keep in mind that the ability to accurately 
self-assess ones own clinical performance may not always be a 
given. In fact, some learners with the greatest deficiencies (those 
least competent) may have poor insight into their own clinical per-
formance [7]. Because of this, self-assessment should not be pro-
vided in isolation, but should be coupled with feedback based on 
direct observation of clinical domains. The lack of self-awareness of 
a learner regarding clinical competence or perhaps incompetence is 
one of the greatest teacher – learner challenges.

V Be well timed
Timing of feedback is critical. To be most effective, it should be 
given immediately, as the window of opportunity to comment on a 
particular behavior or action is relatively narrow. It makes intuitive 
sense that feedback should be provided when the event is still fresh 
in the mind of both the learner and the teacher. This is applicable 
to any number of clinical scenarios, from patient interviewing to 
physical examination, to procedural skills. Suppose you observe a 
learner examining a patient with suspected pneumonia. Afterwards, 
you might tell him, “I noticed that you only listened to the anterior 
lung fields when you examined the patient. You should listen to 
both anterior and posterior lung fields, especially when evaluating 
a patient with cardiopulmonary symptoms.” Since the exam just 
happened, it would be easier for the learner to recall that he did 
not listen to the posterior lung fields and resolve to alter this behav-
ior with future patient encounters. Constructive criticism of a brief, 
almost trivial observation such as this may have lasting effects on 
the learner if provided on the spot shortly after the observed behav-
ior, especially if the feedback is presented in a constructive manner.

VI Focus on areas that the learner can 
control and modify
Feedback in the ED is often delivered in brief, informal sessions, 
focusing on issues that the learner has the power to change, modify 
or improve within the confines of the rotation, such as a discrete 
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clinical skill or knowledge deficit. Brief feedback can occur at the 
bedside while observing a learner perform a clinical or proce-
dural skill, or away from the bedside at the conclusion of a patient 
encounter. Try to provide information in easily digestible portions, 
rather than inundating the learner with multifaceted feedback. This 
approach is realistic in a clinical setting in which many of the teach-
able moments are unplanned and unscripted and time is in short 
supply. As we are all well aware of, trying to modify certain per-
sonality traits of learners is often fraught with frustration on both 
the part of the teacher and learner. The key point is that feedback 
should be behaviorally anchored. We all know that limited time 
is available in a busy ED for direct observation. Because of this, at 
times we are left with providing feedback on case presentation skills 
and indirectly the history and physical examination. It will be logis-
tically easier, often because of time constraints, to provide feedback 
on the “product” of the patient interview as opposed to the inter-
view itself, the “process,” although each is equally important.

VII Language should be nonjudgmental and 
non-evaluative
As a teacher, communication skills are as important when pro-
viding feedback to a learner as they are in talking to patients and 
professional colleagues. Specifically, language should be nonjudg-
mental and should convey respect for the learner as an individual. 
The instructor should not attempt to evaluate the learner’s per-
sonal qualities or overall level of skill or ability, but confine com-
ments to the situation at hand and observable actions or behaviors.

Take for example, a case in which a junior trainee commits a 
common diagnostic error, premature closure. The patient is a 34-
year-old female who presents with calf pain and swelling five days 
after a motor vehicle accident (MVA). The trainee latches on to the 
diagnosis of muscle strain and does not entertain the possibility 
that the patient could have developed a deep venous thrombosis 
(DVT). The skilled teacher would approach feedback in this case in 
a way that is both constructive and conducive to learning, avoiding 
humiliation or discouragement. Using such an approach, you might 
state to the learner; “I can see your point. Ms. Smith was involved 
in an MVA 5 days ago and presents with a tender and swollen right 
calf. Her complaints may very well be the result of musculoskele-
tal trauma to her leg, but I believe that we should consider DVT 
as a possible explanation for her complaint, as this would be a 
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very important diagnosis not to miss.” This allows the preceptor to 
acknowledge the trainee’s assessment of the case yet redirect with a 
suggestive style of teaching that is not offensive, placing emphasis 
on the clinically important points of the case rather than the learn-
er’s deficiency.

VIII Make feedback a joint venture
An important concept to convey to the learner is that feedback is 
a joint venture. The principle shareholder, the learner, should take 
charge by soliciting feedback from their preceptors if they feel that 
they are not receiving adequate feedback. A feedback discrepancy 
has been noted in a study by Gil et al. [8], in which the authors 
identified substantial differences between the amount of feedback 
faculty perceived providing from that which medical students per-
ceived receiving. Instructors may need to be explicit whenever there 
is concern that the learner is not receptive to or aware of receiving 
feedback. This may be accomplished by beginning a discussion with 
a student or trainee by stating, “I’d like to provide you with some 
feedback on your performance.” It may require specifically stating 
that feedback is about to be given for the learner to realize this.

IX Incorporate feedback into teaching models
Feedback does not have to be provided in isolation. Frequently 
feedback is incorporated into various teaching models. One such 
model, the One Minute Clinical Preceptor [9], consists of five 
“microskills” that have been shown to be effective: (1) get a com-
mitment from the learner, (2) probe the learner for their under-
lying reasoning, (3) teach general rules, (4) provide positive 
feedback, and (5) correct errors. Feedback is just one facet of a 
much broader continuum of medical education that usually starts 
by creating a comfortable, friendly learning environment.

Imagine a clinical scenario in which you as the supervising phy-
sician are observing a trainee perform an incision and drainage of a 
cutaneous abscess. As the learner proceeds through each step of the 
procedure – patient consent, equipment preparation, skin prepara-
tion, infiltration of local anesthesia, and so on – you might ask about 
the reasoning behind individual actions, offer guidance or suggestions 
about specific skills, comment positively on things done well, and cor-
rect any errors. Simply interacting with the learner in this informal, 
natural way, you have utilized an effective model for feedback deliv-
ery. One study involving medical students has shown that trainees 
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indeed receive more instructional feedback if selected procedural skills 
are directly observed [10]. To be most effective, feedback should be 
explicitly linked to direct observation of certain actions or behaviors.

X Assist in developing strategies for improvement
Constructive feedback should be followed by an action plan for 
improving performance. On a number of levels, this may be one 
of the most important aspects of the feedback process. In our role 
as teachers, we are charged with the responsibility of guiding our 
learners through the educational process. Because of this, it is nec-
essary to provide the learners with direction on how they may 
improve their clinical performance. We should be ready to offer 
resources, ideas, or time, in order to help a learner address any 
noted deficiencies. This may be as simple as having the learner 
repeat the procedural skill while incorporating the instructor’s 
suggestions, assigning a book chapter or review article to read, or 
spending time reviewing cases, ECG’s or radiographs. Real time sug-
gestions for improving clinical performance may also be provided 
during brief direct observation sessions. Some learners will be capa-
ble of creating an individualized educational plan, but most if not 
all will benefit from the teacher who will be available to monitor 
progress and assist in both articulating and implementing the plan.

Additional feedback methods and tools

Feedback cards
A number of authors have reported on a simplified method for pro-
viding effective feedback to learners [11–13]. These reports all revolve 
around using some sort of feedback card, completed by the precep-
tor to ensure that feedback occurs and to enhance the quantity and 
quality of feedback. The authors have had success using a modified 
feedback note card developed at the Medical College of Wisconsin 
[11]. A feedback note system such as this can easily be incorporated 
into the daily shift evaluation process that many EM clerkships use. 
However, faculty and resident educational development sessions and 
administrative buy-in are critical to ensuring the consistency and suc-
cess of such a program.

Written feedback/evaluation
In the busy ED, time and patient related constraints might prevent 
us from adequately reflecting on a trainee’s performance. Because 
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of this, it is sometimes necessary to follow up on an interaction 
with a learner with written comments. This may be accomplished 
by completing an end of rotation written evaluation form or in a 
follow-up email that can allow the teacher to provide an extended 
reflection on the trainee’s performance, hopefully supplementing 
the bedside feedback already provided.

Faculty are frequently called upon to complete daily shift evalua-
tions or end-of-rotation evaluations of learners. A clerkship or rota-
tion grade may then be determined based on a composite of these
evaluations. Too often, preceptors do not make full use of this 
opportunity to deliver feedback. Written communication gives us 
the advantage of being more calculating in our assessment and 
limiting any potential disconnect between the perceived intent 
and the likely perception of comments. Written comments should 
routinely support prior feedback and not surprise the learner with 
unfavorable comments that have been withheld throughout the 
rotation due to the tendency to avoid giving negative feedback.

In general, the same guidelines proposed for verbal feedback 
should be adhered to when providing written feedback. A clerk-
ship evaluation form is an appropriate venue to provide construc-
tive comments so that learners can modify behavior or actions as 
needed or to provide praise for a job well done. Comments should 
be as specific as possible and should include recommendations for 
performance improvement.

Formal feedback sessions
A more formal approach to providing feedback can occur in the ED 
at the conclusion of a clinical shift [14]. For this type of feedback ses-
sion to have the greatest impact on the learner, it should be uninter-
rupted whenever possible. Formal feedback can still be brief, but is 
provided away from the bedside in a more quiet and controlled area. 
These sessions in general are more interactive than “brief” sessions, 
should allow learners a chance for questions and rebuttal, and should 
be goal oriented, with specific topics on the instructor’s agenda. 
These type of sessions can even occur prior to the start of a clinical 
rotation and may be an ideal time to review the learning objectives 
of the rotation and to better understand the individual learner’s goals 
that they may have for their own performance. This type of meeting 
can essentially set the tone for future feedback sessions.

Trainees who require more extensive feedback due to docu-
mented unprofessional behavior or a trend of less-than-expected 
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clinical performance may benefit from “major” feedback sessions of 
15 to 30 minutes. Major feedback sessions can be scheduled at the 
midpoint or end of a clinical rotation and are best held outside of the 
patient care setting in the instructor’s office. Semiannual feedback 
sessions commonly provided to EM trainees throughout their edu-
cation may also be used to address major deficiencies or concerns.

Feedback and the accreditation process
The process of providing formal feedback for trainees is integral to 
both the undergraduate and graduate medical education accredi-
tation process. The U.S. Department of Education recognizes the 
Liaison Committee on Medical Education (LCME) for the accredi-
tation of medical education programs leading to the M.D. degree 
in the U.S. For Canadian medical education programs, the LCME 
engages in accreditation in collaboration with the Committee on 
Accreditation of Canadian Medical Schools (CACMS). The LCME 
outlines this expectation in the most recent version (June, 2006) 
of the standards for accreditation of medical education programs 
[15]. The standards mandate that the directors of all courses and 
clerkships design and implement a system of formative and sum-
mative evaluation of student achievement. It is further expected 
that courses and clerkships provide students with formal feedback 
during the experience so that they may understand and remedi-
ate their deficiencies. In addition, EM residency training programs 
in the U.S. should provide each resident with semiannual evalua-
tions of performance with feedback. This expectation is described 
in the common program requirements (effective July, 2007) set 
forth by the Accreditation Council for Graduate Medical Education 
(ACGME), the governing body responsible for accrediting U.S. 
graduate medical education training programs [16].

Faculty/trainee development
Like any other skill, feedback requires training and practice. However 
well-intentioned individual instructors are, feedback is unlikely to 
occur on a meaningful level in the ED without a substantial amount 
of administrative support and resources dedicated to the education 
of faculty and senior trainees. There is no shortage of materials for 
training instructors, as well as materials specifically designed for 
teaching and feedback delivery in the fast-paced environment of the 
ED [17–19]. Feedback training can occur via faculty development 
programs that include feedback coaching as part of the curriculum 
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(e.g., the Stanford Faculty Development Program) or through 
other departmental or medical school supported faculty develop-
ment courses. Trainees may benefit from a proposed “Resident-As-
Teacher” curriculum for EM, which includes a module on giving 
effective feedback [18].

Feedback versus evaluation
An important distinction to be aware of is the difference between 
feedback and evaluation [20]. Feedback is a formative pro-
cess that can occur on a day-to-day or even moment-to-moment 
basis. Evaluation provides a summary description of performance 
as it relates to the achievement of specific learning objectives and 
may be associated with rendering a clerkship or rotation grade. 
Although a distinction exists, there is at times an overlap between 
feedback and evaluation both in form and in intent. Both are 
important for the medical education process and the learner to 
move forward.

Conclusion

Feedback is a crucial part of the training of medical students and 
trainees. Even in the busy ED environment, instructors can deliver 
effective feedback by using strategies outlined above and can eas-
ily incorporate the provision of feedback into other teachable 
moments. Individual instructors have the option of a variety of 
methods of feedback delivery to enhance the learning and guide 
the future performance of both students and trainees.

Summary points

Feedback in clinical medical education should be:
● Descriptive, based on specifi c observations
● An objective assessment of performance
● Intended to stimulate change in the behavior of the learner.
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C H A P T E R 7

The computer as a 
teaching tool

Joshua S. Broder
Duke University Division of Emergency Medicine, Duke University Medical Center, 
Durham, NC, USA

Computers provide a powerful tool for practical teaching in the 
emergency department (ED). The ability to access remote informa-
tion means that no ED – from the busiest county hospital to the 
quietest rural site – should be an educational backwater. Internet 
resources can be used to provide “virtual expertise” on the latest 
breakthroughs and the rarest conditions, allowing learners to ben-
efit from the insights of distant gurus. Educators can use internet 
resources to illustrate a teaching point, to provide a skill-building 
exercise for the learner, or to enhance their own knowledge of a 
less familiar topic. For teaching programs with multiple clinical 
sites and variable day–night clinical schedules, computer-based 
learning can provide a consistent curriculum for students sepa-
rated in both time and space. Internet-based resources can be tai-
lored easily to the student’s existing level of knowledge, and the 
sequence of information presented can be individualized, some-
times to a greater extent than in group classroom exercises. In 
the busiest clinical moments, computer-based teaching can keep 
the student productively occupied while the physician educator 
attends to patient care, with debriefing occurring at a later time.

Using online resources to augment student education is a prag-
matic way of introducing students to both skills and content for-
mat that will likely remain with them for the rest of their careers. 
Between 1998 and 2003, available internet-based continuing med-
ical education (CME) increased by 700% compared with 38% in 
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total CME activities. At the same time, the number of physicians 
receiving CME credit for internet activities increased by 1400%, 
compared with a 64% increase for all CME [1, 2]. By 2006, a 
variety of internet activities accounted for 17,704 separate CME 
activities sponsored by the ACCME (Accreditation Council for 
Continuing Medical Education), accounting for 25% of total CME 
activities directly sponsored by the ACCME [3].

Are computers an effective means of delivering educational con-
tent? A number of studies have attempted to ferret out the educational 
impact of computer-based learning, compared with more tradi-
tional live lecture formats. Measures such as exam performance and 
satisfaction surveys suggest that well-implemented computer learn-
ing can match or outperform live classroom exercises, although an 
important part of many of these programs is some form of interac-
tion with a live educator, for example through a real-time threaded 
discussion forum [4–8].

In this chapter, we will introduce a variety of educational exer-
cises which you can employ during your next shift. For each exer-
cise, one or more internet sites are suggested to get you started, 
but the constant evolution of web content means newer and better 
resources may be available to you. Search engines such as Google 
provide a rapid means of locating new resources, but we hope 
you will appreciate the short, selected lists we have provided – a 
Google search of “ECG” returns over 11 million hits! In addition, 
the student and teacher alike must be keenly aware of the source 
and quality of information obtained from the internet. Inaccurate 
information on the internet may be the result of many factors 
including the qualifications of the authors, how recently the infor-
mation was updated to reflect new research findings, and conflicts 
of interest in funding sources. A reliable source should name its 
authors, provide its publication date, disclose its funding source, 
and list references where applicable. Positive study results may be 
contraindicated by future research or effect sizes may be shown to 
be smaller than originally stated in 16% of cases [9]. One of the 
most important educational points you can make is teaching the 
student to find and use only the most reliable information.

Each of these exercises can be based on the student’s real patient. 
In addition, it is often thought provoking to ask the student about 
a hypothetical change in the patient’s scenario, such as pregnancy, 
an allergy, a new medication, or a co-morbid illness. These vari-
ations can transform a seemingly mundane case into a valuable 
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educational experience. For each of these exercises, a face-to-face 
discussion and debriefing are important – the computer is a tool 
to enhance your efficiency and effectiveness, but you remain the 
teacher.

Section 1: Improving patient care by locating and implementing 
evidence-based clinical guidelines
Question: “What is the evidence-based method of diagnosing and 
treating condition X?”
Students may be unaware that evidence-based, consensus guide-
lines exist for many conditions. Open this discussion by asking the 
student how they would manage the diagnosis or treatment of the 
patient. Try to ascertain the student’s existing knowledge about 
the condition. Some of the most effective teaching can come from 
coaxing the student into recognizing his or her own knowledge 
deficit or frank misconception, and then leading the student to find 
the best information on that topic. A great Website for this situa-
tion is the National Guideline Clearinghouse: www.guidelines.gov. 
In addition, the American College of Emergency Physicians pub-
lishes its clinical policies at http://www.acep.org/practres.aspx?id=
30060&coll=1&collid=74 (Google “ACEP clinical policies”). In addi-
tion, most medical search engines such as PubMed allow restriction 
of searches to practice guidelines using a “Limits” feature.

Suggested Website
National Guidelines Clearinghouse www.guidelines.gov

Section 2: Performing an effective and efficient evidence-based 
medicine (EBM) literature search for clinically meaningful answers 
during a busy shift
Question: “What is the quality of evidence for treatment of con-
dition X with treatment Y, or for diagnosis of condition X with 
modality Y?”
Key to the future success of our students as physicians is the abil-
ity to find evidence efficiently, and to evaluate it for methodological 
rigor and internal and external validity. This is not just the domain 
of journal club but can be a topic for clinical learning and applica-
tion. Students need to understand how to perform a rapid and 
appropriately targeted search in the ED and to evaluate the appli-
cability of the research findings to their patients. Although practice 
guidelines can be the source for many diagnostic and therapeutic 
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decisions, they may be outdated, biased by industry sponsorship, or 
may not exist for the condition in question. Some great exercises 
include teaching a student to use the “Limits” field of search engines 
such as PubMed, OVID, or less traditional engines such as Google 
Scholar (www.scholar.google.com). Other search engines include 
pre-filtered specialty databases such as Best Evidence Topics from 
the British Medical Journal, the Cochrane Database, ACP Journal Club, 
and Emergency Medical Abstracts. Studies comparing these search 
engines have demonstrated that they compare favorably with 
broader search engines in identifying clinically useful evidence [10].

Many exercises are possible using medical search engines. Ask 
the student to structure the clinical question using the Patients/
Interventions/Comparisons/Outcomes (PICO) model [10]. This 
model is demonstrated at the Centre for Evidence-Based Medicine 
webpage under the heading, “Asking Focused Questions” (Google 
“CEBM PICO”). Demonstrate to the student that the search term 
“myocardial infarction aspirin” retrieves 4714 hits in PubMed, 
whereas limiting the same search to “human,” “English,” 
“Randomized Controlled Trial,” “Adult” and adding the term “mor-
tality” reduces the number of hits to 276. Adding the search term 
“emergency” reduces the number of retrieved studies to 11, a rea-
sonable number for the practicing physician to peruse during clini-
cal care in the ED. An important corollary to this is to demonstrate 
to the student that a restricted search strategy can miss important 
information. For example, the search listed above misses the sen-
tinel ISIS-2 study [11] showing the mortality benefit of aspirin … 
because this study was not conducted in the ED setting. To demon-
strate this point further, ask the student to perform the same search 
in multiple engines and compare the results. Another exercise to 
refine the student’s search capability is to pick a target study, such 
as NEXUS or ISIS-2, and ask the student to perform a search to 
answer a related clinical question. A clinically useful search strategy 
should retrieve the target study, and it may be useful to the stu-
dent to experiment with various search strategies to see which is 
most effective in finding the clinically relevant evidence. A guide to 
performing clinically relevant searches was published in Annals of 
Emergency Medicine in 2003 and demonstrates several useful searches 
which can be reproduced by the student in the ED [10].

The Centre for Health Evidence (http://www.cche.net/ 
usersguides/main.asp) publishes the Users’ Guides to the Medical 
Literature, originally published in JAMA. These articles are a useful 
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reference for you and the student and are divided by important clin-
ical categories such as diagnosis, therapy, surrogate endpoints, and 
clinical prediction rules. Consider using these to highlight an EBM 
point, such as pre-test probability or internal and external validity. 
The Centre for Evidence-Based Medicine also has an excellent array 
of EBM tools which can be rapidly used to demonstrate an educa-
tional point. For example, their explanation of likelihood ratios 
using a likelihood ratio nomogram is a valuable tool for helping the 
student to visualize the degree of clinical certainty gleaned from a 
test result (http://www.cebm.net/index.aspx?o=1043, or Google 
“CEBM likelihood ratio”).

Suggested Websites
PubMed www.pubmed.org
Google Scholar www.scholar.google.com
Emergency Medical Abstracts http://ccme.org
Centre for Health Evidence www.cche.net
Cochrane Library www.cochrane.org
Best Evidence Topics www.bestbets.org
Centre for Evidence-based Medicine www.cebm.net

Section 3: Improving utilization and interpretation of diagnostic 
imaging
Questions: “Does your patient need imaging? Why? What kind? 
What findings will you look for? What if the imaging is normal? 
What is the radiation risk to the patient?”
Understanding the role of diagnostic imaging in emergency condi-
tions is a vital skill for the emergency physician, and one which 
can be divided into several important stages:
a Risk stratifying patients to determine who needs imaging
b Selecting the diagnostic imaging test appropriate to the condition
c Understanding the radiation risk of diagnostic imaging, and 

revising the imaging plan appropriately depending on patient 
factors

d Understanding the findings of the condition on diagnostic imaging
e Knowing the limits of diagnostic imaging, enabling the physi-

cian to recognize when a false negative imaging test may have 
occurred.

First, ascertain which stages of this process the student already 
can comfortably perform, and then engage him or her with learn-
ing more about those stages which are unfamiliar. For example, 



Chapter 7: The computer as a teaching tool  77

the student may be aware of the NEXUS rule and may be able to 
determine whether a patient with blunt trauma requires cervical 
spine imaging. But the student may be unaware of the usual imag-
ing tests and may intend to perform cervical CT when plain films 
are sufficient. In addition, the student may not be familiar with the 
systemic evaluation of cervical plain films, and may be unaware of 
the limited sensitivity of plain films for fracture. The student may 
not know when additional imaging is needed to rule out fracture 
or ligamentous injury, or when a cervical collar and follow-up are 
indicated.

For each of the stages listed above, online resources can be useful 
tools. Clinical decision rules such as NEXUS; the Canadian Rules 
for C-spine and Head CT; the Ottawa ankle, foot, and knee rules; 
the Pittsburgh knee rule; and rules for venous thromboembolic 
disease risk stratification such as Well’s Criteria can be introduced. 
MDCALC (www.MDCALC.com or Google “MDCALC”) provides a 
variety of clinical decision rules, some with online calculators. The 
National Center for Emergency Medicine Infomatics (NCEMI.org) 
also provides calculator versions of many of these rules. Teaching 
the student to use and document these rules in the medical record 
is both good EBM and good clinical practice for billing and medical 
decision making.

A number of Websites have useful information demonstrating 
abnormal pathology on imaging and structured interpretation of 
imaging tests. EMPACS.org and mypacs.net both offer free search-
able archives with annotated radiologic images. Both sites allow 
users to create bookmarked lists of interesting cases, and to view 
these in “quiz” or “training” modes to hide answers. EMPACS.org 
allows users to read library guides to the interpretation of head, 
chest, and abdominal CT. LearningRadiology.com provides many 
useful imaging references, including a series tailored for nov-
ices, called “Recognizing…” which highlights important imag-
ing findings. A useful way to incorporate this clinically is to refer 
the student to a guide to the abnormality in question, such as 
“Recognizing a pneumothorax,” asking the student to review this 
while the patient is undergoing the imaging test. This provides the 
basis for your discussion of the patient’s test when completed.

Radiation risks of imaging studies are discussed in a brief but acces-
sible publication by the International Commission on Radiologic Pro-
tections, entitled “Radiation and your Patient: A Guide for Medical 
Practitioners” (http://www.icrp.org/educational_area.asp). In addition, 
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this site provides a brief PowerPoint outlining the risks of radiation in 
pregnancy. Introduce these questions by asking the student, “what 
will you tell your patient about the risks of the imaging study you are 
recommending?”

A discussion of pre- and post-test probability and likelihood 
ratios is an important part of helping the student to understand 
how to incorporate the diagnostic imaging results, positive or neg-
ative, into the clinical plan. Ask the student, “What is your pre-
test probability of disease? What is the likelihood ratio positive 
and negative for our imaging test? What is our post-test probabil-
ity?” Refer the student to the Centre for Evidence-Based Medicine 
Website discussion on these topics (Google “CEBM likelihood 
ratio”) for a clear, one page illustration of these topics. Engage 
the student to use a search engine to find the LR’s for the imaging 
study.

Suggested Websites
National Center for Emergency www.ncemi.org
 Medicine Infomatics
EMPACS www.empacs.org
MYPACS www.mypacs.net
Learning Radiology http://learningradiology.com
Radiation exposure calculator http://www.safety.duke.edu/
  Radsafety
International Commission on  www.icrp.org/educational_
Radiological Protection  area.asp
MDCALC www.MDCALC.com

Section 4: Enhancing systematic electrocardiogram interpretation
Question: “Interpret this ECG systematically. What are the ECG 
abnormalities expected in condition X?”
ECG analysis is clearly a core skill in emergency medicine (EM). 
Comprehensive online resources exist which can be a spring-
board for discussions of ECG abnormalities. This topic is so broad 
that the student may be overwhelmed by the amount of material 
available. First assess the student’s baseline knowledge by asking 
him or her to perform a routine analysis of the ECG. Identify areas 
of weakness – an inability to recall the normal QRS duration, for 
example. Then send the student to an online resource with a spe-
cific question in mind – what is the normal QRS duration? What 
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happens to the QRS complex in a patient with Wolf-Parkinson-
White Syndrome? The Alan E. Lindsay ECG Learning Center has 
an outstanding online course in ECG analysis, from beginning to 
advanced topics complete with quizzes.

Alternatively, give the student an online ECG to analyze and 
then compare this to the actual patient’s ECG. The ECG Wave-
Maven site has an excellent tool for this purpose – it allows you 
the teacher to search the library by diagnosis, and the ECG can 
then be displayed to the student with the answer hidden.

Suggested Websites
ECG Library www.ecglibrary.com
Wikipedia “ECG” en.wikipedia.org/wiki/Electrocardiogram
The Alan E. Lindsay  library.med.utah.edu/kw/ecg/
 ECG Learning Center
ECG primer www.anaesthetist.com/icu/organs/
    heart/ecg
ECG Wave-Maven ecg.bidmc.harvard.edu/maven/
    mavenmain.asp

Section 5: Enhancing understanding of drug toxicity, interactions, 
and treatment
Questions: What is the toxin? What is the toxic dose? Is decontami-
nation helpful? Is an antidote available? What are the toxic effects? 
Are drug levels useful? What disposition is appropriate?
Drug effects, interactions, and toxicology are great areas to explore 
with a student using computers. These are topics with a wealth of 
information not easily remembered, and since the practicing phy-
sician will often need to rely on online resources, introducing the 
student to these teaches not only medical knowledge but also prac-
tice skills which will be invaluable. Areas for teaching include pill 
identification, antidotes and decontamination, toxic effects includ-
ing ECG changes associated with ingestions, and recommendations 
for observation. A fun exercise is to provide the student with an 
“unknown” pill and to ask the student to identify the potential 
toxin using an online identification tool. One such tool is http://
www.drugs.com/pill_identification.html, an index with images of 
pills, searchable by drug name, imprint, shape, and color.

Another site which can be useful is www.qtdrugs.org, which 
maintains up-to-date lists of drugs categorized by their risk of QT 
prolongation and subsequent torsades de pointes. The National 
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Center for Emergency Medicine Infomatics also maintains a Web-
site (NCEMI) with multiple clinical calculators including toxicity 
nomograms for acetaminophen and ibuprofen.

Drug safety in pregnancy is an important topic which can be 
explored using a variety of resources. Ask the student, “Would this 
drug be safe to use in a pregnant patient? How will you answer 
the patient’s questions about risk and benefit?” Up-to-date and 
ClinPharm are subscription services available through many medi-
cal centers which provide information on pregnancy and lactation 
risk. In addition, www.safefetus.com provides a list of medications 
categorized by FDA Pregnancy Risk Category.

Toxicity and antidote information is available through Micro-
Medex, a subscription service. In addition, http://toxnet.nlm.nih.
gov lists industrial and household chemicals with toxicity and 
treatment information. The limits of research on toxicology top-
ics can also be a useful topic to explore with the student. This is a 
good opportunity to have the student search for randomized con-
trolled trials of toxicity and treatment – if only to discover the pau-
city of evidence.

Suggested Websites
Drugs.com www.drugs.com
Qt prolongation www.qtdrugs.org
Drugs in pregnancy www.safefetus.com
ToxNet drugs and household products toxnet.nlm.nih.gov

Section 6: Introducing a systematic approach to describing skin 
lesions
Question: “Describe the skin lesion using color, morphology, pat-
tern, organization, and location”
Skin lesions are a frequent complaint in the ED, and education on 
this topic is sparse in most training programs. Computer resources 
can help you to teach the student to characterize a skin lesion sys-
tematically to facilitate diagnosis. DermAtlas from Johns Hopkins 
is a free collaborative archive of dermatologic cases with tools to 
aid in differential diagnosis. Ask the student to characterize the 
lesion by color, morphology, pattern, organization, and body loca-
tion. With the aid of the online resource, have the student prepare 
a differential diagnosis for the lesion. As an alternative exercise, 
describe to the student a dangerous skin lesion, such as palpable 
purpura, using the systematic approach described above. Refer the 
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learner to the online resource to find matching examples of this 
type of lesion, and again ask for the differential diagnosis.

Suggested Website
DermAtlas dermatlas.med.jhmi.edu/derm

Section 7: Enhancing the neurological exam, as well as an under-
standing of the NIH stroke scale and indications/contraindications 
for tissue plasminogen activator (TPA) for stroke
Questions: “What is the patient’s NIH stroke scale? Does the 
patient have contraindications to TPA administration?”
Acute stroke represents a time-sensitive severe condition where 
teaching in the ED may appear impractical. However, this is an 
ideal scenario for hypothetical discussion. Ask the student, “Does 
the patient meet criteria for TPA administration? What is the 
patient’s NIH stroke scale, and how does this influence your deci-
sion? Are contraindications present? What risks would you discuss 
with the patient and family?” The Foundation for Education and 
Research in Neurologic Emergencies (www.ferne.org) posts the 
NIH stroke scale, indications and contraindications for TPA, and 
a discussion of risks on its Website, under the heading “Clinical 
Practice → NIH stroke scale.” Have the student print out the scale 
and perform it on a patient with a neurological complaint, as prac-
tice for a true ischemic stroke. Ask the student to time him or 
herself to see how this would impact the 3 hours window. Have 
the student time the patient’s transportation to and from CT scan. 
Role-play the risk discussion with the student.

Suggested Websites
Foundation for Education and  www.FERNE.org
 Research in Neurological 
 Emergencies – links to GCS, NIH 
 stroke scale
NIH Stroke Scale Training Online http://www.strokeassociation.
  org/presenter.jhtml?identifier
  �3023009

Section 8: Enhancing the student’s utilization of scoring systems, 
calculators and decision rules to provide the basis and documenta-
tion for care
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Question: “How do we make a structured risk assessment for con-
dition X?”
Clinical decision rules and scoring systems are growing in impor-
tance in EM and are an important topic for education. The 
strengths and weaknesses of these scores can be highlighted to the 
student using online resources. In addition, the student can learn 
to incorporate these scores into the medical record as documen-
tation of medical decision making (for billing, medical-legal, and 
medical communication purposes). MDCALC provides an array of 
online scores and calculators commonly used in EM practice. These 
include the PORT score, Well’s criteria, and Glasgow Coma Score. 
As an example of the use of these calculators, ask the student his 
planned disposition of a patient with pneumonia, and then dem-
onstrate the PORT score for that patient. Explain to the student the 
limits of the PORT score, and role-play a discussion with a consult-
ant using the PORT score to bolster a decision for admission. Ask 
the student to write a note for the medical record explaining the 
patient’s PORT score and the disposition decision.

Online calculators can also be used to ease the sometimes difficult 
task of determining a patient’s medication dose. MDCALC includes 
a glomerular filtration rate calculator which is useful when dosing 
patients with renal impairment. In addition, the Google search bar 
acts as a calculator which performs automatic unit conversion – 
and conveniently displays the unit conversion to allow the user to 
double-check the result. As an example, type “30 lbs*50 mg/kg�” 
and Google replies: “(30 pounds)*50(mg/kg) � 680.388555 mil-
ligrams.” Type “38.1C to F” and Google produces: “38.1 degrees 
Celsius � 100.58 degrees Fahrenheit.”

Suggested Websites
Google calculator www.google.com
MDcalc www.mdcalc.com

Section 9: Improving the student’s understanding of normal changes 
in pregnancy, pregnancy complications, radiation risks in pregnancy, 
and contraindications of medications in pregnancy
Questions: “What are some expected lab and vital sign changes in 
pregnancy? What classes of drugs are safe in pregnancy? What is 
the risk of imaging in pregnancy?”
The pregnant patient in the ED presents a common scenario for 
education on drug and radiation risks, complications of pregnancy, 
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and normal physiological changes. We have discussed above some 
online resources for drug and radiation information to share with the 
student. Another common theme is the correlation between human 
chorionic gonadotropin (HCG) measurements and normal fetal 
development. Explore with the student the range of expected HCG 
values in a patient, based on last menstrual period date. Ask the stu-
dent to predict the HCG value in 48 hours, assuming the pregnancy 
is normal. Ask the student to consider the expected ultrasound find-
ings at a given HCG level, assuming a normal pregnancy – and to 
explain the concept of the discriminatory zone. Change the scenario 
to a possible ectopic pregnancy and ask the student to reflect on the 
possible HCG values. Emedicine provides clear explanations of these 
topics, as well as many other EM subjects. Perinatology (www.peri-
natology.com) provides links to a variety of specialty topics and cal-
culators relevant to the pregnant women and fetus.

Suggested Websites
CDC http://www.bt.cdc.gov/radiation/prenatal.asp
Perinatology http://www.perinatology.com/exposures/
  Physical/Xray.htm
Emedicine www.emedicine.com

Section 10: Reinforcing the importance of clear communication 
and use of fluent translators for non-English speaking patients
Question: “Does your patient speak fluent English? Do you speak 
your patient’s primary language fluently? Could your patient have 
misunderstood your questions or instructions?”
Non-English speakers are an important segment of the ED patient 
population, and miscommunication can impair diagnosis, as well 
as compliance with treatment plan and follow-up. Interpreters are 
underutilized [12] in the ED, and students with moderate language 
ability may be tempted to rely on their own interpretation or that 
of a family member, rather than engaging a professional inter-
preter. An exercise to emphasize the need for interpreter services 
is to have the student write discharge instructions using a web-
based translation program, such as translate.google.com or Yahoo’s 
Babelfish. Have the student translate the instructions from English 
to the target language and then back to English. If the resulting 
English instructions differ substantially from the original instruc-
tions, it is likely that the translation was confusing or imprecise. 
Ask your live interpreter to review the instructions with the 



84  Section 2: Teaching in the ED

 student for mistranslations. This may reinforce for the student the 
possibility that they may have misconstrued the patient’s meaning 
of a word during the interview, or that their discharge instructions 
could be erroneous. Although computer translation programs are 
improving, errors in translation remain a potential threat.

Suggested Websites
Google translator translate.google.com
AltaVista Babelfish babelfish.altavista.com

*Shortest web address for Internet Explorer and Firefox provided. User may be 
redirected to a different address.

Top 10 recommended Websites to use 
during a shift

Topics Web address*

Guidelines in emergency medicine guidelines.gov

Evidence-based medicine  cche.net

 literature searches  

Medical images unmc.edu/library/reference/medimage.html

ECG interpretation library.med.utah.edu/kw/ecg

Drugs and toxicology drugs.com

Dermatology dermatlas.med.jhmi.edu

Neurology ferne.org

Clinical Decision Rules  mdcalc.com

 and Scores

Pregnancy perinatology.com

Translation translate.google.com
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Summary

Online computer resources provide outstanding tools to facilitate 
education in the ED. They allow sharing of medical knowledge, 
exploration of concepts in clinical thinking such as pre-test prob-
ability, and interpretation of clinical data such as ECGs and imag-
ing studies. The role of the educator remains paramount, and 
framing the relevant question and debriefing the student are vital 
to ensure that the student learns and retains the information and 
skills essential to emergency medical care.
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Communication and professionalism

Professionalism and communication in emergency 
medicine
At its core, professionalism is the ability to suspend self-interest for 
the benefit of patients and family and also for the effective man-
agement of the entire emergency department [1]. Physicians learn 
to suppress reactive instincts and emotions that are part of natu-
ral human response, especially during stressful events. Inherent 
in professionalism is commitment to honesty, proper use of the 
physician’s authority, and an acceptance of accountability [1, 2]. 
Professionalism is a dynamic concept, one that requires self-
reflection, especially during the formative stages, but additionally 
throughout one’s career. Though the governing bodies of emer-
gency medicine all agree that communication and professionalism 
are keys to medical training and practice success, little is offered 
about how to best teach and evaluate these skills [3]. This chap-
ter will attempt to offer practical advice to emergency medicine 
educators.

Practical Teaching in Emergency Medicine, 1st edition. Edited by R Rogers, A Mattu, 
M Winters & J Martinez. ©2009 Blackwell Publishing, ISBN: 9781405176224
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Recommendation 1: provide motivation 
for professional behavior and improved 
communication

To effectively teach professionalism and communication skills, it is 
imperative to first outline the benefits for students.
1 Effective communication and professional behavior will enhance 

interaction, promote an accurate history and physical examina-
tion, minimize conflicts, and avoid distractions and misunder-
standings. Effective skills will be beneficial every day of one’s 
career.

2 No other medical concept will have as profound of an effect on 
the work environment, with the potential to enhance effective-
ness, efficiency, coordination and teamwork. Conversely, ignor-
ing these concepts can have extreme negative consequences on 
the above.

3 Proficiency in communication can serve as a powerful tool to
a foster greater cooperation among consultants
b improve the efficiency of the medical team [4]
c increase the amount of information gathered from patient 

encounters
d improve patients’ understanding of their visit
e increase patient compliance with the treatment plan
f increase patient satisfaction with the physician
g decrease lawsuits [5–8].

These skills will be essential for an effective and enjoyable career 
[9]. Being appreciated by patients and staff, feeling respected, and 
feeling rewarded by medical practice requires effective human 
interactions, marked by professionalism and communication skill.

Recommendation 2: promote openness to 
continual growth

Once there is willingness to ensure professionalism and commu-
nication, self-reflection is required. Most doctors believe that they 
act professionally and communicate sufficiently well. Few are moti-
vated to improve themselves. Barriers to enhancing professional 
behavior and effective interpersonal communication reside in 
deeply held attitudes, outlooks, personality traits, and developed 
habits. Personality traits are developed before medical school and 
residency but are also influenced during training. A great gift that 
academic faculty can provide is the encouragement to be open to 
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continual development of communication and professional skills. 
Modeling such openness is ideal. The truly great physicians are on 
a lifelong quest for personal and professional growth.

Recommendation 3: set expectations and 
establish standards surrounding the mission 
of emergency medicine

The trainee must understand that the specialty of emergency med-
icine is about caring for anyone at any time with varied conditions 
under variable circumstance. Patients come from the pinnacle of 
society and, more commonly, from the fringes. Acceptance of the 
mission to care optimally for all is essential. During the shift, neg-
ative judgment must be avoided. Development of the mindset of 
“unconditional positive regard” is helpful. It is not expected that 
the EP will accept all patient actions and behaviors, but the patient 
must always be considered worthy and must be viewed compas-
sionately. The positive regard is contingent on nothing but humanity. 
Even as patients are counseled about harmful behaviors, if bound-
aries have to be set during ED care, or even when physical restraint 
is required, the actions should never be instituted as a punitive 
measure. All actions are in the interest of safety and sound care. 
The profession of emergency medicine is tasked to provide techni-
cally excellent care to all, under varied circumstance, with compas-
sion. The trainee must embrace this mission in order for notions of 
professionalism to be understandable.

Recommendation 4: observe, listen, evaluate 
and offer feedback

With standards and expectations set, teaching professionalism and 
communication can occur. During “apprenticeship” work in the 
ED, when learning is observational and participatory, role models 
are the dominant influence. When the role model offers insight 
and feedback, the trainee can improve. Experience alone, in the 
absence of feedback, can lead to overconfidence and perpetuate 
incorrect actions. Expertise is developed when effective feedback 
is provided. Teachers must be willing and able to model excellent 
behavior, observe behaviors of the trainees, and provide feedback.

In the real world, student learners will be exposed to both posi-
tive and negative role models [2]. In fact, 98% of medical students 
in six medical schools report witnessing unprofessional behavior 
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by their faculty teachers [10]. Negative role models can be educa-
tional as well, provided the behaviors are recognized and discussed. 
Because of the frequency of observed negative behaviors, it is sug-
gested that a discussion forum be provided for in-depth exploration 
of witnessed behaviors. The students can benefit from the wis-
dom of the teacher who facilitates this discussion. The department 
potentially benefits from the feedback provided by the students.

Deliberate positive discussions are also needed for the learner 
to reach a high level of performance. Given the extreme demands 
placed on emergency physicians during a typical clinical shift, it 
should not be assumed that student learners are noticing the posi-
tive keys to communication and professionalism [11]. If possible, 
emergency physicians should be aware that explicitly discussing 
challenging events and interactions can greatly aid those in train-
ing [2]. Having shifts where educators are present strictly to tend to 
the needs of the students, without patient-care duties, might help 
in deciphering positive and negative role model actions, and can 
also serve to evaluate student progress as well [12]. Other innova-
tive methods of teaching include standardized patient encounters, 
high-fidelity simulations, and panel discussions, in addition to tra-
ditional didactic lectures [9, 13]. In reality, a combination of many 
of these modalities is required to teach the complexities of profes-
sionalism and communication most effectively.

Formal evaluation of communication skill is beneficial to ensure 
that observation and feedback occurs. Directly observed patient 
encounters are important to ensure that students are able to com-
municate effectively and compassionately. However, the best source 
of feedback can come from the patients themselves. A very carefully 
designed and validated tool for patient assessment of physician 
communication is provided to aid in physician development (see 
Table 8.1) [14].

Recommendation 5: explicitly outline key 
components of a patient encounter, including 
the initial introduction, patient-centered 
interview, and concluding the visit

A common mnemonic for key components of a patient encounter 
is the SEGUE Framework checklist [5]. This stands for Set the stage, 
Elicit information, Give information, Understand the patient perspec-
tive, and End the interview. The mnemonic provides basic concepts. 
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Table 8.1 Communication assessment tool survey used by patients to 
provide feedback to their physicians.

Communication with patients is a very important part of quality medical care. We 

would like to know how you feel about the way your doctor communicated with 

you. Your answers are completely confi dential, so please be as open and honest 

as you can. Thank you very much.

 1 2 3 4 5

poor fair good very good excellent

Please use this scale to rate the way the doctor communicated with you.

Circle your answer for each item below.

 The doctor poor excellent

1.  Greeted me in a way that made me feel 

comfortable

1 2 3 4 5

2. Treated me with respectv 1 2 3 4 5

3.  Showed interest in my ideas about my 

health

1 2 3 4 5

4. Understood my main health concerns 1 2 3 4 5

5.  Paid attention to me (looked at me, 

listened carefully)

1 2 3 4 5

6. Let me talk without interruptions 1 2 3 4 5

7.  Gave me as much information as I wanted 1 2 3 4 5

8. Talked in terms I could understand 1 2 3 4 5

9.  Checked to be sure I understood 

everything

1 2 3 4 5

10. Encouraged me to ask questions 1 2 3 4 5

11.  Involved me in decisions as much as I 

wanted

1 2 3 4 5

12.  Discussed next steps, including any 

follow-up plans

1 2 3 4 5

13. Showed care and concern 1 2 3 4 5

14.  Spent the right amount of time with me 1 2 3 4 5

 The doctor’s staff poor excellent

15.  Spent the right amount of time with me 1 2 3 4 5

Copyright 2007 – Gregory Makoul, PhD – All rights reserved. To be used for educational 

purposes only. Commercial use is strictly forbidden without the expressed written consent of 

Dr. Makoul.
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The teacher can elaborate and share personal best practices for ensur-
ing a successful encounter. Elaboration and reordering of steps are 
encouraged to improve upon this base.

For example, unlike the SEGUE checklist that suggests gaining 
an understanding of the patient perspective after all medical data 
is gathered, it is imperative that the physician attempt to gain this 
understanding before entering the room for the first time. This may 
be gleaned from the chief complaint and history provided by the 
triage process. The first few sentences spoken to a patient can deter-
mine the entire success or failure of the interaction. By attempting 
to gain the patient’s perspective prior to the first meeting, physicians 
have the opportunity to create trust and favor while avoiding awk-
ward miscues from an inappropriate affect upon entering the room. 
Successfully anticipating the emotions of patients and families is 
much more powerful than an initial generic approach. Naturally, that 
understanding will then refine and grow as the encounter progresses.

The initial encounter, including introductions and 
physical contact
Powerful impressions are made during the first moments of the 
encounter with the patient. The patient makes an instinctive deter-
mination about whether the physician is trustworthy based on ver-
bal and nonverbal cues. A key to success in establishing rapport 
with patients is to ensure an appropriate introduction. An offer to 
shake hands with everyone in the room should usually take place 
as part of the initial encounter. The patient should almost always 
be the first contact, even if incapacitated, to make clear that he or 
she is the primary focus of the physician. At some point during the 
interview a hand on the shoulder, the arm, or a pat on the lower 
leg can be comforting to many patients and further convey com-
passion and empathy from the physician. Though some people will 
mandate less intrusion of their personal space, appropriate, brief 
physical contact can create a tremendous humanistic connection 
between patient and provider. Mastering the initial encounter is a 
key task for the learner. This requires confidence and exposure to 
a variety of experiences with veteran physicians who facilitate the 
process through explicit instruction and role modeling.

The “patient-centered interview”
Once introductions are established, information must be gathered. 
Creating an atmosphere that enables the patient to freely relate to 



Chapter 8: Teaching the intangibles  93

the physician is critical. Even subtle differences in affect and attitude 
of the physician can have significant effect on how forthcoming 
patients are with their complaints. The following points will maxi-
mize the interaction and encourage the most information from 
patients [15].
1 Maintain proper, respectful eye contact with patients and family.
2 When appropriate, offer initial statements that show you under-

stand their medical challenges.
3 Demonstrate kindness and concern. A warm smile or empathic 

facial gestures in response to information reinforces the patient’s 
perception of the physician’s interest. Verbal expression that you 
intend to provide thorough, expert care is appropriate, even 
when warm feelings of concern are absent.

4 Ask open-ended questions such as general queries that begin with 
“how” and “why.” Questions encouraging yes or no answers or 
short replies limit the opportunity to gather important historical 
information.

5 Add facilitative rather than interruptive comments. Before inter-
rupting or changing the topic, make sure that the patient’s message 
is fully understood, since patients may have difficulty articulating 
the information or concerns.

6 Give patients the illusion that you have hours to spend with 
them while limiting the encounter to minutes. This takes skill 
and experience, but can be accomplished by
a sitting during the interview rather than standing
b using brief, tasteful interjections of humor when appropriate 

to the situation
c tolerating short intervals of silence
d accepting moments of non-medical conversation, demonstrat-

ing genuine interest in them as a person
e listening deeply, to understand how the patient is coping
f offering expressions of caring
g providing appropriate reassurance.

Not only does the “patient-centered interview” tend to be more 
greatly appreciated by the patient, but also allows for a broader app-
roach to differential diagnosis, protecting against prematurely focus-
ing on an erroneous conclusion [3]. Included in this approach should 
be an inquiry as to what the patient is most concerned about. Too 
often patients will go through an entire encounter to discharge 
without specifically vocalizing their concern, such as whether they 
may have cancer, a sexually transmitted disease, or other issue. If 
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not addressed, they may continue to believe their symptoms still 
represent a particular illness, and the main goal of seeking evalua-
tion was not met.

Closing the initial interview
After the initial interview is complete, there are important issues 
to cover with the patient: (1) a discussion of possible diagnoses; 
(2) an explanation of the tests necessary to narrow the focus; 
(3) how long, approximately, the patient can expect to be in the 
ED; and (4) any treatment necessary in the interim. It is imperative 
that this discussion be carried out in layperson terms. It is accept-
able and even encouraged to use medical terminology, provided an 
explanation follows in simplified language.

Concluding the visit
Once all the data has been gathered, concluding the visit involves 
four main steps:
1 Explaining test results.

This requires great skill in translating medical data to lay-
person terminology. Essential to any discussion should be 
the degree to which a test is abnormal as well as the limi-
tation of the test. For instance, an “abnormal ECG” may 
mean non-specific findings that are unchanged from their 
previous ECG, to ST elevations of an acute MI. Placing the 
ECG findings into context for the patient, including what 
needs to be immediately addressed, addressed sometime 
in the future, or requires no further action, is important. 
In addition, informing the patient of the test’s limitations, 
such as the fact that significant heart disease may still exist 
despite minimal changes on an ECG, is critical.

2 Providing a diagnosis when possible or exclusion of pathology 
when appropriate.

Many of the diagnoses given to patients are of little conse-
quence to their lives and may not require much effort from 
the physician’s standpoint. Conversely, delivering catastro-
phic results to patients or families such as newly diagnosed 
cancer or the death of a loved one obviously takes great 
care and skill. In-depth discussion of effectively delivering 
life-altering information is beyond the scope of this chap-
ter. However, simply recognizing the impact a diagnosis 
may have on a patient is a key initial step. Each encounter 
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requires the provider to adapt the approach to the individ-
ual circumstance. A miscarriage may be a relatively minor 
occurrence to a young patient with an undesired preg-
nancy, or could be devastating to a childless couple who 
have been trying to conceive for years. The diagnosis of 
a sexually transmitted disease may not only be a lifelong 
affliction, but could also result in the end of a marriage if 
it reveals infidelity. No matter how many times the physi-
cian has seen an illness, it is imperative to remember that 
this may be the first time the patient has been told of it, 
and what has become blasé for the provider may be life 
altering for the patient. Though all diagnoses should be 
delivered with compassion and empathy, the amount of 
time spent with the patient will need to be adapted based 
on the patient’s circumstances and response. Correctly, 
anticipating and adjusting the delivery of information 
based on the patient’s perspective is imperative when com-
municating results.

In addition, given the limited resources and time of an 
emergency physician, exclusion of serious pathology is 
often all that can be accomplished. Patients may leave the 
department disappointed that a firm diagnosis has not been 
established. Setting expectations in the initial interview 
may help to mitigate against this at the end of the encoun-
ter, but frank discussion about the role of the emergency 
department in medical evaluation is sometimes necessary. 
When appropriate, plans for continued evaluation should 
be made.

3 Relaying the plan for treatment, future testing, and further 
evaluation.

Whether or not the diagnosis is certain, laying out a con-
crete plan for a patient is essential. An effective plan 
not only takes into account medical necessity, but also 
special physical and emotional needs of the patient. It 
should encompass alleviation of symptoms, appropri-
ate follow-up, and reasons to seek emergency care again. 
Communicating this in layperson terms is essential, and 
ideally should be followed by a confirmation that patients 
have understood the directions. Written instructions should 
accompany the verbal explanation when summarizing the 
key points.
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As an adjunct to all but the most simple of plans, an 
explanation as to why the chosen approach is in the best 
interest of the patient should be given. Most physicians 
assume that any instruction they give to patients will be 
interpreted as in their best interest, and explicitly detailing 
the benefits is a waste of time. However, often the final 
plan is different from a preconceived idea the patient may 
have had prior to seeking treatment. Typical situations 
involve patients who believe they are in need of an anti-
biotic, a radiologic test, or even admission to the hospital 
when the medical indication does not exist. When they 
do not get what they believe is necessary, patients may 
assume the care provider is incompetent, has a personal 
dislike towards them, or may even have secondary gain 
from denying them. Careful, compassionate explanations 
as to the benefits of the chosen plan as well as the haz-
ards of the alternatives will help to allay these misconcep-
tions. For instance, patients should not only be told the 
clinical reasoning behind why an antibiotic is not indi-
cated, but the hazards of side effects and allergic reactions 
that make it against their best interest to get the prescrip-
tion. Radiological tests that are not indicated should be 
described in relation to the radiation dosages to which 
patients are exposed, and the remote but real association 
with future malignancy. In addition, for those desiring 
unnecessary admission to the hospital, a discussion of the 
interrupted sleep patterns, often less than desirable food, 
and exposure to in-hospital pathogens should be pre-
sented as reasons why the benefits do not outweigh the 
risks of admission in this case. In other words, every plan 
should be framed as the optimal choice in a set of options 
that provides the maximum benefit with the minimum 
risk to the patient.

4 Explaining uncertainty that may remain.
Discussing diagnostic uncertainty with patients can be as 
important as explaining a diagnosis itself. A job of the care-
giver is often educating patients on the inexact nature of 
medical science. Certainly, some diagnoses are unequivocal 
such as a displaced long-bone fracture. However many others 
have a particular degree of uncertainty. In these cases it is 
imperative to relay to the patient the ambiguity of the results, 
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as well as the next steps to ensure optimal care and further 
clarification. Great skill is required to help the patient to 
differentiate between a rational, scientific approach to an 
uncertain diagnosis from mere guessing. The key is to con-
vey limitations inherent in any test results without implying 
limitations in the provider’s ability. The axiom “cautiousness 
in diagnosis, confidence in plan” should be kept in mind 
when talking with patients and family.

5 Eliciting questions.
Finally, patients should be given ample opportunity to ask 
questions. Crucial to the success of this step is appearing 
unhurried and open to inquiry. At this point, patients are 
often exhausted, overwhelmed, and continue to be intimi-
dated by their care providers. Leaving with unanswered 
questions decreases patient compliance and therefore 
leads to worse outcomes. Anything that can be done to 
promote questions is encouraged. Such steps include stay-
ing seated when eliciting questions, directing the inquiry 
to family as well, and repeating a call for questions after 
each one is answered.

Recommendation 6: recognize the importance 
of communicating well with nurses

Time spent in communication with nursing is usually second only 
to communication with patients and family. The student must be 
taught that effective two-way dialogue is essential for the most effi-
cient and safe patient care [4]. Motivation arises not only from the 
critical role nursing plays in the delivery of medical services, but 
also from the fact that they typically spend a much greater amount 
of time with the patient than does the physician. As a result, they 
may provide details of a patient’s history that were not given to 
the physician or relay important background information that aids 
greatly in relating to patients or family before entering the room. 
Nurses act as a final safeguard for physician orders and can aid in 
detecting inappropriate doses of medications or allergies that may 
have been overlooked. Nurses are also in a prime position to detect 
subtle changes in patient status and alert physicians to intervene 
before problems become too critical.

Points to emphasize to students and young physicians are these: 
Treating nurses with respect and understanding can increase nursing 
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performance and make the physician’s job easier. If physicians dis-
courage nursing input, they will not get it, thereby limiting a valu-
able resource that can increase their liability in the end. Nurses do 
not have the same level of training and experience as physicians and 
should not be expected to provide the same comprehensive levels of 
data or insight, but this should not lessen the value of what is relayed. 
In short, collegial, professional relations with nursing will encourage 
their input, thereby helping physicians work more efficiently, protect 
them from liability, and improve their overall quality of care.

Recommendation 7: frame the approach to 
communicating clearly, respectfully, and 
confidently with consultants

Communicating with consultants provides unique challenges as well. 
Teaching successful navigation through a typical encounter requires 
the student to understand the underlying situational dynamics. 
Though this is considered a peer-to-peer interaction, essentially 
emergency physicians have the upper hand, as they are the ones 
delegating work or responsibility to their consultants. Though 
consultants usually are aware that they are on-call, consults from 
the emergency department are unplanned events that always 
interrupt another activity whether this is sleep, a social event, 
or a professional obligation. Emergency physicians who understand 
the frame of reference of their consultants will be much more suc-
cessful enlisting their expertise.

There are several critical issues to the interaction to be taught to 
the student:
1  Often by simply acknowledging the disruption to their day, con-

sultants become more receptive as colleagues.
2  Emergency physicians can further engage consultants by appeal-

ing to their sense of pride and duty. Expressing that their exper-
tise is required to help and care for a patient and giving a brief 
explanation as to the limits reached in the care thus far can add 
to the motivation.

3  While providing an understanding and appreciation of the con-
sultants’ abilities, emergency physicians must maintain their sta-
tus as the care provider in charge. To maintain respect from the 
consultant’s position, emergency physicians must be well pre-
pared with a clear understanding of the clinical scenario as well 
as any data that supports a call for a specialist.
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4  Care should be taken to avoid the misconception that one physi-
cian is being called upon to help another physician. Rather the 
conversation should always be framed as two physicians that are 
joining efforts to help the patient.

5 Thank the consultant for their time and expertise.

Recommendation 8: be the role model of 
professionalism in words and deeds

For the patient, every person is important. The student, trainee, 
attending physician, nurses, technicians, and others influence their 
anxiety and confidence with the care. Healthcare is mysterious and 
frightening to the patient and family. The off-handed jokes that are 
overheard, a too-casual style of dress, a disinterested and dismiss-
ive manner can, alone or in combination, impair trust. It is easy 
to forget how sound travels in a busy emergency department, and 
a single derogatory comment overheard by the patient outside of 
their room can undo all of the good rapport that the provider has 
built up with that patient. While individual care giver’s personal 
styles, manners and preferences may be respected, there are limits. 
As a rule, if the manners, dress and behaviors do not enhance the 
trust of the patient, they are probably not acceptable.

Recommendation 9: discuss the importance of 
acknowledging the good work of others

Those who work in the emergency department labor under chal-
lenging conditions and work hard, with great skill, to meet patient’s 
needs. The stresses are palpable; the difficulties are at the forefront 
of our attention. It is typical to take for granted the excellent behav-
iors that are present. Observing and mentioning the good behav-
iors will positively reinforce them. Students should be encouraged 
to regularly observe and verbally recognize good behavior of fellow 
physicians, nurses, and support staff members. If every attending 
physician made this effort, the mood, morale, and ultimately the 
productivity of the department would elevate.

Remediation of students having difficulty with 
professionalism and communication

Just as the subject of professionalism and communication is extremely 
complex so are the various ways that a student can fail to progress in 
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proficiency with these important skills. The approach to remediation 
depends largely on the reason behind the failure to progress. There are 
three main groups of people who have difficulty learning the subject:
1 The willing student who has difficulty comprehending or grasp-

ing the concepts
2 The willing student who is emulating the wrong role models
3 The unwilling student who, for whatever reasons, rejects the 

concepts
Remediation of the first group may benefit most from supervised 
simulated patient encounters. Watching how the student responds 
to various scenarios, followed by a brief discussion of how an expe-
rienced emergency physician would respond, will help the learner 
begin to develop an approach to a variety of situations.

The second group of students may best be served by direct obser-
vation by a dedicated educator during a given period in the ED, free 
from clinical duties. Active discussion about positive and negative 
role models can help to guide the student in the right direction.

The third group often represents the most challenging students to 
remediate. However, showing the students the consequences of poor 
communication and lack of professionalism often serves as the best 
motivator for change. This can best be accomplished by time with 
the quality assurance branch of the department, addressing patient 
complaints and negative patient outcomes. Accumulating a case file 
of legal settlements against ED physicians nationwide can serve as 
excellent studies in the subject. The student should be expected to 
identify communication strategies with the patients, families, ancil-
lary staff, and outside physicians that could mitigate against adverse 
situations. In addition, it is imperative to point out how profession-
alism, or lack thereof, can help or exacerbate the situation.

Finally, perhaps no other area of medical competency is as sensi-
tive an indicator for the existence of troubling personal issues. For 
those students demonstrating severe deficiencies in professionalism 
and communication, educators must be vigilant for signs of depres-
sion, substance abuse, and other strains of student life. Often, rapid 
and aggressive intervention might be necessary to correct deficien-
cies of these core competencies when problems stem from under-
lying psychiatric disorders or addiction.

Conclusion

The environment in which emergency physicians must function 
is full of challenges and potential barriers to effective patient care. 
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A comprehensive understanding of communication skills and 
professionalism is critical to a successful and rewarding career. 
Teachers must first create the motivation to learn, and then pro-
vide a global approach to conveying these complex concepts. If 
successful, this knowledge will lead to respect and admiration by 
patients and peers alike, enriching interactions on professional and 
personal levels throughout life.

Summary points

1.  Provide motivation for professional behavior and improved 
communication.

2.  Promote openness to continual growth.
3.  Set expectations and establish standards surrounding the mission 

of emergency medicine.
4.  Observe, listen, evaluate, and offer feedback.
5.  Explicitly outline key components of a patient encounter, 

including the initial introduction, patient-centered interview, and 
concluding the visit.

6.  Recognize the importance of communicating well with nurses.
7.  Frame the approach to communicating clearly, respectfully, and 

confi dently with consultants.
8.  Be the role model of professionalism in words and deeds.
9.  Discuss the importance of acknowledging the good work of 

others.

Helpful tips

1.  A learner should always be observed directly in patient encounters 
at least once a shift.

2.  A learner should always observe the teaching physician during a 
patient encounter at least once a shift.

3.  Be aware of teaching moments during interactions with nurses, 
ancillary staff, and consultants.

4.  Be aware of negative role models and how they are affecting the 
learner.

5.  If the teaching physician encounters a particularly diffi cult patient 
or situation, understand these are the most valuable teaching 
opportunities to talk through during or soon after the encounter.
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Why teach medical students?

It is July 1st in the emergency department (ED) and we are all 
wondering about the start of the new physicians-in-training 
because we have no idea of their knowledge base or their abilities. 
They do not seem to understand what to do outside of their own 
specialty. Do not blame them: ask yourself why you did not do a 
better job of teaching them as students.

All physicians-in-training were once medical students. Students 
make their decision upon which specialty to enter based on their 
interactions with faculty, what they observe while on rotation, and 
their perception of that specialty. We can affect all three of these 
facets and attract the best students to our own specialty by setting 
a professional and competent clinical example that they would want 
to emulate. We can also teach the student what our specialty does 
in the total realm of care for the patient. In the same light, all the 
physicians that enter specialties other than our own also come 
from medical students. Therefore, we have a tremendous opportu-
nity to impart the abilities and limitations of our specialty to stu-
dents entering other specialties so that they can better understand 
how our two specialties can work together for the benefit of the 
patient.

The medical student’s opinion about yourself and how you han-
dle patients will help with your rapport with them when they become 
physicians. If treated with respect, given responsibility and taught 
while on service, their opinion of our specialty may just be more 
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favorable down the line. One of the most compelling reasons to 
teach medical students may be that you or your family will one 
day need the services of one of these medical students turned 
specialists – should not you help them with both the desire and the 
ability to be the best doctor they can be?

From the ED standpoint, this is a clear opportunity to explain 
to them that no matter what specialty they enter, they will deal 
with an emergency physician for one of their patients, friends, or 
family members. Therefore, they need to know how we work and 
what we do. Patients are seen based on their acuity. All patients 
who present to the ED will be seen, no matter the hour, insurance 
status, or degree of illness, but some might have to wait. This also 
means that we have a limited time to spend with each patient. We 
are sometimes forced to make decisions about care without the 
luxury of knowing all the history or all of the test results. It is also 
important that they know that their patient will be well cared for 
when sent to the ED.

What is so unique about emergency 
medicine (EM)?

As most students do their rotations in EM during their fourth year, 
I will point out the uniqueness of the rotation based on this per-
spective. These students have completed their core inpatient rota-
tions where most patients already have a diagnosis and treatment 
plan established. Because of this, many students are not familiar 
with the approach to a patient with an undifferentiated complaint 
or how to develop a list of differential diagnoses.

On the wards, students are expected to gather an all-encompassing 
history and perform a detailed physical examination and then 
describe the treatment of all of the identified problems. In the 
ED, students are expected to evaluate an undifferentiated patient 
and perform a focused complaint oriented history and physical 
examination to identify a case specific differential diagnosis and case 
management plan. All of this occurs within perhaps 15 minutes. 
We expect them to independently present an evaluation and treat-
ment plan, often with minimal time to consult a textbook or obtain 
direction from a physician-in-training.

On the wards, most patients have already been stabilized and if 
not, the students are never really independently in charge of the 
patient’s care. But in the ED, we often allow students to  provide 
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supervised care to potentially sick patients, not just from the 
standpoint of the vital signs, but in terms of time sensitive items 
such as myocardial infarctions and strokes.

On other services, the student can expect to see types of patient 
or complaints specific to that service. For example, on an orthoped-
ics rotation, the student will see fractures and musculoskeletal inju-
ries and while on cardiology, they will see diseases isolated to the 
heart. They can concentrate on a relatively smaller realm of infor-
mation (from the medical student’s point of view) than in the ED. 
In the ED, the student may see a patient with chest pain, then a 
patient with a fracture, then a two-day old with fever all in one 
day. We ask the student to synthesize all the information they have 
gained in the core clerkships and apply it to each patient encounter.

We ask students to perform procedures that they had little 
exposure during their entire third year. In fact, we seek them out 
and then send them in with little preparation. We assume that 
they know how to do the procedures; how else would they have 
made it to the fourth year? We assume that the student must have 
learned suturing on Surgery and Obstetrics rotations, but in reality, 
they were given the educational opportunity to learn.

What are the problems unique to EM?

On the wards for four, six, or eight weeks, the student often works 
with the same physicians. They get to learn all of the quirks of 
their supervisors and nuances of what to say or do on rounds to 
stay out of trouble. In the ED, they have limited continuity with a 
single attending and each attending has different expectations of 
both the student and the care of a specific disease.

Upon arriving to the EM rotation, many students have a precon-
ceived notion of what EM can offer them. We can use this oppor-
tunity to give them a better understanding of our specialty and 
what we have to offer patients. The student will see a wide variety 
of patients in the ED. This aspect of not knowing what you might 
see next may be part of the thrill of being an EM physician, but it 
can be unnerving to many students.

EM rotations are often a mandatory fourth year rotation so 
many students are not in the department by choice. Some of 
them will take this time to improve their knowledge base, see 
things they will never get a chance to see again based on their 
specialty choice, or learn how to take care of medical and surgical 
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 emergencies. Others will bide their time by hiding until the rota-
tion is over. Taking the time to know the student’s specialty choice 
and helping them see patients and diseases that they will one day 
care for may develop a rapport with the student.

Qualities of an effective teacher

As this topic is covered in many other sections of this book, I will 
offer only a few relevant pearls. Students respond better if you 
treat them with respect. Acknowledge their presence. Know their 
name and what specialty they have chosen. Engage them in con-
versation about something other than the patient.

Maintain a professional behavior. Derogatory language about a 
patient, nurse, or other service is inappropriate and will diminish 
the student’s regard for you and your specialty. Disrespectful treat-
ment of staff or patients will do the same. One of the hurdles of 
EM is overcoming the often incorrect perceptions that other serv-
ices have of us. Treating other services with disrespect in front of 
students or other staff damages our credibility and makes over-
coming this hurdle even more daunting.

Show clinical competence in your field. Remember that many 
students have already been taught a certain approach to a disease 
and when we alter that approach, confusion as to who to believe 
may arise. Take the time to show the student the literature that sup-
ports your practice, explain why you differed from what they have 
been taught or what the consultant expected, and  acknowledge 
that there is often more than one way to treat a disease.

Teach with enthusiasm because it is infectious. Anger, cynicism, 
rudeness, and disrespectful behavior breed the same in your stu-
dent and that disrespectful behavior might be directed at you one 
day. Your teaching ability has a positive and significant effect on 
the student’s learning [1].

Teaching philosophy

A good teacher should remember several things about the adult 
learner. Developing an intrinsic motivation in the student is much 
better than imposing an extrinsic motivation. Motivating the stu-
dent by showing that an improved knowledge base makes you 
quicker (because you do not have to look it up), allows you to ask 
the right questions (because you know what points are important 
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in the history), and maintains the respect of the patient (because 
you did not have to go ask) is a much longer lasting motivation 
than telling them it will be on the test.

Aim for a higher level of cognition than just the accumulation of 
facts. Knowing to use beta-blockers as first line therapy for aortic 
dissection is not as important as knowing to decrease the shearing 
force and not just the blood pressure. That is why nitroprusside is 
not used first or alone. 

Information should be filtered into a structured format for use 
in future clinical scenarios; this can be done by teaching a gen-
eral rule [2]. The statement that young adults with back pain do 
not usually need radiographs is true. The statement that red flags 
for needing further radiographic evaluation include cancer, fever, 
trauma, previous surgery, neurological deficits, intravenous drug 
abuse, etc. allows the student to apply that knowledge to a wider 
range of patients.

Determine the student’s level of ability and knowledge base 
before you start to teach. Each student has a different level of 
knowledge and experience. Ask probing questions to see where 
their knowledge base ends so that you know where to start teach-
ing. Otherwise you may deliver a great talk on kidney stones to 
someone who just finished urology. It is still a great presentation 
but it is not needed or appreciated by the student. Knowing their 
abilities allows you to give the student a little more (or less) inde-
pendence in their clinical decision-making. Finding gaps in their 
knowledge base also allows you to identify areas for self-directed 
learning, such as having them look up Well’s criteria in the 
 diagnosis of pulmonary embolism.

Educational objectives and curriculum

Any clerkship should structure the educational experience around 
a set curriculum based on obtainable and defined learning objec-
tives [3]. The clerkship should provide both a learning environment 
to increase the student’s knowledge as well as provide an opportu-
nity to gain clinical experience and skills. An Educator’s Guide and 
Curriculum Guide are both available to the reader [4, 5].

Feedback is crucial to effective teaching and is reviewed in 
greater detail in another chapter of this text. If you do not pro-
vide feedback, you are in essence reinforcing the student’s current 
behavior. Specifically identify areas of strengths that you want the 
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student to continue and areas of weaknesses that they can work on. 
This is easiest to do when you allow them to develop a presenta-
tion, differential diagnoses, and evaluation plan instead of doing 
it for them. They quickly learn that if they stall for a mere few 
 seconds, most faculties will step in and tell them what to do.

Promote reflection in the student by encouraging them to self 
evaluate. Students are often harder on themselves than you will 
ever be. If they identify a problem that you agree with, their self-
awareness followed by your acknowledgement and plan for cor-
rection will lead to a stronger desire for change and monitoring of 
the behavior [6]. If it is a knowledge deficit that is identified, the 
student will have the desire to fill the void and not just answer the 
question.

Clinical teaching

When applied to teaching medical students, structure for the admin-
istrative aspects of a rotation will allow the student to adapt quickly 
to the new environment with less anxiety and stress. This allows 
them to learn more and ask more clinically oriented questions. 
Guide the student in their selection of patients to help them to stay 
within the limits of their ability. Allow them sufficient, not excessive, 
time to complete a directed history and physical examination. 
Allow them time to review the records and develop their presenta-
tion. When the clinical situation does not afford the student this 
time, explain to them that you are going to guide the case quickly 
due to the status of the department or the patient.

Understand that the presentation of the case is the prime focus 
of the student–faculty interaction. This is the student’s time to 
shine and their level of anticipation/anxiety will match that. As 
presentations in the ED are more concise and directed, inform the 
student of what you expect from them during the presentation. 
The best solution would be if every faculty could agree on a single 
format and this format be given to the student at orientation to the 
rotation. When the student presents the case to you, allow them to 
finish without interruption. 

If you have no expectations of the student, they will meet 
them easily and often do no more. Therefore, expect the student 
to develop a list of differential diagnoses. This list should include 
the more common diseases as well as those diseases that cannot 
be missed without a significant morbidity or chance of mortality to 
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the patient. Expect them to use the history and physical to remove, 
retain, or order various diagnoses on the differential. Ask them to 
defend this final list, as it will allow you insight into their thought 
process as well as identify their level of knowledge on the subject. 
This allows you to know what to teach and what to encourage 
them to read.

Expect them to generate an evaluation plan for the patient which 
includes why they are recommending a specific test (lab, radio-
graph, and physical exam) and what they will do with the results. 
Stepping over them and telling them what to order may allow you 
to move the patient along faster but it does not allow you to assess 
their knowledge base or correct any misconceptions such as ruling 
out infection because of a normal white blood cell count.

Debrief a student at the end of a clinical interaction so that you 
can address the student’s performance and agree upon the stu-
dent’s knowledge level, clinical competence, and interpretation of 
the history, physical, and clinical data [7]. Further feedback will 
follow after more clinical encounters, but directed discussion at the 
end of a single encounter allows for reinforcement of clinical find-
ings, rules, and thought processes. The clinical experience allows 
the student a framework upon which further reading/learning can 
be built. The student will more quickly remember information that 
is associated with a clinical scenario than one that is based solely 
on unattached reading.

Be prepared to teach when the moment arises. Teaching in the 
clinical arena is a fluid process. Remain committed to teaching, 
even if it is only in 30 second blocks of time at the end of a case. 
Take advantage of “teachable moments” and specifically inform 
learners that you are teaching them something. Faculty, who have 
only one standard way of teaching, will limit the opportunities to 
teach. Instead, learn various different ways to teach at the bedside 
(discussed in Chapter 4) including the microskills model, the one-
minute observation, learner-centered precepting, and modeling 
problem solving [8]. Having a variety of teaching skills and the 
desire to teach allows the faculty the ability to identify many more 
teaching opportunities and the ability to adapt the teaching to 
the clinical environment at that time. Some days allow for longer 
and more in-depth discussions. Some busy shifts and more diffi-
cult patients lend themselves to modeling the thought process and 
patient interaction skills. Remember that you do not have to teach 
after each patient encounter or during each student  interaction 
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as your time, ability and mood may not allow for it. As well, the 
 student’s level of knowledge and ability may not require additional 
teaching, just feedback on a job well done.

Techniques to prevent the student from being 
overwhelmed or overwhelming you

Orientation is important to the student’s ability to adapt to the new 
environment and lays the ground work for the limitations on what 
they will be allowed to do. Setting a limit of carrying no more than 
three active patients at any one time takes the undue pressure of 
too many patients off of the timid student and stops the eager stu-
dent from picking up every patient in the department.

Structure their learning experience so that they know how to 
attend to the administrative details of the department, such as how 
to document charts, how to use various computers and programs, 
and how to order labs and radiographs. Describe the ED approach 
to them so that they realize why we ask them “Sick or Not Sick?” 
and why they should request our help immediately for the sick 
patient. Explain the need for resuscitation before the evaluation is 
completed. The ability to make decisions with limited information 
is the cornerstone of a good EM physician, but well beyond the 
ability or experience of an average medical student. Again, guide 
the student in their selection of patients to help them stay within 
the limits of their ability and your desired level of input.

Reassure students that they will not be alone in the care of the 
patient. Inform the overly confident student that you will be pro-
viding close oversight and that all management decisions should be 
cleared with you before implementation. Provide the timid student 
the safety net that if they let something fall between the cracks, 
you will be there to catch it. Remind them that their priority is 
learning. This may be by reading on a topic or by seeing an inter-
esting finding on another patient. 

By introducing the student to the interesting patients and find-
ings (ECG, radiograph, and physical exam) in the ED, you allow 
the student to view a wide variety of disease without specific 
patient care responsibilities. You get a breather, and they gain 
knowledge. It also increases the chance that they will see patients 
with the less common disorders or presentations.



Chapter 9: Teaching medical students  113

References

1.  Stern DT, Willians BC, Gill A, et al. Is there a relationship between 
attending physicians’ and residents’ teaching skills and students’ exami-
nation scores? Acad Med 2000; 75: 1144–11

2.  McGee SR, Irby DM. Teaching in the outpatient clinic: practical tips. 
J Gen Intern Med 1997; 12(2): S34–S40.

3.  Ende J, Pozen JT, Levinsky NG. Enhancing learning during a clinical 
clerkship: the value of a structured curriculum. J Gen Internal Med 1986; 
1: 232–237.

4.  Coates WC. An educator’s guide to teaching emergency medicine to 
medical students. J Acad EM 2004; 11(3): 300–306.

5.  Manthey DE, Coates WC, Ander DS, et al. Report of the Task Force on 
National Fourth Year Medical Student Emergency Medicine Curriculum 
Guide. Ann Emerg Med 2006 March; 47(3): e1–e7. Epub 2006 February 1.

6.  Branch WT, Paranjape A. Feedback and reflection: teaching methods for 
clinical settings. Acad Med 2002; 77: 1185–1188.

7.  Kelly AM. Getting more out of the clinical experience in the emergency 
department. Emer Med 2002; 14: 127–130.

8.  Alguire PC, DeWitt DE, Pinsky LE, Ferenchick, GS. Case based learn-
ing. In: Teaching in Your Office: A Guide to Instructing Medical Students and 
Residents. Philadelphia: American College of Physicians–American 
Society of Internal Medicine. ISBN 1-930513-07-0, 2001: 43–65.

Summary points

1.  Expect students to develop a differential and treatment plan. 
Assess their level of knowledge to know where to start your 
teaching.

2.  Do not tell students the diagnosis or what to order unless you 
explain your thought process out loud so they can see the steps 
you took to get there.

3. Teach general rules that can be used in future clinical scenarios.
4.  Do not think you have to teach on every patient. Each day is 

different depending on you, the student, and the clinical scenario.
5.  Promote learner autonomy by letting students perform self-

evaluation. Points they identify will be more vigorously corrected 
than ones you identify.

6.  Teach students pearls that are clinically relevant instead of those 
that are germane only to trivia buffs and written tests.
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Introduction

Academic emergency departments (ED) are staffed by Emergency 
Medicine (EM) trainees and by trainees from various other depart-
ments. Many Residency Review Committees (RRC) in the United 
States under the Accreditation Council for Graduate Medical Education 
(ACGME) require that their trainees have clinical exposure to EM 
during their postgraduate training years. The ED provides unique 
clinical experiences and learning opportunities, relevant to vari-
ous postgraduate training programs. Programs with such a mandate 
include internal medicine, pediatrics, and anesthesia. Additional 
programs within other fields also electively schedule an EM rotation 
for their trainees for the unique educational experiences [1].

Off-service trainees typically spend only 2–12 weeks each in the 
ED during their entire training period. It is during this brief time 
that they immerse themselves in learning, understanding, and 
practicing the principles of EM and acute care medicine. These 
principles include immediate assessment, intervention and stabili-
zation, treatment, and diagnostic planning. These are pivotal skills, 
which will be immediately applicable in managing their specialty 
patients with acute medical complaints. Furthermore, non-EM train-
ees within the United States oftentimes serve as field physicians for 

Practical Teaching in Emergency Medicine.  Edited by Robert L. Rogers

© 2009 Blackwell Publishing Ltd. ISBN: 978-1-405-17622-4



Chapter 10: Teaching trainees in the ED  115

international expeditions, missions, and medical facilities. It is thus 
crucial for EM educators to appropriately teach these practitioners 
of EM in both the domestic and the global arena of health care.

Advantages to having non-EM trainees

Just as off-service trainees benefit from an EM rotation, the ED 
benefits from the presence of off-service trainees. First, regardless 
of whether the ED has an EM training program or not, academia-
affiliated EDs are typically busy and are in need of extra health 
care providers. This is especially true on EM trainee conference 
days, when all EM trainees are excused from weekly clinical duties 
to attend didactic sessions. Under the supervision of board-certi-
fied emergency physicians, off-service trainees function almost as 
EM trainees. In a study comparing ED quality indicators on confer-
ence days versus nonconference days, there was no difference in 
the numbers of diagnostic tests, consultations, unscheduled return 
visits, or patient satisfaction. Off-service trainees, however, had 
longer decision-to-admit time (333 minutes versus 313 minutes 
for EM trainees) and length of stay for admissions (490 versus 
445 minutes for EM trainees) [2]. Furthermore, having off-service 
trainees to help with staffing may allow for shorter trainee shifts, 
such as 8- or 10-hour shifts. This may reduce trainee fatigue and 
improve overall group morale.

The ED also benefits from the presence of off-service trainees 
through team-building. Although the concept of team-building is less 
tangible than staffing numbers and shift hours, building a sense of 
camaraderie and spirit of collaboration between the EM trainees/
attendings and the off-service trainees often have positive, long-
lasting effects when the EM trainees/attendings need to consult 
from or admit patients to various services. The off-service trainees 
are no longer receiving calls from impersonal voices on the tele-
phone but rather from colleagues, who they know, have worked 
with, and trust.

Models for teaching off-service residents

The wide spectrum of ED patients naturally provides a wealth of 
learning opportunities for trainees. On a day-to-day basis, there is 
an unpredictability of patient presentations, which translates into 
trainees receiving variable experiences during their EM rotation. 
It is impossible to guarantee that each trainee will encounter a 
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checklist of chief complaints and perform a set list of basic proce-
dures. In an ideal EM rotation with unlimited time and resources, 
off-service trainees would be provided supplemental learning oppor-
tunities, to help ensure a more uniform educational  experience for 
each trainee.

Currently, EM rotations employ various didactic approaches. On 
one extreme, some rotations provide no didactic teaching at all for 
off-service trainees. On the other extreme, EM rotations provide 
off-service trainees with a separate lecture curriculum, designed 
specifically for them and to which they are relieved from clinical 
duties during those dates. Unfortunately, no single educational 
model is applicable to all EDs. In general, successfully educating 
the off-service trainee requires a combination of bedside teach-
ing along with either informal or formal didactic lectures. Each of 
these methods has advantages and disadvantages.

Bedside teaching
Bedside teaching is the primary modality employed in the ED to 
teach trainees while on-shift. With growing emphasis on competency-
based outcomes for learning, bedside teaching provides the great-
est opportunity to directly assess and improve learner competency. 
Other major advantages of this educational model include the fact 
that teaching is tailored to each trainee’s expertise and knowledge 
level. Furthermore, teaching is directly relevant to active patient 
care issues. The learners can then receive immediate feedback pro-
viding them with insight into their strengths and deficiencies.

There are challenges to implementing an off-service curriculum 
based solely on bedside teaching. The primary challenge is that using 
only a bedside teaching model leads to a nonuniform educational 
experience. Teaching becomes based on the daily spectrum of 
patients. Furthermore, off-service trainees often only rotate in the 
ED for 2–12 weeks during their entire residency training. Thus, they 
may experience an extremely variable clinical experience and qual-
ity of education in the ED. Furthermore, their EM rotation experi-
ence is influenced by the ED type (community, academic, county, 
and/or trauma center), patient demographics, and census volume.

An additional challenge of using bedside teaching is having 
attending physicians, who are untrained in performing  effective bed-
side teaching. Bedside education is a less structured, less  tangible, 
and less predicable teaching method than, for instance, giving a 
PowerPoint lecture. Another growing challenge is the increased 
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clinical demands on attending physicians from ED overcrowding 
and thus less time for direct learner observation and supervision. 
Chisholm et al. found that during a resident’s ED shift, only 3.6% 
of it involved an EM attending directly observing him or her con-
ducting direct patient care [3]. Without adequate time available for 
attendings to observe the trainee, instituting a culture of bedside 
teaching and feedback is extremely difficult.

Informal didactics during a shift
In EM rotations at some institutions, off-service trainees are excused 
from clinical duties for 15–60 minutes daily to attend a structured 
educational session. These sessions can be case-based discussions, 
chart reviews, skills workshops, or informal mini-lectures. This 
concept is modeled after teaching sessions in other departments, 
such as “morning report” or “noon conference.”

There are three major advantages to this informal didactic teach-
ing approach. First, these sessions provide daily protected times, 
dedicated to teaching those who are on-shift. Second, these ses-
sions help to ensure a more consistent and a broad founda-
tion of learning regarding common ED presentations, treatment 
plans, and management dilemmas. Finally, providing a basic foun-
dation of knowledge to the off-service trainees allows for more 
advanced teacher–learner discussions. Less time is spent on learn-
ing the fundamental facts with more time spent on sophisticated 
discussions.

The disadvantages to this teaching approach as the sole educa-
tional model for off-service trainees include the attending physi-
cians not being able to directly assess each trainee’s examination 
skills, interpersonal and communication skills, and real-time decision-
making abilities. Furthermore, it is difficult for the attending physi-
cian to tailor teaching to each trainee’s knowledge level, since the 
discussion group has learners at different stages of training.

Two major obstacles toward instituting informal didactic sessions 
revolve around patient care staffing issues and attending availability. 
First, overwhelming patient care responsibilities and insufficient 
resources may preclude trainees from being released from the 
clinical area, even for a brief period of time. Second, the attending 
physician on-shift may not have time to conduct informal didac-
tics because of patient care responsibilities. Similarly attending 
physicians, who are not on-shift, may be too busy with other 
academic responsibilities. The faculty, as a whole, would have to 
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determine if their time is worth investing in these daily educational 
sessions, since faculty resources and time are often limited.

Formal didactics
Lecture-based curricula typically exist in most academic EDs. Because 
most EM rotations do not have the resources to run a curriculum 
dedicated purely for off-service trainees, some EM rotations release 
their off-service trainees from clinical duties to participate in one of 
the existing curricula. One advantage to this educational approach 
is that the off-service trainees are extra learners within an already 
existing lecture series. No additional teaching resources are needed. 
The didactic sessions can provide at least a more broad foundation 
of knowledge for off-service trainees. Formal teaching sessions 
may minimize the frequency and the total time spent by attending 
physicians repeatedly teaching fundamental concepts on an indi-
vidual level.

Several disadvantages exist with using formal didactic sessions 
as the sole form of off-service trainee education. The main disad-
vantage is that the lecture material in the EM residency and the 
medical student lecture series may be too EM-focused. An addi-
tional challenge lies in releasing the off-service trainees to attend 
didactic sessions. Because EM residents are required to attend the 
weekly conferences, the ED becomes only staffed by EM attend-
ings, mid-level providers (if available), and off-service trainees on 
those dates. Many EDs cannot function without the off-service 
trainees helping to offset the deficit in health care providers on 
those lecture days. Often it is easier to release off-service trainees 
to the medical student lecture series, which may be more appro-
priate in some cases. For instance, a pediatric intern may have the 
same knowledge level as a senior medical student regarding non-
pediatric related topics, such as vascular ultrasonography.

Another challenge to implementing formal didactic educational 
opportunities for the off-service trainees includes the competing 
obligations such as their longitudinal clinics and their own depart-
ment conferences. Furthermore because the EM rotation is shift-
work-based and has circadian dysrhythmias, oftentimes lectures 
may be coincidentally held on days when the off-service trainee 
has either a day off or has just completed an overnight shift. In 
these instances, they may not be as inclined to attend formal 
 didactic lectures, making it difficult to ensure them a consistent 
didactic educational experience.
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Practical tips to improve models of teaching

There is no single, best-answer solution to teaching off-service 
trainees in the ED. Each institution will have to balance the avail-
able resources in the ED, faculty time and availability, and needs of 
the off-service trainees.

Practical tips: being a more effective bedside educator
With a growing emphasis on outcomes-based assessment and com-
petency in medical education, bedside observation, teaching, and 
feedback will likely play an increasingly greater role in the ED. 
For off-service trainees, there are two unique considerations that 
should be taken into account. First, off-service trainees have a vari-
able knowledge base within different aspects of EM. These trainees 
may be more junior or senior in training. Their medical specialty 
may have minimal or significant overlap with EM. For instance, a 
transitional intern entering a dermatology residency may not have 
as strong an EM knowledge as a categorical third-year resident in 
internal medicine, who is about to enter a cardiology fellowship. 
Bedside education should be tailored to each learner. The second 
consideration is that off-service trainees only rotate through the ED 
for 2–12 weeks during their entire medical training period. During 
this time, their educational goals focus on acquiring knowledge and 
skills that are not taught in any other rotation. Box 10.1 provides 

Box 10.1 Examples of educational objectives and goals for 
off-service trainees

1. Learn how to the work-up an undifferentiated patient.
2.  Learn how to manage common orthopedic injuries and 

complaints.
3.  Learn how to lead a resuscitation and implement Advanced 

Cardiac Life Support algorithms.
4.  Learn how to approach airway management.
5.  Recognize common and uncommon presentations of medical 

and traumatic emergencies.
6. Understand classic toxicologic syndromes and emergencies.
7.  Obtain profi ciency in performing procedures, such as 

phlebotomy, peripheral and central venous line placement, 
wound closure, and splinting.
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a list of typical educational objectives and goals that off-service 
departments often wish their trainees to achieve during their EM 
rotation.

Understanding these unique challenges for off-service trainees 
can help bedside educators become more effective. In two sur-
veys, which asked accomplished EM educators and ED learners 
what qualities best characterize a skilled bedside educator, many 
common themes were found. Table 10.1 lists the combined find-
ings from these two studies with specific suggested strategies for 
teaching off-service trainees [4, 5]. These bedside education prin-
ciples should not consume the attending physicians’ time in the 
ED, but rather help them focus and maximize quality time toward 
imparting concise, high-yield teaching points. If practiced on a 
daily basis, the culture of bedside education becomes more routine, 
 streamlined, and second nature.

Table 10.1 Practical strategies to help EM faculty improve bedside 
education in the ED, specifi cally for off-service trainees [4, 5].

Strategy to improve 

bedside education

Specifi c strategies for off-service residents

1  Agree on expectations 

for the ED shift

Spend 1–2 minutes at the beginning of the shift to 

ask trainee about their background training level and 

learning goals for that shift and the rotation overall.

2  Demonstrate a good 

teacher attitude

Be approachable and maintain a mutual level of 

respect.

3  Actively seek 

opportunities to teach

For interesting cases, share teaching points with 

the entire ED team so that other trainees can learn 

from the cases. For any shift, come prepared with 

a list of 10–12 high-yield talking points that are 

relevant for off-service trainees (e.g. missed foreign 

bodies in wounds, aggressive fl uid resuscitation 

in septic patients, addressing the most emergent 

causes of chest pain before assuming the patient has 

esophageal refl ux).

4  Tailor teaching to 

learner and situation

Use teachable moments well, teach concise points 

relevant to the trainee’s educational goals, respect 

time constraints, and/or ask how the trainee would 

have managed a similar case in clinic.

Continued
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Bedside teaching can only succeed, however, if there is an infra-
structure in place. With less time for ED attending physicians to 
observe residents and conduct bedside teaching and feedback, some 
institutions have recently implemented a novel innovation of 
a “teaching attending” on-shift, whose sole responsibility is to 
observe, teach, and provide formative feedback to learners in 
the ED. This allows the clinical ED attending on-shift to focus 
almost entirely on patient care and patient flow issues, because a 
large portion of the bedside educational responsibilities has been 
 transferred to the teaching attending [6].

Strategy to improve 

bedside education

Specifi c strategies for off-service residents

 5  Optimize 

faculty–learner 

interaction

Tailor supervision based on the trainee’s skill level, 

encourage active learning, and solicit the trainee’s 

thoughts on patient care plans rather than 

dictating the plan from the start.

 6  Provide real-time 

feedback

Immediately after completion of a task or before 

the ED shift ends, spend 1–2 minutes to provide 

positive comments and constructive formative 

assessments of the trainee’s medical knowledge, 

oral presentation, decision-making capabilities, 

and/or procedural competencies.

 7  Use additional 

learning resources

Strategies include teaching residents high-yield 

online resources, procedural technique using 

models, radiology interpretation skills using 

databanks of images, and specifi c topics by 

assigning a publication article to read.

 8.  Be a role model and 

demonstrate useful 

ED skills

Professional modeling occurs every day with 

trainees learning by direct observation of attendings 

interacting with patients and staff, multitasking in a 

busy clinical setting, and dealing with stress.

 9  Improve the learning 

environment

Find a more isolated area in the ED to give 

feedback comments, especially if they are 

constructive, and make teaching points.

10  Learn formal teaching 

techniques from faculty 

development programs 

on bedside teaching 

and providing feedback

Faculty development programs, workshops, and 

textbooks exist to help attendings learn more 

formally about bedside teaching and feedback 

techniques.



122  Section 3: Teaching Specific Groups

Practical tips: enhancing the didactics component
There should ideally be a didactic educational component to sup-
plement bedside education for off-service trainees. It serves to build 
a more consistent educational experience for all the rotating off-
service trainees from month to month. Didactics, however, does 
not necessarily mean a formal lecture series. Although EM confer-
ences and medical student series are viable educational options for 
off-service trainees, short, daily (or even weekly) teaching sessions 
in the ED also can serve as informal didactic experiences. These 
sessions can occur, for instance, immediately following morning 
sign-out rounds, when the ED is traditionally less busy, or during 
the mid-day when there are more learners in the ED. These ses-
sions can be taught by either the attending physician on-shift, the 
“teaching attending” on-shift, or an attending assigned to teach 
the session. Teaching topics could be cycled every 1–3 months and 
would highlight high-yield EM topics, keeping in mind the com-
mon learning objectives for off-service trainees (Box 10.1).

Didactics can also be moved completely outside of the ED. 
Attending physicians can teach common EM topics at large-group 
educational sessions held by other departments. For instance, one 
can teach suturing and wound care at a few large-group workshops 
at the beginning of the training year to minimize the number of 
individual suturing workshops needed in the ED. Similarly, resus-
citation techniques and common ED pitfalls can be taught to more 
senior trainees in a single setting before they rotate in the ED.

Alternatively, in addition to moving education away from the 
ED, education can move away from live interactions. Teaching 
can be done at the learner’s own pace and time using the Internet. 
With web-based technologies becoming more advanced and play-
ing an increasingly important role in medical education, didac-
tics may be provided in the form of online educational modules 
and online discussion forums. Online educational modules would 
ideally be interactive, use multimedia, and enlist an EM fac-
ulty member, whom trainees could contact if they had questions. 
These modules, for example, could include teaching videos on 
basic procedures or an approach to undifferentiated patients cat-
egorized by chief  complaint. Online discussion forums may also 
be employed but require a significant faculty facilitation pres-
ence to ensure content accuracy, reinforce teaching points, and 
encourage active discussions. Without active facilitation, the dis-
cussions may lose momentum, and residents may quickly lose 
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interest in this learning modality. When done correctly, how-
ever, online discussion forums can be a significant teaching 
tool for all trainees in the ED. This form of asynchronous learn-
ing allows all trainees, regardless if they are on-shift or off-shift, to 
post comments, answer questions, and address discussion points.

Conclusion

Off-service trainees play a crucial role in the ED, both as providers 
and as learners. EM rotations provide various educational experi-
ences for the trainees, ranging from none to a heavy didactic and 
bedside teaching component. Teaching is dependent on the avail-
able resources in the ED, faculty time, and trainee needs. Typically 
successful programs include a combination of bedside education, 
informal didactics while on-shift, and formal didactic sessions. 
Although educating off-service trainees is often seen as lower edu-
cational priority in the department after EM trainees and medi-
cal students (who may potentially be future EM trainees), these 
trainees should not be relegated to pure “work-horses” of the EM 
rotation. Many of the bedside teaching and feedback skills for EM 
trainees and medical students are easily applicable for off-service 
trainees. Efforts to optimize teaching in the ED at the bedside, 
at the whiteboard, in a conference room, or on the Internet will 
 benefit all learners in the ED. It is important not to forget that 
off-service trainees belong in this pool of learners.

Summary points

Off-service trainees in the ED are often a peripheral educational focus, 
because they are not pursuing a career in EM. Because patients within 
their specialty, however, often present with acute problems during 
their outpatient visits or inpatient stays, it is crucial that these trainees 
also learn and understand the basic EM approach to assessment, 
intervention and stabilization, treatment, and diagnostic strategies 
for these patients. This learning should occur within the ED at least in 
the form of skilled bedside education and scheduled on-shift didactic 
activities, such as daily morning teaching rounds. If greater resources 
and technological capabilities are available, more structured off-site 
didactics and asynchronous online discussions, respectively, should be 
incorporated into the training curriculum.
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Pitfalls

1 Off-service trainees should not be treated as mere workers within 
the ED. They deserve an EM education, similar to EM trainees and 
medical students.

2 Do not assume that learning expectations from the non-EM 
trainee are the same as the EM trainee or medical student. Ask 
the non-EM trainee what he/she would like to learn at the 
beginning of the shift, and seek out relevant learning opportuni-
ties from the trainee’s own or other trainees’ patient cases.

3 Bedside teaching should not be burdensome for the educator or 
the non-EM trainee. Do not overwhelm the learner with end-
less teaching points related to a patient’s care. Effective bedside 
teaching can take as little as one minute, by tailoring teaching to 
the learner’s knowledge base, giving comments in real time, and 
creating a respectful, nonthreatening learning environment.

4 Do not schedule on-shift, teaching rounds on an elective basis 
or nonperiodic cycle. Set routine times for teaching rounds and 
strictly adhere to them. This will require buy-in and consensus 
amongst the ED educator group to ensure sustainability and 
successful implementation of these rounds.
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Teaching resident physicians

The relationship between emergency medicine (EM) faculty and 
their residents is unlike the one that exists with medical students 
or residents from other primary specialties. This closer, long-term 
relationship becomes the cornerstone of the residents’ clinical prac-
tice skills and patterns. When EM faculty members are working 
together with residents within their program, they are not contri-
buting to or augmenting the training of future physicians, they are 
providing its foundation.

The learning that takes place in an EM training program is bidi-
rectional. Residents and their faculty become very familiar with one 
another during the course of a three- or four- year program and have 
the opportunity to gain an in-depth knowledge of each others strengths 
as learners and teachers, respectively. This also allows for a much more 
complex learning process that builds upon shared experience.

EM residency infrastructure and support

The residency office: a hub of activity and 
a myriad of relationships
The residency office interacts with multiple individuals and agencies 
within a complex environment (Figure 11.1). Some of these parties 
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function as academic or administrative overseers (e.g. Dean’s Office, 
Chair, Graduate Medical Education Office), whereas others can be 
viewed as constituencies (e.g. the residents and the faculty). Because 
the residency office is accountable to so many parties whose objec-
tives are often divergent, a program director must possess very strong 
interpersonal skills. He/she must be perceived as conciliatory and 
reasonable (someone that people would naturally go to for guidance 
during a conflict) to gain credibility and currency within the institu-
tion. It is necessary to be both a leader, and, at times, a follower, as 
part of a larger Graduate Medical Education (GME) community. The 
respect and support of those who provide oversight to the residency 
office is a critical prerequisite for the success of a residency training 
program. Without it, it is impossible for the residency office to advo-
cate for those things necessary to advance the program.

The residency office must also be resourced properly to achieve 
its goals. The workload of the residency has periods of greater 
intensity throughout the year (e.g. interview and recruitment sea-
son, the orientation of new residents), and periodically throughout 
the accreditation cycle (e.g. internal reviews, Residency Review 
Committee – Emergency Medicine (RRC–EM) site visits). There 
must be enough flexibility within the department to devote extra 
resources during these times. Lack of administrative support for 
the residency office faculty is a common concern among program 

Departmental leadership
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-Clinical Director
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-Undergraduate curriculum
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-CORD     -ACEP
-SAEM     -AAEM
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-ACGME (RRC–EM)
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RESIDENCY
OFFICE

-Program Director
-Associate/Assistant Director(s)
-Program Coordinator
-Secretarial/support Staff

Figure 11.1 The myriad relationships of the residency offi ce.
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directors, and along with a resultant lack of academic productivity, 
has been cited as a negative influence on program director longev-
ity. In a recent survey of program directors in EM, inadequate pro-
tected time for scholarly activity, a lack of a career/family balance, 
and insufficient time overall to do the job required were the most 
commonly cited problems in their position [1] (Table 11.1).

Continuity of leadership
Because the average program director’s tenure is relatively short 
(median of five years [1]), many residents will experience a change 
in leadership during their training. It is thus very important that 
some continuity be maintained, usually through the succession of 
another faculty member already involved in the residency office. 
In the most recent national survey, it was found that 92% of pro-
gram directors have an assistant or an associate program director 
and that most new directors have previously served in this capacity 
prior to their appointment. Whereas some have actively sought the 
role, many have felt obligated to assume it after a resignation of 
the previous director. In fact, 24% reported that they had accepted 
the position because no other suitable candidate was available.

Table 11.1 Most common concerns cited by program directors in 
emergency medicine. 

Problem Likert score

Average*

Standard deviation

Lack of adequate time to do the 

job required

3.46 1.23

Career needs interfere with 

family needs

3.39 1.22

Lack of adequate faculty help 

with residency matters

3.09 1.17

Budget concerns for support 

of residency activities

3.25 1.29

Inadequate release time for 

scholarly activity

3.28 1.30

* Scale of 1 to 5. All other potential problems scored less than 3.

Beeson et al. Characteristics of emergency medicine program directors. Acad Emerg Med 

2006; 13(2): 166–172. With permission from Wiley-Blackwell.
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The complexity of the residency office and the multiple relation-
ships that it must foster both locally and externally make it essential 
that the program director and the assistant director be thoroughly 
familiar with the residents, key people within the institution, and 
the program’s accreditation status. To that end, an apprenticeship 
model is appropriate, with the aim of always having faculty within 
the program (and preferably with the residency office) who intend to 
assume the program director position.

Scheduling and its effect on learning
Scheduling of both residents and faculty has a potential to make 
a tremendous impact on education. Although the Accreditation 
Council for Graduate Medical Education (ACGME) duty hour regu-
lations have done much to eliminate the exhausted resident from 
patient care areas, less has been done to delineate and encourage 
scheduling strategies that can positively affect teaching and learning.

Fundamentally, teaching requires energy from both the learner 
and the teacher. Conflicting with this is the obvious reality of 24 
hour/7-day care – and in EM, both residents and faculty must pro-
vide service throughout the night. Multiple authors have looked at 
circadian rhythm disruption in the workplace and have suggested 
techniques to minimize “night shift” effects, but few residencies 
have integrated these concepts into their schedule. Core sleep 
preservation (a fixed sleeping period) and forward phase shifting 
(e.g. a day shift/evening shift/night shift sequence) both serve to 
decrease circadian rhythm disruption and improve energy levels 
for teaching and learning [2, 3].

Shift durations for both faculty and residents generally range 
between 8 and 12 hours (the maximum allowed by the RRC–EM). 
Whereas residents may prefer 12-hour shifts to maximize their 
days away from the hospital, it is likely that a shorter shift dura-
tion is more optimal for learning. In our program, faculty shifts are 
generally shorter than resident shifts, and they are staggered. We 
try to schedule the residency office faculty on a swing shift that 
overlaps evenly with two separate resident shifts. This provides an 
excellent opportunity to maximize the frequency of their exposure 
to all of the residents (Figure 11.2).

Dedicated teaching shifts
When it is actually quantified, the time that residents interact with 
their faculty during clinical shifts is very limited. At one large urban 
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program, mean total interaction time was 20% of the shift duration, 
with only 3.6% spent with the faculty member directly observing 
the resident in action [4]. To address this reality, some programs 
have introduced dedicated teaching shifts (teach-only faculty 
shifts), to assist the faculty member designated as the attending staff 
on duty. When these shifts are assigned to faculty members with 
demonstrated ability and experience as EM teachers, the learn-
ing environment is immediately enhanced [5]. The attending staff 
on duty is now freer to attend to patient safety and flow issues, 
whereas the “teaching attending” can maximize opportunities for 
learning. A teaching attending can also provide more thorough 
supervision of individual patient encounters and procedures. And 
lastly, they can provide better detailed real-time evaluation and 
feedback – facilitating future learning while completing the required 
documentation of these activities to fulfill RRC–EM requirements.

Although not all programs have the luxury of additional faculty 
hours to provide teaching shifts, even a limited number of four to six 
hour shifts at strategic times (e.g. peak volume hours), can go a long 
way toward improving the teaching milieu in a program. Excellent 
performance on resident feedback surveys can be used as a criterion 
to select faculty members for such shifts, providing an incentive for 
excellence in bedside teaching. One important caveat for programs 
employing this model is to ensure that a clear delineation exists 
between the two attending staff physicians in terms of responsibility 
for clinical decisions – typically the teaching attending does not 
assume clinical responsibility except for procedures being supervised, 

12-hour shift AM
First resident group

12-hour shift PM
Second resident group

8-hour shift AM
Faculty #1

8-hour shift PM
Faculty #3

8-hour shift SWING
Residency faculty

6-hour shift
Teaching faculty

7am 11pm3pm1pm 7pm 3am 7am

Figure 11.2 A model for scheduling of faculty and residents.
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and the attending staff on duty must still review and approve of the 
management of all of the patients in their assigned clinical area.

Residency program culture and conflicts
The overall morale and culture of a residency program is critical 
because it affects the learning of every resident in the program. 
Although different programs have their own style with respect to 
protocol and hierarchy, one hallmark of a successful program is a 
healthy degree of resident leadership and involvement. Residents 
invest a tremendous amount of themselves into their housestaff 
years, and many are motivated to help set the course for their own 
training. There should be opportunities through the department’s 
GME Committee or other institutional committees and work-
groups to get involved. For many, this will serve as an opportunity 
to explore a career in academic medicine or future leadership roles 
within the community.

There are many benefits of involving residents in the administra-
tion and planning of the training program. In addition to the critical 
need for the resident perspective on issues related to their own train-
ing, the sense of ownership created makes for more satisfied and 
committed learners, less distracted by the common nuisances and 
irritants of residency training. It should also be borne in mind that 
despite the successful introduction of duty hour limits, residency 
training is still demanding – physically, academically, and emotion-
ally. Being attentive to what residents tell us and being mindful of 
their wellness is a responsibility that is shared by the entire faculty.

A key conflict exists between service and education during resi-
dency training. Although these two components of postgraduate 
training are not necessarily mutually exclusive, ultimately, residency 
programs are regulated by the ACGME, which considers residents to 
be learners first. Over time, residency training has transformed from 
being largely akin to an apprenticeship to a more formal, structured 
educational program. Nonetheless, residents understand that there is 
a service component to their training, and they are no less motivated 
than the faculty to ensure the efficient operation of the department. 
Imbalances in the service/education ratio may be more apparent in 
some areas of the emergency department (ED) than in others and 
during off-service rotations. The best way to deal with this reality 
is to have a policy of openness and transparency with regard to the 
clinical needs of the department, and to provide a mechanism for 
feedback and improvement so that educational objectives are met.
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Another eternal conflict exists between resident autonomy and 
patient safety. Although faculty members appreciate the need for 
residents to have sufficient autonomy to develop clinically, they 
often worry that too much autonomy will come at the expense of 
patient safety. Although these two ideals will always exist in some 
sort of dynamic equilibrium, they are not necessarily incompatible. 
A common complaint heard from residents about faculty members 
is that they can be inflexible about patient management. Faculty 
members should consider making changes to a resident’s manage-
ment plan only if it is dangerous, allowing residents to practice in a 
safe, but not completely controlled, supervisory environment.

Assurance of sufficient resident autonomy extends far beyond 
their relationship with individual faculty members. It is the 
responsibility of residency office to provide an environment where 
residents are supervised, and also make autonomous clinical deci-
sions and perform their own procedures, especially during critical 
resuscitations. If the department of EM lacks sufficient influence at 
the institutional level, especially in a training institution with large 
training programs in surgery, anesthesiology and critical care, it 
may be very difficult to create the environment necessary for this 
autonomy to exist. Nevertheless, ensuring patient care access and 
decision-making responsibility is absolutely critical for the success 
of the program.

The core competencies

The six core competencies were mandated to be integrated into 
U.S. residency training programs in 2001 as the first phase of the 
ACGME Outcome Project [6]. Although the eventual objective of 
the project is to improve the quality of GME through the measure-
ment of educational outcomes, the initial phase has served mostly 
to provide a common nomenclature for the process of evaluation. 
In fact, most of the instructional tools and the assessment tech-
niques that were subsequently described to address the six com-
petencies were in use prior to the Outcome Project. The six core 
competencies, as well as the tools used to teach them and assess 
them, are outlined in Table 11.2.

For most EM faculty not directly involved in residency administra-
tion, three of the six competencies, patient care, medical knowledge, 
and interpersonal skills and communication, are self-explanatory. 
The remaining three, professionalism, practice-based learning and 



132  Section 3: Teaching Specific Groups

improvement, and system-based practice, are not as obvious, and all 
have been defined specifically in relation to EM.

Systems-based practice
System-based practice has a very central meaning in EM. To be 
considered proficient in system-based practice, a resident must 
“demonstrate an awareness of and responsiveness to the larger 
context and system of health care and the ability to effectively 
call on system resources to provide care that is of optimal value” 

Continued

Table 11.2 The ACGME core competencies.

Competency Teaching Assessment

Patient care Lectures, particularly those 

 that are case based

In-service exams

Internet or CD learning CORD exams

High-fi delity simulation Med-challenger-based 

 quizzes

Procedure labs SDOT

Critically appraised topics Simulation

Home-based exams

End-of-rotation 

 evaluations

OSCE or standardized 

 patients

Medical knowledge Lectures (traditional or 

 case based)

In-service exams

Small-group instruction CORD online Question 

 Bank

Morning report case 

 conference

Homegrown examinations

CD or online instruction ● Ultrasound 

  interpretation

Journal club ● ECG interpretation

Assigned readings ● Core-content area

Models and simulators Mock oral assessments

Direct observation

Standardized direct 

 observation

Models and simulators

Portfolios
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Competency Teaching Assessment

Communication and 

 interpersonal skills

Resident portfolio

Resident retreats

Lectures on skills

Evaluation as teaching tool

Faculty model behavior

Simulated cases

Direct observations

360-degree evaluations

Global assessment

Curtain evaluations

Consensus evaluation

Professionalism Didactic curriculum Written examinations of 

 knowledge, principles, 

 and policies

Case-based discussion Computer-based or oral 

 exams with embedded 

 ethical issues

Clinical ED experiences 

 encompassing patient 

 management, with 

 application of ethical 

 principles to clinical 

 situations

OSCEs with standardized 

 patients

Visually based teaching 

 tools (CD-ROMs, 

 videotapes, Internet-

 based teaching 

 educational programs)

Modifi ed essay questions

Colloquial settings and 

 retreats

Direct observation and 

 SDOT

360-degree evaluation

ACGME toolbox: self-

 administered rating 

 forms and psychometric 

 instruments

System-based 

 practice

Administrative rotation

Out-of-hospital care (EMS) 

 rotations

Departmental and hospital 

 committees

Patient follow-up

Bedside evaluations

SDOT

Resident portfolios

360-degree evaluations 

 (nursing, peer, ancillary 

 staff)

Continued



134  Section 3: Teaching Specific Groups

Competency Teaching Assessment

Case write-ups Standardized oral exams 

 with issues involving 

 consultants, interpreters, 

 resources

Practice-based 

 learning

Evidence-based medicine 

 reviews of clinical 

 questions

Direct feedback on the 

 conclusions drawn by the 

 resident in a journal-club 

 conference

Journal clubs Feedback from the CAT 

 conference

Critically appraised topics Critical assessment of 

 the resident’s periodic 

 portfolio summaries

Attending CQI meetings Critical assessment of the 

 resident’s M&M 

 conference summaries

Self-assessment of 

 portfolio

Resident-led M&M 

 conferences

Mentoring by faculty

CD � compact disc; CORD � Council of Residency Directors; OSCE � objective structured 

clinical exams; ACGME � Accreditation Council for Graduate Medical Education; CAT � 

critically appraised topics; CQl � continuous quality improvement; M&M � morbidity and 

mortality; SDOT � standardized direct observation tool. 

Stahmer et al. Integrating the core competencies: proceedings from the 2005 Academic Assembly 

consortium. Acad Emerg Med 2007; 14(1): 80–94. With permission from Wiley-Blackwell.

[7]. Whereas this competency may play a more secondary role to 
patient care in other specialties, in EM, expertise within various 
systems is easily as important as individual patient care. From the 
very beginning to the very end of each shift, the emergency phy-
sicians (EP) is operating within a set of complex, overlapping and 
interconnected systems: the prehospital system, trauma, cardio-
vascular, neurologic, and other specialized care systems, the insti-
tution’s on-call specialty consultation, diversion, and surge capacity 
systems. Decisions made in the care of individual patients impact the 
care of all other patients in the department. Every decision to pur-
sue a specific assessment or a treatment plan is done so within the 
context of prioritization and the differential application of a finite 
set of resources to all of the patients in the department. Moreover, 
safe and efficient disposition from the ED requires the highest level 
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of sophistication and understanding of the entire health care system 
beyond the ED – both its inpatient and outpatient components.

Although various tools have been proposed for the teaching and 
the evaluation of systems-based practice, none, in our view, is as 
important as real-time assessment and direct observation within 
the clinical area. This can be done by multiple evaluators: faculty, 
peers and colleagues, nursing and ancillary staff, as well as the res-
idents themselves. Supervising faculty in our program are asked to 
assess EM residents during clinical shifts in real time with respect 
to their ability to efficiently multitask, delegate, supervise, and 
interface with the many individuals and systems that they encoun-
ter. They are also asked to comment on the cost-effectiveness of 
their utilization of departmental resources.

Professionalism
Professionalism appears to overlap with interpersonal and com-
munications skills, however, there are certain specific skills and 
behaviors critical to the practice EM that underscore proficiency in 
this competency. Some can be assessed in the clinical setting, when 
observing the handling of patient care transfers (sign out), negotia-
tion of ethical dilemmas, and difficult patient encounters. Others 
can be evaluated outside of the clinical realm, such as compliance 
with medical record keeping and the multiple, recurrent admin-
istrative requirements of residency training. In our program, a 
component of the professionalism evaluation of is now completed 
by the residency coordinator, who assigns a score to each resi-
dent. This score is based on their responsiveness to administrative 
queries from the residency office, integrity in shift trading, fulfill-
ment of teaching responsibilities, timeliness, and overall reliability. 
Although some of this assessment is necessarily subjective, much 
of it is easily quantifiable with clear and consistent record keeping.

Practice-based learning and improvement
Practice-based learning and improvement is the critical review of 
one’s own clinical work and the growth that occurs as a result of 
that review. Activities related to evidence-based medicine, such 
as literature searches and journal clubs, as well as peer-review activ-
ities, such as chart reviews and quality assurance audits, fall under 
this competency. Perhaps the most important process in practice-
based learning for EP is patient follow-up. It is difficult to prevent 
recurrent mistakes and bad habits if one does not regularly fol-
low-up with patients and their providers. The RRC–EM specifically 
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requires a formal process documenting regular follow-up on a selec-
tion of patients seen in the ED. Although there are different ways of 
implementing this requirement, it is critical that follow-up occurs 
by some formal mechanism. Invariably, the information gleaned 
through following cases to their outcomes touches on other com-
petencies, especially patient care, medical knowledge, and systems-
based practice. We require a simple regular follow-up exercise on 
a selection of patients from different areas of the department (e.g. 
major trauma, fast track, etc.), both admitted and discharged home.

Clinical teaching paradigms for EM faculty

Effective teachers in a chaotic environment
Several Canadian authors have examined the unique learning envir-
onment of the ED and attempted to quantify the relative impor-
tance of specific faculty attributes and teaching strategies [8–11]. 
Several key themes consistently emerge in their interviews and 
surveys of EM residents and well-recognized EM teaching faculty. 
As a prerequisite to teach, teachers need not know everything, 
however, the residents must have confidence that they have a mas-
tery of the core curriculum in EM. They must also bring a positive 
and an enthusiastic attitude to the clinical area. The most effective 
teachers spend more time listening and becoming familiar with the 
resident: their strengths and weaknesses, their educational needs, 
their knowledge base, and their specific understanding of each spe-
cific case. They are also able to work around the well-known chal-
lenges in EM teaching (department crowding, time, and patient 
flow demands) and even turn these challenges into opportunities. 
For example, when multiple patients present simultaneously, the 
faculty member might perform triage themselves, explaining their 
rationale as they go to the more junior members in the depart-
ment. An effective teaching method is thus employed (teaching by 
example) that exploits a unique opportunity in the ED (a multi-
casualty scenario), without compromising patient safety. Effective 
teachers seize on good cases and teaching situations when they 
occur to benefit all of the learners in the department, and lastly, 
they give feedback constructively and consistently.

Matching approaches to patient flow and acuity
Although specific methods for bedside teaching are described in 
other sections of this book, little has been written on the actual 
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mechanics or structure of resident teaching in the ED. Probably the 
most important variables that determine how teaching takes place 
are patient volume and acuity. Other factors, such as the number 
of trainees on-shift simultaneously and their postgraduate year 
level, are obviously important as well.

During very slow times in the department, when there are no 
patients waiting to be seen, it may actually be possible to gather the 
entire team to do bedside rounds. When the department is mod-
erately busy, either a one-on-one patient rounding technique or a 
small group technique may be utilized, with the faculty member 
mindful of minimizing disruption to patient flow. Teaching can be 
synergistic with patient flow rather than antagonist. Practically speak-
ing, this means that specific actions taken and questions addressed 
during faculty–resident interaction time are directly related to the 
patient care tasks that need to be completed, rather than a discussion 
tangential to the patients at hand. During such “work rounds,” the 
faculty member can also help the resident by getting a task or two 
completed for them (e.g. checking lab values) to remove some of the 
time pressure that can impede learning during a busy shift.

One of the key rate-limiting steps in patient management that 
makes junior doctors slower is medical decision-making or “what 
to do next” in patient management. One technique that takes 
advantage of this fact is especially useful in a lower acuity area, 
where a lot of patients are being seen simultaneously and treat-
ment plans need to be made quickly. Residents and other learn-
ers (medical students, mid-level providers) all pick up a chart and 
quickly assess their respective patients in a short time frame (e.g. 
10 minutes). The team then makes a quick round of all of the 
patients together, and after a very brief presentation and formula-
tion, the faculty and team helps the presenter to finalize their 
management plan. During these quick working rounds, all of the 
learners benefit from having to consider the management of each 
others’ cases, as well the collective wisdom of the entire group, 
under the leadership of the faculty member. This process can be 
repeated several times during a shift, but there needs to be signifi-
cant intervals between sessions to give residents time to complete 
tasks and operate efficiently without interruption.

The busier and more chaotic a department becomes, the more 
“teaching by example” becomes a modality of choice. Faculty can 
model their understanding of systems-based practice by skillful 
triage, marshaling of departmental and extra-departmental resources, 
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and timely decision-making. In reality, as senior residents approach 
the final interval of their training, they often serve in this role 
themselves – and in many programs a heavy emphasis is placed on 
their ability to do so.

The residency teaching triangle: pursuing educational 
“Nirvana”
As Sir William Osler said over 100 years ago, “take [the student] 
from the lecture room, take him from the amphitheatre … put 
him in the outpatient department, put him on the wards … no 
teaching [should occur] without a patient for a text, and the best 
is that taught by the patient himself” [12]. “Educational nirvana” 
occurs when a resident with the appropriate foundation encoun-
ters a patient or a scenario that they have not encountered before, 
preferably requiring a treatment or a procedure that they have 
not yet performed, with an enthusiastic faculty member acting as 
a catalyst in the learning process (Figure 11.3). As a catalyst, the 
faculty member should allow the patient to do the teaching when-
ever possible, as Osler taught, but he/she can enhance the process 
by reinforcing the key features of the presentation and/or clinical 
decision-making that need to be recognized for future encounters.

As a resident proceeds through residency and gains more experi-
ence with different clinical presentations, occurrences of “educa-
tional nirvana” will occur less frequently. Nonetheless, there will 
still be important subtle presentations of common, life-threaten-
ing illnesses that will imprint upon their clinical expertise – every 
opportunity to emphasize these moments should be taken, as 
well. Because an important rate-limiting step in the resident clini-
cal teaching triangle is the patient and their pathology, the ideal 
patient population for a training program is one that is varied and 
rich with pathology. No teaching tool or technique can substitute 
for this.

Patient

Resident Faculty

Figure 11.3 The residency education triangle.
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Pattern recognition/visual diagnosis
In EM, pattern recognition and visual diagnostic skills are particularly 
important. Rapid determination of a treatment plan requires the 
rapid generation of a differential diagnosis – and in a large number 
of cases this is done by simple pattern recognition. Moreover, 
when an experienced clinician is able to recognize such patterns 
effortlessly, it can be quite frustrating for a resident who is unable 
to draw from a comparable database of experience. Commonly, 
junior residents will ask “how could I be expected to figure that 
out?” or “will I ever be able to pick things like that up?”

Whenever important patterns are recognized or good visual 
stimuli available, every opportunity should be taken to share them 
with other residents and students in the department at that time. 
By no means does this mean that the department must come 
to a standstill for a group lecture or a bedside session; the patient 
can simply be pointed out to the other residents, or a quick trip to 
the relevant bedside could occur at the beginning of their work-
ing rounds. It also may be possible to capture visual stimuli such as 
imaging studies, ECGs, photo and/or a video clips (with appropriate 
patient consent) for later use in a conventional conference setting. 
We make frequent use of digital video recording to capture critical 
findings, and to review procedural technique. Video recording has 
also been used to document entire resuscitations for later critical 
review, particularly in major trauma cases. Although this practice has 
been reported to be very helpful from a quality improvement and 
a practice-based learning perspective, it involves some medico-legal 
and ethical concerns that some feel preclude its routine use [13].

Encouraging knowledge retention
Although advances in the field of educational theory do not gen-
erally make their debut in the realm of GME first, there are some 
ideas and techniques that have arisen from cognitive science that 
are relevant to bedside teachers in the ED.

Getting residents to integrate new information into their existing 
fund of knowledge can be a challenge. A common refrain among 
residents is “I’ve already forgotten that three times, I’ll never remem-
ber it!” Information is often more easily assimilated when it is added 
to an existing foundation – something that junior residents, in par-
ticular, are just developing. When too much new information is pre-
sented at once, it is likely that little of the knowledge will be retained.

One mechanism for enhancing retention is to formally link 
new information gleaned at the bedside to existing knowledge. 
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Once the faculty member knows what the resident’s existing base 
of knowledge is on a given subject, the new information can be 
attached to that existing knowledge. Simply by asking, “what do 
you know about this?” and then linking a new piece of knowledge 
to that existing data, the odds of retention increase.

Because memories appear to last much longer when they are 
reinforced in a timely manner after their initial creation, residents 
should be strongly encouraged to bring at least one new idea or 
question from each shift home with them for supplemental read-
ing. This will ensure a more lasting impact and a mental bridge to 
the clinical experiences of that particular shift. When a resident 
does not feel that any significant new knowledge was added dur-
ing a shift, the faculty member can respond by helping them to 
generate a clinical or a scientific question or by asking “what do 
you wish that you knew that would have helped on today’s shift?”

Teaching points made during bedside rounds often revolve 
around the faculty’s perception that they are correcting an error 
made by the resident. Residents often express frustration that they 
are being taught different things by different faculty members. 
Although this is an unavoidable part of the residency experience, 
it is one that encourages residents to make their own judgments. 
Moreover, it encourages faculty to make corrections in diagnostic 
or treatment plans in the context of evidence, whenever possible. It 
is much more credible (and educational) to ask a question about a 
particular intervention and then answer it together with data from 
the published literature than to simply insist upon a change in man-
agement. Clearly this approach will not always be practical during a 
busy shift, but a good explanation accompanying such changes is 
important, and follow-up correspondence with residents is almost 
always well received. Residents appreciate the special effort that this 
requires and their learning is enhanced during these interactions.

Lastly, transcribing newly assimilated information is a time-honored 
technique to facilitate neural pathways of memory and improve 
retention. This can be done in several ways: through written sum-
maries, oral presentations, drawing schematics, or teaching others 
at the bedside. The most practical and accessible method for resi-
dents to integrate lessons from the bedside to their usable fund of 
knowledge is to keep a written or an electronic journal to record 
them. These journals can then be edited and revisited throughout 
the course of the residency – serving as a living, personal textbook 
to supplement other materials.
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Teaching multitasking
An emergency physician’s ability to see multiple patients simulta-
neously and safely is equally as important as their ability to care for 
each individual patient. Although formal research into this critical 
aspect of emergency medical education has only just begun [14–
16], many programs have attempted to teach multitasking through 
the specific structure of their clinical assignments. This usually 
involves assigning a single resident to a partition or group of beds 
within the ED for a designated period of time. Structuring assign-
ments in this way brings individual residents’ prioritization of time 
and tasks into focus, in addition to their patient care. We empha-
size a two-pass system in the higher acuity areas of the depart-
ment. In the first assessment, a determination of the acuity of the 
presentation is made, with time-dependent tasks identified and 
started. The second assessment focuses on completing the assess-
ment, disposition, and documentation.

Resident errors
“Primum no nocere” has been a teaching axiom in medicine since the 
time of Hippocrates, however, errors are a constant reality in medi-
cine. Error rates vary widely in the literature, with estimates of from 
3% to 38% of hospitalized patients suffering from an adverse event 
due to medical error [17]. Error recognition is stressful for residents, 
but, if managed thoughtfully, errors represent a unique opportunity 
to facilitate learning [18]. Skillful educators are able to minimize the 
stress and the negative implications of resident errors while maximiz-
ing their educational value – at the bedside, in the conference room, 
during one-on-one meetings, and in the resident’s portfolio.

Learning from resident errors is also an essential part of resi-
dency education. Hobgood et al. [17] surveyed EM program direc-
tors regarding their utilization of resident errors in their programs. 
Improving performance and changing behavior were the most 
commonly cited reasons for reporting errors to residents. Less com-
monly cited reasons included to increase responsibility, enhance 
compliance, and satisfy requirements of regulatory bodies. Most dis-
closure of errors occurs during mortality and morbidity conferences, 
which are a common element of all residencies; however, residents 
also participate in departmental quality assurance pro-cesses to 
a variable degree [17]. Residents should participate in the quality 
assurance process as evaluators as well as evalutees. Being able to 
evaluate the work of others and possessing an understanding of the 
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peer-review process are minimum prerequisites for leadership roles 
in community practice.

Tailoring the individual resident experience

Systems to improve the continuity of learning
Residents in EM may interact with more than one faculty member 
during a shift and with many different faculty members during their 
ED rotations. Moreover, a given resident may not work together 
with a given faculty member for long intervals of time. It may thus 
be difficult for some faculty, especially part-time or noncore fac-
ulty, to become familiar with each resident’s individual strengths 
and weaknesses. By creating a culture of resident-centeredness and 
feedback within the residency, residents are more likely to take ini-
tiative and responsibility for their own learning agenda.

At our semi-annual “face-to-face” meetings with the residents, 
we begin with their own self-assessment in each of the core 
competencies and their progress with the program’s written goals 
and objectives for their level of training. After a review of the 
objective data and written comments by the faculty (which are 
organized by core competency) we ask the resident to generate a 
list of personal objectives for the next six-month period. Specific 
weaknesses in the core competencies or areas targeted for further 
excellence are thus identified and formally recorded.

It is widely believed that it is no longer adequate to perform 
only summative evaluations (e.g. end-of-rotation and semi-annual 
evaluations) in the absence of real-time feedback during clinical 
shifts. Most programs use some variation of a direct observation 
tool or “shift card” as a way to document real-time feedback. To 
enhance this process, the resident can draw the faculty’s attention 
to their personal objectives at the beginning of a shift. At the end 
of the shift, the faculty member can then provide feedback that is 
directed toward the specific weaknesses and needs of the individ-
ual resident. Ideally, this feedback is periodically provided to the 
resident in writing and can become part of the resident’s portfo-
lio. These brief reports should be reviewed on an ongoing basis 
by the residency office faculty and can be used by both the resi-
dent and the faculty in the preparation for the next set of personal 
objectives. They also allow for more timely identification of new 
problems and adjustment of goals and objectives in the intervals 
between formal evaluation meetings.
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Of course, no real-time feedback mechanism can be successful 
unless both faculty members and residents feel comfortable giving 
and receiving it. It is not necessarily natural, nor is it easy to deliver 
consistently constructive feedback, especially when the performance 
observed is unacceptable [19]. It may take substantial effort and lead-
ership from the residency office to create a culture where feedback is 
delivered regularly and thoughtfully by both faculty and residents. 
It is clear that faculty need feedback to improve as teachers no less 
than residents require it to improve as learners. Mini-workshops at 
faculty meetings where experienced teachers give brief examples of 
effective feedback can stimulate other faculty to improve at this criti-
cal skill. Similar workshops are also appropriate for residents, who 
are also frequent evaluators of junior colleagues and their faculty.

Remediation
Resident remediation and disciplinary issues can be complex for 
even the most seasoned program director to navigate. They require 
knowledge of the relevant legal, institutional, and GME regula-
tions. They also require setting clear expectations of residents in 
writing, and at the beginning of their training [20]. Although most 
faculty members will not be responsible for overseeing these issues, 
their participation in the remediation process cannot be avoided. 
In some cases, it is helpful to have a faculty member external to the 
residency office act as a coach, mentor, and/or liaison for a resi-
dent, because the residency office faculty may be perceived as the 
ultimate referees of the progress being made. We have utilized this 
model very successfully in our program. One essential considera-
tion is that the “external” faculty member be agreed upon by all 
parties.

In most cases, the entire faculty must be aware of and willing to 
participate in a remediation process. In addition to the residency 
office keeping the faculty informed at faculty meetings, it is critical 
for the individual resident to take a leading role by focusing their 
supervising faculty to their defined areas of weakness.

Didactic curriculum
Although a discussion of an EM residency didactic curriculum is 
not the focus of this chapter, the effect of the didactic program on 
the clinical teaching program is important. In contrast to most med-
ical and surgical training programs, it is difficult to link the didac-
tic and the clinical portions of the curriculum together. Residents 
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in the ED see undifferentiated patients of all demographic groups 
from their first day forward, regardless of what topics they have 
covered in their conferences and readings. At our program, which 
uses a module-based system to cover the essential knowledge 
base of the specialty, we have recently modified the curriculum to 
ensure that all of the most frequently encountered patient presen-
tations are dealt with early in the schedule. We have also intro-
duced a greater deal of redundancy in the curriculum, by formally 
repeating core topics such as electrocardiography, pediatric fever 
evaluation, and neurological emergencies in each year level, while 
introducing progressively more advanced concepts and literature at 
each stage. It is also clearly beneficial to engage the faculty at large 
in this process, with the curriculum readily available to them so 
that they may use it as a framework to gauge the residents’ knowl-
edge base and be acquainted with their learning materials. Making 
as much of the curricular material available online through a group 
server is an excellent way to accomplish this.

Summary

Clinical teaching in an EM residency should never be taken for 
granted. Over time, relationships between individual faculty members 
and residents evolve, enabling teaching and supervisory activities to 
be tailored to resident-specifi c educational goals. Although it is our 
hope that some of the background and suggestions that we have 
offered in this discussion are helpful, they can only serve as a starting 
point for motivated faculty. Ultimately, the best clinical teachers 
improve only by listening carefully and responding to the feedback of 
their two main constituent groups: the residents and their patients.
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Teaching residents how to teach

When a resident (U.S. term for a post-graduate physician in a spe-
cialty training program) enters their training program, there is no 
mandate that they possess good teaching skills. Nevertheless, resi-
dents assume teaching responsibilities almost immediately. The 
ACGME (Accreditation Council for Graduate Medical Education – the 
U.S. oversight body that sets post-graduate training requirements) 
recognizes the value of the teaching role of residents, and incorpo-
rates that requirement as part of the training accreditation process 
[1, 2]. Due to training proximity, residents often possess insight about 
learner needs and knowledge deficiencies. In addition, learners are 
often more relaxed and forthcoming since residents occupy “lower 
tiers” in the academic hierarchy. The “teaching skill set” that resi-
dents must develop does not differ dramatically from that of faculty 
(Table 12.1). This chapter focuses on non-procedural clinical teaching 
in the emergency department (ED) itself. Since the emergency medi-
cine (EM) resident most frequently interfaces with fourth year (senior 
level) medical students (MS4), this chapter focuses on that interaction.

The unique ED practice environment creates many challenges for 
the resident teacher [3, 4]. The initial challenge is developing accu-
rate and realistic expectations of the learner capabilities. Table 12.2 
lists several additional challenges facing the EM resident.

Setting teaching expectations

Recognize the anxiety accompanying the majority of MS4s as they 
begin their rotations in our complex EDs. Before jumping right to 
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patient care, it is helpful to defuse some of their anxiety. It is impor-
tant to set the “educational stage”. Consider starting the shift by asking 
some of the questions listed in Table 12.3. This places the learner at 
greater ease, and sets the tone and expectations for your time together.

Senior students have large gaps in their experiential and cogni-
tive database. Often the MS4 has never encountered or cared for 
a patient with the chief complaint, signs, or symptoms now con-
fronting them. Conversely, their general knowledge base may 
appear artificially strong if they have had a recent in-depth clinical 
experience with similar patients (e.g. their familiarity with doing 
a slit lamp examination immediately following an Ophthalmology 
rotation). The following questions are helpful in developing realis-
tic expectations of your learner:
● Have you ever taken care of a patient with this illness before?
● Are you comfortable doing this portion of the physical examination?

Table 12.1 The resident “teaching skill set”.

● Didactic presentations

 – Grand rounds and lectures

 – Less structured (e.g. case conference)

 – Small groups and workshops
● Clinical venue

 – Procedures

 – Bedside

 – Away from the bedside
● Learner assessment
● Written educational materials

Table 12.2 Challenges of teaching in the Emergency Department.

● Understanding/assessing learner needs
● Learner inexperience:
 – With acute disease presentations
 – Gaps in knowledge base
 – Limited experience with cultural and social issues
 – Transitioning from information gatherer to assimilator
● Balancing individual patient care needs with education activities
● Balancing overall patient fl ow with teaching multiple learners
● Adapting and adjusting to a “fl exible” teaching style
● Appropriate use and access of educational resources (articles, web, and so on)
● Assessing learner performance



148  Section 3: Teaching Specific Groups

If the response to either of the initial questions is “no”, ask them 
accompany you as you model the approach to the patient. This often 
saves the patient, the student, and you a large amount of frustration.

Table 12.3 Getting to know the learner.

● Where did you grow up?
● Where did you go to undergraduate school?
● What is your medical school/specialty choice?
● Have you worked in the ED before?
● What would you like to learn more about during this shift?
●  Do you understand that it is fi ne to say “I don’t know”, but I am relying on you 

to be completely honest in your answers to me today?

CAVEAT: Explain to the learner that the only way to get into 
trouble is to delay care for a sick patient. Assure that they 
understand that you want them to alert you at any time they 
encounter somebody who appears to be signifi cantly ill.

The majority of MS4s have little experience in critical thinking 
about patients. Prior rotations largely reinforce the role of “data 
gatherer” with the more senior team members doing the “data syn-
thesis” components. Because their prior clinical training on inpatient 
services reinforced and rewarded thoroughness of data gathering, 
one can anticipate that this component is overdone. The EM rota-
tion is designed to teach them the “broad strokes” of caring for 
patients with a wide array of undifferentiated conditions. Questions 
useful in teaching these “broad strokes” are listed in Table 12.4.

Do not underestimate the difficulty that these seemingly simplistic 
ideas may pose to your novice learner . Using these questions decreases 
the likelihood of encountering the robotic “inpatient presentation” 
style of regurgitating unfiltered historical data. Note these questions 
are specific and directive. Your learner will quickly ascertain that criti-
cal thinking and focus are the expectation during their ED rotation.

CAVEAT: request that all presentations start with a review of 
any abnormalities of the vital signs at some point during the 
fi rst 15 seconds of discussion.
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In general, discussions should assure a focus on the “ED approach” 
to a symptom complex or chief complaint. This includes an empha-
sis on teaching the ED “rule out the worst case scenario” approach 
to symptom complexes. Diagramming your thought process as 
you discuss the case provides an additional visual learning tool, 
and is particularly helpful in these general “approach to” scenarios. 
However, flexibility and situational awareness of your work environ-
ment is critical, lest patients inadvertently be inconvenienced or even 
harmed. During high volume periods it is appropriate to become 
directive and specific [5, 7]. The role flexes from teacher to supervisor. 
In these situations, encouraging your learner to jot down their ques-
tions for later discussion affords the opportunity to close the loop, 
and reinforce important concepts. For instance, “Why do you think I 
asked you to order that head CAT scan so quickly for the patient with 
the sudden onset of the worst headache of their life” or “Why did 
we order steroids for the teenager with the wheezing”? It is common 
to have multiple learners simultaneously. This may create a queue of 
learners waiting to staff their cases. Just as we triage patients accord-
ing to acuity, quickly explore which patient may be most important 
to see next by asking, “Who has a patient that requires admission?” 
or “Who has a patient with abnormal vital signs?”

The ED patient population is replete with “difficult” or “chal-
lenging” patients. MS4s have rarely encountered this spectrum of 
humanity with the accompanying complex psychosocial issues. 
They can easily become frustrated about caring for such patients. 
Teach your learner questions that can help them provide appropri-
ate care for the difficult patient. A sample of questions to ask such 
patients is listed in Table 12.5.

“Finalizing” a patient encounter affords an excellent opportunity 
to assure the proper care plan is instituted. This also provides you 
the chance to ensure that the learner has assimilated the major 

Table 12.4 Helpful questions used to teach the “broad strokes” of 
emergency care.

● Is this patient “sick” or “not sick”?
● What do you think the most likely diagnosis is?
●  Do you think this patient will be able to go home, go home with close follow-up 

within 1–2 days, or require admission to the hospital?
● If you could only order one test for this patient, what would it be?
● Tell me three things that could kill/harm this patient if not diagnosed today?
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points you taught them. Questions useful for finalizing the patient 
encounter are listed in Table 12.6.

Although there are many challenges to teaching in the ED, there 
are likewise many opportunities to engage in creative teaching 
activities, particularly in areas of predictable learner inexperience. 
A sample of these activities is listed in Table 12.7.

Pitfalls of resident teaching

Resident teachers will invariably face challenges and potential pit-
falls. The major pitfalls encountered by resident teachers are listed 
in Table 12.8.

Balancing creative techniques with the predictable pitfalls of 
teaching is a learned skill requiring practice and ongoing effort [5]. 
Do not equate ED systems knowledge with clinical knowledge 
and capabilities. The longer one works in the same ED, the more 
removed one becomes from feeling these pressures. Our teach-
ing EDs are extremely complex, with multiple layers of potential 
confusion ranging from patient assignment, ordering treatment or 
tests, accessing data, and discharging the patient. Residents often 
can more easily recall the systems issues that plagued their early 

Table 12.5 Helpful questions when caring for a “diffi cult” ED patient.

● What do you think is causing you to feel this way?
● What are you hoping that we can accomplish for you here in the ED today?
●  When symptoms have been present for more than several days: “What 

changed to make you decide to come in now as opposed to 12 hours ago or 

2–3 days ago”?
● If I could only fi x one of your problems, which one would you want me to fi x?
● Are you supposed to take any medications each day for any health problem?
●  Have you started taking any new medicines, changed the dose of any 

medicines, or stopped taking any medicines in the past 5 days?
● Have you ever been in the hospital overnight as a patient?

Table 12.6 Useful questions for “fi nalizing” an ED patient visit.

● What does the patient need to understand regarding their follow-up?
● What did you fi nd most challenging about this patient?
● What would you do differently the next time you care for a similar patient?
●  What’s the most important thing to remember when caring for a future similar 

patient?
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shifts. Anticipate that your learner will have difficulty maneu-
vering through the system. Remember, they are there to learn 
the “broad strokes” of our specialty, not the intimate quirks and 
nuances of your ED. It is even more helpful if you anticipate sys-
tem roadblocks and intervene accordingly.

The second common pitfall stems from the tendency of the 
teacher to emphasize things that are of personal interest and con-
fidence, rather than items of learner need. Paradoxically, the more 
“expertise” you have in a subject area, the more likely you are to 
stray here. For instance, rather than discussing the fundamental 
components of wound care, you instead focus on rarely encoun-
tered complicating situations (e.g. wound botulism). The learner 
often has difficulty prioritizing such information, and may errone-
ously generalize the exception into the norm.

Attempting to teach “too much” about each case is a major pitfall 
for early clinical teachers. It simply seems appropriate to try to share 

Table 12.7 Teaching techniques.

● Act the part of the consultant on the phone prior to placing the call
● Act the part of the family member inquiring about the treatment plan
● Act the part of the patient who will receive bad news
●  “Dry run” the procedure step by step on a colleague
● Scripted 1–2 minutes discussions about common diseases
● Pre-selected web sites, text tables, articles, photos
● Teaching fi les of “classic” EKGs
● Draw and outline key components

Table 12.8 Pitfalls in resident teaching.

● Assuming the learner can navigate the ED system
● Teaching too much about a given patient (focus on 2–3 “take home” points)
●  Focusing on what interests them, as opposed to what the learner needs to 

know
● Teaching specifi cs rather than concepts
● Teaching concepts when directive specifi cs are necessary
● Usurping care without explaining why
● Failing to be directive when patient care is potentially compromised
● Answering one’s own question
●  Failure to explain the difference between personal treatment preference and 

evidence-based treatment
● Correcting/counseling/reprimanding where others can overhear
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everything one knows about the management of a disease proc-
ess with the learner. Do not attempt to cover “too much” informa-
tion with the learner. Rather than a comprehensive discussion about 
the ED management of asthma, envision what you would wish your 
learner to be able to recall about the topic 6 months from now. Focus 
your teaching on these 2–3 points. More than three invariably will 
lessen recall or inadvertently create improper emphasis. By developing 
“scripted” 1–2 minute overview synopses about common complaints 
such as pharyngitis or back pain, you communicate key information 
efficiently. Use electronic files or paper copies of important material to 
reinforce your message. Examples include “The rational clinical exam-
ination. Does this patient have strep throat?” [6], Ottawa Ankle Rules, 
or physical therapy exercises diagram for low back pain. Electronic 
databases afford rapid access to clinical images, radiographs, and EKGs 
to augment the teaching interaction. Keep a list of helpful sites easily 
accessible and consciously include them in your teaching process.

It is also tempting to teach about topics you are most familiar and 
comfortable with. Try to maintain a perspective about the needs of 
your learner as opposed to your desires and interests about teaching 
content. This is particularly true as you develop “expertise” about a 
subject and your natural enthusiasm will push you towards sharing 
subtle nuances as opposed to the more needed generalization.

Just as there are difficult patients, there will be challenging 
learners. Avoidance of certain chief complaints is common, and 
stems from fear of the unknown (learner does not know how to 
even start the case) to poor work effort. Conversely, some learners 
are so enthused that they quickly may assume care for too many 
patients. In both situations you must become more directive, either 
dealing out patients from the pick-up list, or asking the overex-
tended learner to check in before assuming a new case. Physicians 
already in training may display variable interest in patient popu-
lations they will likely not encounter in the future, such as the 
internal medicine resident avoiding the febrile infant. Be creative 
in finding ways to make such cases more interesting to the learner 
(“What is this was your child/grandparent/family asking advice?”).

It is awkward to wait for a learner to answer a question. At times 
this stems from the obtuse nature of the query, leaving the learner 
playing the “Guess what I’m thinking” game. In general, give the 
learner time … up to 15 seconds … to develop a response. If the 
learner struggles, consider rephrasing the question, or alternatively 
gaining closure by stating, “OK, go ahead and give me your best 
guess”.
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Anticipate the learner’s inexperience in dealing with phone con-
sultants and with sensitive patient–family communications. Do not 
set them up to fail, particularly when you expect potentially difficult 
interactions (the “crusty” consultant or breaking the news of a prob-
able lung cancer found on CAT scan). By “play-acting” the role of 
the consultant or patient beforehand, you build confidence in your 
learner and may effectively steer them away from trouble. Stand 
nearby to monitor the consultant conversation, and in the situation 
of delivering bad news, you may wish to model this technique for 
the learner, or at lest accompany them to the patient’s room.

There are several behaviors universally resented by learners. The 
first is usurping care from them without providing an explanation 
about why you did so. Tactfully but truthfully providing this infor-
mation is important to learner development. The second is failure to 
explain the difference between one’s personal management prefer-
ences, and those firmly established in evidence-based practice. Much 
of ED practice lacks the scientific support of large well-designed 
randomized controlled trials. Communication about clear evidence 
as opposed to personal preference in the absence of such is impor-
tant. Criticizing the learner in the presence of others, particularly 
patients, families or their peers, creates resentment and impedes 
learning. The ED physical plant challenges the recommendation to 
“praise in public, perfect in private”. One must be particularly tact-
ful and aware at the bedside. Develop scripted replies for use when 
your learner struggles such as “That’s a very interesting thought” or 
“That approach works nicely for many patients, but in this situation 
I think we will use this alternative”.

Learner assessment

Closing the loop by providing formal feedback to the learner is 
an important component of the clinical teaching process [7–9]. 
In developing feedback, it is useful to break the patient encoun-
ter into three discrete “compartments”: data gathering, data syn-
thesis, and communication/professionalism. Assign a “grade” (e.g. 
Honors, High Pass, Pass, and so on) to each individual compart-
ment, then combine for a composite “patient grade”. Using the 
“patient grades”, one develops a composite shift grade. The infor-
mation gathering aspect analyzes the history, physical examination 
and use of ancillary information (family, emergency medical serv-
ice (EMS) records, nursing notes, and so on). The data synthesis 
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component examines the therapeutic plan (diagnostic tests, treat-
ments, disposition, involvement of consultants, and so on).

Communication/professionalism items include starting the shift 
on time, attire, work ethic, presentation skills, charting, interac-
tions with consultants, nursing/prehospital care providers and sec-
retaries, and bedside discussions with the patient and family. Note 
that you cannot accurately assess much of the data gathering and 
the majority of the communication/professionalism components 
without conducting direct observation of the learner. Whenever 
possible, conduct these observations without alerting the learner, 
for humans tend to change their behavior when they know they 
are being watched. You may do this by seriptiously standing just 
outside the exam room door or behind the curtain and listening to 
the conversation, or near the student as they speak with a consult-
ant on the phone.

Staying organized as a teacher

Although it may at times be difficult to manage your own patient 
load during a busy ED shift, the complexity seemingly increases 
logarithmically when sheparding multiple learners through the 
care of their patients. It behooves you to develop a method to 
organize the care process for patients under your supervisory 
responsibility. How and what information you record is less impor-
tant than assuring the method works for you. At minimum, cap-
ture the patient’s age and sex, location, presenting complaint, and 
components of their management plan. You may also wish to have 
a code to annotate after you have evaluated the patient yourself, 
informed your faculty about the patient, and written a note on 
the medical record. Use this form to also capture specific observa-
tions that you wish to incorporate into your summative evaluation 
of the shift. For instance, “understood empiric therapy for Strep 
throat, including CENTOR” or “explained treatment plan without 
using medical jargon”. These take seconds to record during the 
shift, but provide the details to allow more than platitudes such as 
“good job” that learners find to be of minimum benefit.

Conclusion

The recommendations presented in this chapter are a compilation of 
teaching techniques of use in “ideal” circumstances. It is uncommon 
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to bring all of these into play on even a single patient encounter. 
Instead, the resident teacher must experiment with using varying 
components as time and patient flow permit. Setting a goal to incor-
porate several of these over the course of a shift is realistic, and 
greatly appreciated by the learner. Learners appreciate enthusias-
tic, receptive, and interested teachers. They have significant gaps in 
their knowledge base and clinical skills, and this coupled with the 
demands of real-time ED patient flow mandate a flexible approach to 
teaching. Conceptually, dividing the patient encounter into informa-
tion acquisition, data synthesis, and communication/professionalism 
permits a more realistic performance expectation and assessment. 
Direct observation of the learner permits evaluation of aspects of 
data gathering and communication/professionalism otherwise not 
readily assessed. By anticipating system pitfalls and navigating the 
student through those, the resident teacher more effectively bal-
ances patient and learner needs. It is important to develop an organ-
izational tool to allow tracking of patient progress and performance 
specifics of merit to incorporate into a summative evaluation.

Summary points

● Set expectations for the learner
● Be an enthusiastic and approachable teacher
● Anticipate problems with navigating the ED system
● Anticipate signifi cant knowledge/clinical experiential gaps
● Review patient vital signs early in the encounter
● Model novel patient care situations for the learner
● Conceptually break the patient encounter into information 

gathering, data synthesis, and communication/professionalism 
components

● Do not try to teach too many concepts for any given patient
● Develop “scripted” educational sound bites and questions for your 

learners
● Play-act the role of a consultant, patient or family to “dry run” a 

diffi cult communication
● Be fl exible in the use of time and teaching style depending upon 

ambient ED conditions
● Develop a system to monitor the progress of your learners’ patients
● “Finalize” patient encounters with the learner
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Tips for EM educators supervizing resident teaching 
efforts in the ED

● Directly observe the teaching activity, and provide feedback
● Do not usurp a teaching encounter unless the resident is clearly 

fl oundering
● Model novel educational situations
● Share your organizational techniques for monitoring patient care
● Share informational databases you use as educational adjuncts
● Ask what they hope the learner will recall about caring for a 

patient with a similar clinical condition in the future
● Play-act the role of the learner for a given situation
● Challenge the resident to look for “non-medical” teaching 

opportunities during patient encounters (ethics, professional, societal)
● Do not discredit the resident in front of the learner (have tactful 

methods to move the encounter along, then share your concerns 
privately)
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As Emergency Medicine (EM) has developed and become a formal 
specialty, attention to its unique learning environment and meth-
ods of educating trainees has increased. Gone are the days of “see 
one – do one – teach one” in the Emergency Department (ED); as 
with other medical specialties, the value of refining, standardizing, 
and devoting study to specific educational practices has become 
increasingly important. Formal and informal teaching has been 
studied and described in other medical settings – the hospital ward, 
the outpatient clinic – the ED presents distinct opportunities and 
challenges to both teaching and learning.

In the ED, there is a higher degree of interruption than a clinic 
or hospital ward, and learning opportunities are available around 
the clock, rather than just during normal business hours. EM edu-
cators must address the needs of student and resident rotators from 
a wide variety of specialties, rather than a monospecialty team. 
Shift times may be asynchronous among levels of training, leading 
to “no good time” for dedicated learning. Institutional pressure for 
patient flow and efficiency is often at odds with the desire for dedi-
cated educational time. Learners and educators must be aware of 
these constraints while recognizing that the ED provides the best 
exposure to undifferentiated patient cases and the ability to follow 
a case from inception to diagnosis to treatment and disposition.

What makes a great teacher in the special environment of the ED? 
Some EM-specific research highlights widely accepted characteristics of 
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superior educators, and is in agreement with evidence presented from 
other medical specialties. In order to fully understand what makes an 
EM teacher great, one must explore what learners themselves want 
from their teachers and what established EM teachers consider good 
practice. Also important is the consideration of different teaching styles 
in the unique ED setting and identifying barriers to great teaching.

What do learners want from their teachers?

Several studies based in ambulatory clinics or hospital wards have 
identified what learners – medical students and residents – believe 
are characteristics of good teachers. A meta-analysis of the char-
acteristics of effective clinical teachers and their teaching methods 
revealed that educators take on several important roles: an effec-
tive supervisor, a dynamic teacher, a role model, and a supportive 
person [1]. These roles shift in preference depending on the learn-
er’s level – medical students generally prefer the traditional instruc-
tional role when the teacher controls the environment, whereas 
residents more frequently describe good teachers as those who are 
supervisors and supportive of their autonomy [2].

From each specific educational experience, learners value teach-
ers with enthusiasm, clearly stated answers and objectives, opportu-
nities for problem-solving, and a true mentoring relationship with 
their educators [3]. A focus group of internal medicine residents 
identified a set of characteristics for “skilled” bedside teachers – 
arguably the most frequent type of instruction readily available in 
an ED. They concluded that faculty who had the ability to conduct 
timely, efficient, and beneficial bedside instruction for a variety of 
learner levels, and were unafraid of the barriers to bedside teaching, 
had the greatest success in this particular medical setting [4].

Studies of EM learners mirror the above findings. A focus group 
of students, residents, and off-service intern ED rotators developed 
several consensus principles of effective teachers: those who seize 
the teachable moment, give appropriate feedback, are learner-
centered, have a good attitude, and are good role models with 
effective teaching skills [5]. The teacher’s level of training (resident, 
junior or senior staff) was found to be unimportant if teaching was 
tailored to the learner’s needs. Other educator characteristics that 
EM learners value include efficiency, organization, knowledge 
base, adaptability to barriers, and respect for patients [6].

Synthesis of the above research on both EM and non-EM based 
learner preferences reveals several core truths (see Box 13.1). 
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Perhaps most appropriate to the ED, educators who take time to 
teach – or “seize the teachable moment” – without fear of the many 
barriers to instruction are highly valued by learners. Enthusiastic 
role models who are learner-centered in their approach deliver the 
highest quality educational experience. This places demands on 
the educator – how to tailor instruction to a wide variety of learner 
backgrounds and styles? – but the best teachers are able to provide 
this in an efficient, organized manner.

What do medical educators believe are 
characteristics of great teachers?

Although learner preferences are important, historically medical 
education has progressed “on the shoulders of giants” (i.e. with each 
generation of excellent teachers learning from those preceding it). 
Only in recent times has serious study been given to investigate why 
great teachers were considered great, and how they imparted their 
knowledge and methods to their students. With the premise that all 
teachers are learners first, several studies of accomplished physician 
educators have investigated how these instructors achieved suc-
cess. The influence of positive role models was unanimously stated, 
particularly important since many teachers receive little or no for-
mal educational training or supervision [7, 8]. Even fewer physi-
cian educators receive focused training in educational principles 
that facilitate their roles. Institutional encouragement, recognition 
and promotion of formal and informal teaching, and establishing 
dedicated time strictly for education, was also seen as critical for the 
development of excellent medical educators.

Other educators across specialties have proposed characteristics of 
the “ideal” medical teacher – stimulating, encouraging, competent, 

Box 13.1 What do learners think makes a great teacher?

“Seize the moment”
Learner-centered
Professional role model
Enthusiasm
Overcomes educational barriers
Effi cient and organized
Strong knowledge base
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communicative, and knowledgeable [9]. An expert opinion 
described habits of effective clinical teachers, namely: focusing on 
learner needs, thinking out loud (i.e. making clear the reasoning 
behind decisions or statements), remaining clear and simple, link-
ing learning to patient care and kindness, adapting and embracing 
any situation, and demonstrating good listening skills [10]. These 
habits were reiterated in a survey of teachers and students in the 
ambulatory setting, where involving and stimulating learners, and 
offering clear expectations with skillful patient care significantly 
predicted overall teaching effectiveness [11].

In a survey of accomplished (award-winning or highly pro-
moted) EM teachers, several strategies were identified that contrib-
uted to a superior learning experience. In short, these educators 
believed that all of the following contributed to their own educa-
tional success: learner-centered activity, tailoring teaching to the 
situation and environment, acting as a role model with a good 
attitude, and efficient use of all available resources [12]. Teachers 
who focus their information on the needs and levels of the learner, 
in an environment where expectations are clear and mutually 
agreeable, and show active involvement in patient care have the 
greatest success. These educators also suggest that having differ-
ent teaching strategies on hand for any situation – busy or slow 
times, day or night, with solitary students or with a mixed group 
of learners – allows them to deliver a consistent product regardless 
of circumstance.

Teachers of medicine tend to agree with learners on their ideal 
characteristics for an educator (see Box 13.2). Primarily, educators 
should be learner-centered – focusing on the learner’s needs, dem-
onstrate a competent level of training, engaged in patient care, and 
able to target specific objectives in the educational exercise. Teachers 

Box 13.2 What do great teachers think leads to their success?

Positive role model
Learner-centered
Positive attitude/enthusiasm
Adaptability
Patient care and involvement
Ability to “seize the moment”
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are also expected to “carpe diem” – seize any learning opportu-
nity that arises without regard to institutional, environmental, or 
time pressures that exist. Efficiency, organization, and preparation 
are crucial for success. Perhaps the most important – but also least 
tangible – requirement for great teachers is that they act as positive, 
enthusiastic role models with an excellent attitude. These 
approaches maintain the time-honored tradition of mentoring med-
ical professionals as an important function in modern education.

What styles do great teachers use?

There are several general lecture styles that teachers may use to 
convey information. The oldest and most common style in medical 
education is the didactic lecture. In this format, the teacher conveys 
his/her knowledge unidirectionally to a group of learners with lit-
tle interruption for questions or interactive discourse. While this is 
a common and efficient strategy utilized in medical education due 
to the sheer volume of knowledge and poor student–teacher ratios, 
it may be inefficient and not ideal for standard on-shift teaching in 
a busy ED [13].

An interactive style of teaching, with a steady flow of questions 
and answers between teacher and learner, is more engaging and 
often more appropriate for the ED. Superior educators are skilled 
at maximizing the yield from a series of focused questions in order 
to stimulate learning. These teachers ask clear, targeted ques-
tions appropriate to the learners’ levels, allow for multiple correct 
responses, use queries that require more sophisticated thought 
than a simple yes/no, and – perhaps most importantly – allow suf-
ficient wait times (3 seconds or more) for a response [8, 13].

In addition to strict lecture and questioning styles, EM teachers 
may have opportunity to provide direct demonstration of a particular 
technique or procedure to students and residents. This may be 
somewhat time-consuming and inefficient, but quite effective in 
providing proper training in a skill set that is perhaps infrequently 
seen or performed in the ED. This demonstrative style can ultimately 
foster learner autonomy as it provides them with a standard skill 
set that they can then work to achieve.

A simple “microskills” model of clinical teaching has been proposed 
that provides a framework for structuring the educational experience 
[14]. The first two tenets of this model are learner-centered: “get 
a commitment” (allow the learner to present and commit to solving 
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a particular case or problem) and “probe for evidence” (by analyzing 
the learner’s reasoning, gaps in their knowledge or thought process 
can be ascertained). The educator then teaches “general rules” – 
standardized bits of knowledge targeted to the learner’s level. 
Finally, the teacher “reinforces what’s right” – supporting accurate 
knowledge – and “corrects mistakes” by discussing errors and how 
to prevent them in the future. These last three microskills are geared 
towards tailoring teaching to the learner and building a foundation 
for future knowledge. By remaining learner-centered, this model 
gives learners what they seek and allows great teachers to deliver a 
consistent experience.

Choosing a unique educational style – but remaining flexible 
within the constraints of each situation – is another hallmark of 
a successful educator. Having a set of well-rehearsed “teaching 
scripts” on hand that can be applied to a variety of cases is a popular 
strategy among clinical teachers [3, 15]. Great educators choose 
their teaching cases wisely, and focus on those that will maximize 
learning broad concepts. Teachers must also be flexible in their 
personal style – alternatively authoritative, collaborative, suggestive, 
or collegial – where appropriate to the situation. In the constantly 
changing environment of the ED, great teachers marry a set of 
tried-and-true teaching styles with the current needs of the learner 
group and demands of the circumstances at hand.

What are environmental adjuncts and 
barriers to successful teachers?

Numerous barriers to teaching effectively have been detailed, 
both by medical educators and learners and may be divided into 
learner, teacher, and environmental obstacles [4, 10, 12]. Learner 
barriers include a lack of interest, preparation, time, and resources. 
Teacher-centered impediments include frequent lack of time and 
available resources, discouragement of teaching in favor of billable 

Box 13.3 The “microskills” model of clinical teaching

Get a commitment
Probe for supporting evidence
Teach general rules
Reinforce what’s right
Correct mistakes
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activities or research, mastery of patient case detail, lack of formal 
teaching skills, and personal factors such as burnout and ego. 
Environmental obstacles include the physical makeup of the physical 
setting, variability in patient cases, and overall support for teaching 
within the institution. EM teachers face additional challenges not 
seen by the ward or clinic; there is often no prior relationship with 
the patient, and their condition or diagnosis is often unknown at the 
time of interaction (i.e. the undifferentiated sick patient), and 
the high degree of interruption facing every busy ED.

As noted above, successful teachers are undaunted by the many 
challenges to medical education. Indeed, available evidence shows 
that environmental or workload constraints have no significant effect 
on teaching scores [6, 11]. Learners ranked those teachers highest 
who had excellent teaching skills, showed willingness to teach, and 
established a positive learning environment – irrespective of the avail-
able patient case mix, faculty workload, or design of the clinical site.

Great teachers use what is available to them. They are aware of 
the unique obstacles to high-quality education in the modern, busy 
ED but develop strategies to minimize these impediments. Using 
the microskills model, some have proposed a “one-minute teach-
ing” strategy – learners and teacher perform a history and physi-
cal exam together, then learners commit to a diagnosis while the 
teacher assesses reasoning and focuses on a single teaching point, 
corrects mistakes, and reinforces correct thinking [3]. Even a busy 
ED shift is permeated with multiple “one-minute” opportunities 
for the successful teacher to identify.

In the ED, great educators know patient flow well enough to 
identify traditionally less busy times where dedicated teaching might 
occur, and may utilize unused areas within the department – a code 
area that is kept open but rarely occupied, for instance – for fewer 
interruptions during instruction. Other creative solutions include 
regular, weekly “board rounds” – both on and off-shift faculty, 
residents, and students meet for a brief period in the ED to discuss 
and teach about currently active cases. This provides for fresh 
perspective, positively impacts patient care, and uses available 
resources for problem solving [16].

Conclusion

Great teachers of EM are a diverse group of clinicians and 
academicians, but the core behaviors and principles that promote 
their success are standard. A primary focus on learners, enthusiasm 
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and proper role modeling, adaptability and an undaunted ability 
to seize the teachable moment are all as important as a strong 
knowledge base and clinical acumen. What learners and teachers 
want is the same: to provide the best possible educational experience 
in any available setting. Though the ED is a unique environment 
with its own special challenges, good teachers employ simple but 
powerful strategies for success.
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Effective presentation skills

Joseph R. Lex Jr.
Emergency Medicine, Temple University School of Medicine, Philadelphia,
PA, USA

Introduction

As a teacher of emergency medicine, you will sooner or later be 
asked to give a talk. Your reaction to that request will depend on a 
number of factors, including the didactic sessions you have heard 
throughout your education. You have been exposed to hundreds – if 
not thousands – of hours of talks during your career. Which ones are 
still clear in your memory? What made them exceptional? When 
you think about what makes a certain talk unforgettable, the features 
that almost certainly stand out are a knowledgeable teacher who 
was excited about the material and who was clearly eager for you 
to learn. That educator knew the material and projected enthusiasm 
about it. The talk was simple and well organized, which made it easy 
for you to take notes. There were only a few take-home points, and 
they were reiterated throughout and at the end of the talk. And the 
speaker finished at least 2 minutes early.

Why have you forgotten the hundreds of other talks you have 
attended? I will bet if you think about it you will recall poorly pre-
pared speakers monotonously reading from slides with minuscule 
print and giving encyclopedic knowledge with no clear beginning, 
goal, or endpoint. That is what you must avoid if you want to be 
one of those memorable teachers your students speak about with 
admiration years after you have influenced them. This chapter will 
give you 10 principles you must follow to achieve that goal.

Warning: This chapter will not cover the use of PowerPoint® 
and other presentation materials. For that you will have to look 
 elsewhere [1].

Practical Teaching in Emergency Medicine.  Edited by Robert L. Rogers

© 2009 Blackwell Publishing Ltd. ISBN: 978-1-405-17622-4
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Rule #1: Know the type of talk you are giving

You will give two different types of talks through your career. The 
final goal for each type is the same: impart knowledge, change 
practice, and improve patient care and outcomes. The structure of 
each of these talks is very different.

The core content talk
The first type is the so-called core content talk, which involves an 
apparently simple transfer of knowledge from a textbook chapter 
to a slideset to the mind of your learner. Initially, this looks easy – 
just copy-and-paste from the on-line version of the textbook and 
make up a bunch of slides. If you do this, it will be almost imme-
diately apparent to your listeners that you have cobbled together 
endless facts which they can not possible absorb. They would be 
better off if you just photocopied the chapter and gave it to them to 
read  during quiet time.

By definition, the core content talk must cover masses of mate-
rial, much of which must be recognized or memorized. You can 
help your audience get a handle on the important material by 
dividing the essentials into bite-sized chunks.

For example, you are assigned the topic “Oral and Dental 
Emergencies.” Outline your talk on paper before you ever go near the 
computer. Decide on the text you are going to use and see how the 
material is organized. Then divide the topic by anatomy, superficial 
to deep: lips, teeth, gums, tongue, palate, uvula, tonsils/peritonsillar 
area, and posterior oropharynx. Then talk about the important con-
ditions affecting each of these structures and how to treat them: 
for example, lips: angular cheilitis (perlèche), herpes simplex (cold 
sores), lacerations and regional blocks, vermilion border, and so 
on. Next, talk about the teeth – teething, caries, 3rd molar pain, 
periapical abscess, pericoronitis, post-extraction pain and dry 
socket, post-extraction bleeding, chipped, loose, avulsed, and miss-
ing teeth. When you have finished your outline, then and only 
then should you start making slides, looking for illustrations, and 
so on.

If you follow this technique your talk will be organized so that 
your audience can take notes in outline format. Their notes at the 
end of the talk should look a lot like the outline you used to develop 
the talk. Your outline also makes for a natural handout – give it to 
your audience and let them fill in the blanks.
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This type of talk supplements the written material, and your 
audience will benefit more by reading the assignment either before 
or after the presentation.

The other talks
There are many other reasons to give a presentation. You may want 
to present the results of your own research, pass on a new message, 
clarify frequently confused information, motivate a change in prac-
tice, communicate a vision, or share a new and striking concept. 
The important thing to remember is that you must deliver informa-
tion that the audience cannot get simply by reading a journal paper. 
And you always want to point your audience to additional learning 
resources.

In a 60-minute talk attended by 40 people, the cost is 40 human 
hours times the hourly value of each person’s time plus the time 
spent traveling to hear the talk. If what you present could have 
been accomplished reading an article for 10 minutes while at the 
breakfast table or on the subway, you have wasted a huge amount 
of peoples’ time.

The mark of a bad presenter is not necessarily withholding infor-
mation, but giving too much without presorting and editing. This 
is not the time to become a human encyclopedia, inflicting fact 
after fact on a numbed group. Rather than say more, you should 
say less. Concentrate on delivering three to five major points. Your 
audience welcomes distilled information and a road map for learning. 
Again, think of the best presenters you have heard – they anticipated 
the question you might ask and answered it without prompting. 
That is the mark of a great teacher.

Another advantage of putting across a limited number of 
major points is that it makes your job of developing the talk eas-
ier. Instead of a 45-minute talk, you are now developing 3 or 4 
or 5 talks, interrelated, but each only 9 to 15 minutes long. It is 
a lot easier to write a 10-minute talk than to develop a coherent 
45-minute talk.

Now that you have a 10-minute block, write down the point you 
want to make in that segment. Only after you have the conclusion 
should you start developing that section. Your goal is to spend 9 
minutes developing the argument made in the last 1 minute, much 
like a lawyer.



Chapter 14: Effective presentation skills  171

Rule #2: Know your audience

If you speak only to residents, you know your audience. But what 
if you are invited to speak at another hospital, residency program, 
or unfamiliar setting? Do not assume you can give the same talk 
you give in front of a sympathetic crowd of people you work with 
daily. Find out who will be present – physicians, nurses, adminis-
trators, lay people. Are they all emergency physicians, or can you 
expect some trauma surgeons, family physicians, or hospitalists in 
the audience? What is the anticipated audience size? Why are they 
attending – required Continuing Medical Education? Do people 
primarily come for the free lunch? Is it a mandatory talk to meet 
some hospital or state requirement? Are there specific points that 
your host wants you to make? Can you expect disagreement 
from certain audience members? The more you know about your 
 audience, the easier your job will be.

Also make sure that your cutting-edge technology is compat-
ible with what is available at your speaking venue. Know whether 
you will be restricted to using a laptop at a podium or can freely 
 wander and use a remote control.

Rule #3: Know your ending

Why is this topic next? The end of the talk is the earliest part of 
the talk you should develop. Many talks are mediocre because 
they sputter to a halt with no warning, leaving the audience with a 
dissatisfied puzzled look. One of the most anticlimactic statements 
you can utter is “Well, I guess that’s all I have.” The end of the talk 
is your opportunity to sum-up and emphasize the points you want 
people to take home. Recap the three to five main points you will 
make, and tell people how to use them.

Another technique is to leave your audience with something extra 
to think about. You could finish by saying, “We’ve covered a lot of 
material today, but believe it or not there’s more. Consider this …” 
Take time to script and rehearse a strong, emotional concluding 
statement that leaves your audience with a vivid mental image.

Always end by saying “Thank you.” If you do not cue your audi-
ence to the end, they may be confused (or annoyed). The social ritual 
of thanks, followed by applause, gives finality to your talk and com-
forts everyone. A question period may follow, but supply proper clo-
sure before starting the questions (see Rule #9: Set the ground rules).
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Rule #4: Know your beginning

After you have developed your ending, go back to the beginning. 
Giving a talk is like flying an airplane – the most difficult times are 
the take-off and the landing. The rest of the time, you should be 
on autopilot.

Start by introducing yourself, even if you have just been intro-
duced. People are getting settled in and may have missed what 
someone said about you. Do not hesitate to tell people who you 
are, where you are from, and why you are giving this talk. It takes 
less than a minute and lets your audience see your confidence 
right from the beginning.

Memorize your opening, but not the whole talk. If you learn by 
rote the spiel for the first few slides, you will get a smooth start no 
matter how anxious or tired you are. It gives your nerves a chance 
to settle before you go into the autopilot portion of your talk. (If 
you do not feel that you can comfortably get to this state, see Rule 
#10: Getting over stage fright).

Tell the audience up front why they need to pay attention and 
why your talk is important to them. Examples: “I will give you the 
information you need to help prevent contrast-induced nephropa-
thy in your patient” or “I will tell you about an injury which is the 
number one cause of successful litigation against emergency physi-
cians.” If you have not grabbed your listener’s attention in the first 
few minutes, you may never do so later.

It is perfectly okay – and even encouraged – to give the conclusion 
at the beginning. Your audience hears it once at the beginning, a sec-
ond time when you are in the middle of your talk, and a third time 
as you finish. You should even think about saying it a fourth time.

Rule #5: Know your material

You have heard the statement before, and I will verify it for you: 
the best way to learn a subject is to teach it. Whether you tutor 
a group of Emergency Medical Technicians at a local fire station 
or you give a keynote presentation at an international gathering 
of hundreds or thousands, that principle stays the same. No mat-
ter how good your presentation skills may be, you will come up 
short if you do not know your topic backwards and forwards … 
and sideways.

Anyone can read a bunch of slides. As an educator to be remem-
bered, you must know your material well enough so that you 
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can change things “on the fly,” depending on the reactions from 
your audience. You can ad lib and improvise to meet the needs of 
your viewers as you see their responses: blank stares cause you 
to rephrase a statement, puzzled looks encourage you to find out 
where more explanation is needed. You are part editor, part direc-
tor, and part actor. Rather than “lecture” you are involved in a 
running conversation with your listeners.

While preparing your talk, you will predictably learn something 
new about your subject. When you pass on that information to 
your audience, your enthusiasm will be apparent.

Rule #6: Pay attention to your voice and tone

Quiet and dull never sold anything; your audience will not learn 
a thing if they are asleep. Talk just a little louder than you think 
is necessary. At first you will sound loud to yourself, but the audi-
ence interprets this as enthusiasm and authority. Your volume and 
projection must match your physical appearance or you will not 
look and or sound correct.

When starting, do not ask, “Can everybody hear me?” Rather, 
“Do I need to speak louder?” If somebody cannot hear you, they 
cannot answer your question.

While a bad speaker talks at the same speed, volume, and inten-
sity throughout, a good speaker has a cadence and a volume that 
varies with the subject matter (odds ratio for falling asleep during 
talk with monotone presenter, 6.8) [2]. A good speaker emphasizes 
important words and ideas by speaking even louder, or by using a 
slow and deliberate voice, or by repeating a key concept. While we 
have been conditioned to think that silence (“dead air”) is bad, a 
few seconds of quiet before and after a key point can drive it home 
effectively.

Organized communication comes from an organized mind. 
Give yourself permission to take as long as you need to develop 
what you will say next. You know the material, so trust yourself: 
stop thinking after you start a sentence. A poor speaker frequently 
rethinks a sentence once it is started, and what comes out is confused 
and uneven. When you do not know what to say next, be quiet: 
the audience is not going anywhere. You have a right to remain 
silent. You can even repeat the last thing you said in an effort to 
jog your memory; your audience will hear it as emphasis on what-
ever point you have just made.
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It is not vanity to listen to yourself speak: it is essential. You will 
be your own most astute critic, picking up annoying tics and quirks 
you would never discover otherwise. Record and listen to yourself 
every chance you get. Count the number of times you start a sen-
tence with “So…” or “By the way…” or “Basically….” Then count 
the number of times you end a sentence with “Okay?” as a ques-
tion. You may be chagrined by your findings.

Practice pronouncing final syllables, and make sure that you 
form final consonants distinctly. Overdo it, since a large percentage 
of the population may have a hearing defect: think of them when 
you practice.

Many years ago when I was a radio announcer I was aghast 
when I first listened to my air-checks. I heard a “small market 
inflection,” a slight upward inflection of the words at the end of a 
sentence in an effort to avoid monotone. You still hear it on most 
local community and college stations. As a polished speaker, you 
will avoid this vocal quirk.

Another thing I learned from radio is the “audience of one” 
technique. When you are sitting in a studio by yourself and speak-
ing into a microphone, you try to speak to one person. You can 
translate this second-person singular technique to a roomful of 
people, but it takes practice. Rather than, “How many people use 
bedside ultrasound during the secondary trauma survey exams?” 
try saying “Do you do use bedside ultrasound during the secondary 
trauma survey exams?” It is a far more personable way to connect 
with your listeners as each person in the room hears the question 
as an individual, rather than as a crowd. Each time you ask a rhe-
torical question, look at one individual and phrase it to him or her. 
It takes some practice, but is a very powerful tool.

Rule #7: Know your body language

A much-discussed study shows that students can accurately pre-
dict a teacher’s ability to communicate effectively after watching a 
30-second video clip of that teacher – with the sound turned off 
[3]. Even good teachers are not cognizant of how their body lan-
guage and vocal nuances affect an audience’s reception.

Fixing nonverbal behavior is not easy, and it is almost impossible 
to fix as you speak. You must concentrate on it during rehearsal. 
Slow down all your motions; concentrate on moving only one part 
of your body at a time very deliberately. Speaking is performance, 
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and as a performance artist you should be aware of where your 
body is every minute. There is an athleticism and grace transmitted 
by the best speakers. It comes with practice.

Just as we get most of the information we retain from our visual 
sense, our strongest impressions of a speaker are often visual impres-
sions. A gesture, whether intended or not, is apt to have as great 
an effect on listeners as the words you are speaking. Either make 
relevant, productive gestures or make none at all. Use your hands 
to make natural gestures, just as in normal conversation, but make 
them broader. Small gestures look tentative and uncertain when 
you are in front of a group. When you are not using your hands, 
keep them by your side. The fig leaf position with hands clasped in 
front of you looks defensive and gives the impression that you are 
apprehensive and lack certainty. It is okay to put your hands in your 
pockets occasionally, but do not keep them there for long as this 
impairs your ability to gesture naturally. And you will be tempted to 
play with keys, coins, or other items your hands may find.

Stand with your feet slightly apart – no more than the width of 
your shoulders. If your feet are too far apart, you will look con-
frontational. If your feet are too close together, you will look stiff 
and nervous, like you are standing at attention.

Facial expression is startlingly important. It has been reported 
that 7% of meaning is in the words that are spoken, 38% of mean-
ing is in the way the words are said, and 55% of meaning is in 
facial expression, although this rule has been disputed. Enthusiasm 
is contagious. Let your audience know that you are committed to 
your ideas and excited about them; they will not only hear your 
enthusiasm, but they will see it in your body language and they 
will then feel it as well.

Rule #8: Know your environment

If you speak in a room with a podium, ignore it except to avoid 
bumping into it or tripping over it. Move around the room. Make eye 
contact with everyone in the room at least twice during your talk. If 
the group is small, do it even more frequently. If there’s a sturdy table, 
sit on it briefly. Your audience will be more comfortable with you if 
you seem comfortable with them. Movement gives the audience the 
impression that you are talking with them rather than at them.

If you are provided with a laser pointer, be very, very careful. I 
recommend not using it at all. Invest in an old-fashioned telescoping 
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pointer. Think about the ways you have seen laser pointers used. 
Speakers have a tendency to “circle” items on their slides rather 
than point – and you have absolutely no idea what they want you 
to see. Do you still run your finger under the text when you read? 
If not, do not make your audience do the same. Put the laser down 
and no one will get hurt. If there is something you want to high-
light, hold the laser light steady. But remember, every time you 
face the screen to use a laser pointer, you turn your back on your 
audience. Lastly, a “shaky” laser pointer may make the audience 
think you are nervous.

Rule #9: Set the ground rules

Tell your audience how you will spend their time, and define how 
you will accept questions. Then leave time at the end to answer 
those questions.

Sometimes the hardest part is getting the first question, espe-
cially in a large audience where no one wants to be first. Break 
the ice by asking an easy “conversational” question related to your 
subject. Once the first audience member speaks, others will follow.

With an audience of 30 or more people, you should repeat 
the question so everyone knows exactly what question you are 
answering. This also gives you valuable time to think. You do not 
have to repeat the question verbatim; but make sure you restate 
the essential elements.

Avoid saying, “What a great question!” It often means, “I have 
an answer prepared for that,” or implies that other questions 
maybe were not so great.

Look directly at the person who is asking you the question and 
make sure they are finished before you start your answer. Talk to 
the entire audience during your answer. If you direct your atten-
tion only to the questioner, you will lose the interest of the rest of 
your audience.

Finally, tell the audience when you are wrapping up: announce 
that you have time for only one more question. Be specific.

Another tactic is to finish the body of the lecture, announce that 
you will take a few questions, and then summarize the main points 
of your talk. That method allows you to conclude with a powerful 
finish and walk away to applause. Do not let the question session 
be anticlimactic, occurring while most of your audience is getting 
up to leave.
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Rule #10: Deal with the stage fright [4]

When you suffer an attack of nerves you are being attacked 
by the nervous system. What chance has a man got against a 
system?

Russell Hoban

Although stage fright can mean many things to many people, 
the most common symptoms are dry mouth, tight throat, sweaty, 
cold or shaky hands, nausea, tachycardia, shaky knees, and trem-
bling lips. As per the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-IV), many of these are identical to features found 
in anxiety and panic attacks.

Think of fear as your friend. When you are nervous about speak-
ing, you will be more conscious of your posture and breathing. 
Excess adrenaline heightens your energy, dilates your pupils, and 
improves your reflexes. These side effects actually make you look 
healthier and more physically attractive.

The trickiest time is before your start. If you know your material, 
the stage fright goes away once you start speaking. How many times 
have you complimented someone on a job well done and found 
out afterwards that they were extremely nervous? Remember that 
nervousness does not show one-tenth as much as it feels.

Not everyone reacts the same to stage fright; there is also no uni-
versal guaranteed fix for stage fright. Many techniques are recom-
mended by many public speakers; you may need to experiment to 
find the ones right for you. First and foremost, stay in shape; public 
speaking is an athletic endeavor. Arrive at the site you will speak early 
enough to find out where everything is located in the room. Engage 
in conversation with attendees, and intently listen to what they are 
saying. If you speak from notes, hide cartoons or pictures of your chil-
dren (or grandchildren) in the papers. Use eye contact so you feel less 
isolated. Find the friendliest faces in the audience and talk to them 
until you relax. You can even joke about your nervousness.

Now that you have got it all together: Practice, 
practice, practice

Amateurs practice until they get it right; professionals practice 
until they cannot get it wrong. There are very few people who are 
“naturals” when it comes to public speaking. Speaking is just like 
tennis or golf; it is a physical activity that requires hard work and 
a lot of practice. Just like your golf or tennis game, your speaking 
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style will suffer with inactivity: use it or lose it. Speaking oppor-
tunities are abundant, so start speaking every chance you 
get. Volunteer to speak at local hospitals, fire stations, service 
 organizations, nursing schools – the opportunities are boundless.

Rehearsal is much more that just going through the presenta-
tion time after time; it is preparation time that simulates the actual 
speaking conditions as closely as possible. Plan how you will ver-
bally emphasize key phrases and ideas, especially points that you 
are going to repeat. Do not try to rehearse specific gestures, as they 
invariably come across as phony.

Rehearsal means speaking out loud. Internal language is dif-
ferent from spoken language, and merely reciting the material to 
yourself is not an effective method of rehearsal. Author Herman 
Hesse said, “Everything becomes a little different as soon as it is 
spoken out loud.” Suddenly the redundancies, the uneven flow, 
the unclear conclusions reveal themselves. Internal language is 
silent, grammatically condensed, and semantically condensed [5].

Feedback from an audience knowledgeable about your topic is 
also helpful, but not always available. Getting feedback is tricky, 
and you may want to prepare your test audience by asking them 
to give both good and bad things about your talk. Feedback 
should be specific and focus on things that you can change. To 
receive feedback, you must be receptive to it. No one likes criticism, 
because it always hurts at least a little bit. But think about how – or 
whether – to incorporate this feedback into improving your style 
or presentation.

Nothing can take the place of recording and listening to your 
practice sessions. Get a tape recorder, mp3 recorder, or figure out 
how to use the recording function on your computer or PDA. First 
go through your talk without an audience, speak in a normal con-
versational voice into the recording device, then listen: you will 
learn a lot from this first playback. Then do a second run-through; 
this time concentrate on staying close to your time limit and on 
making smooth transitions from one point to the next. On your 
third recording, have at least one other person in the room, stand 
up, and speak loudly and clearly just as you will in the actual 
situation.

Complete your final practice session before the day of your 
presentation. You will get virtually no benefit from last-minute 
 practice. Instead, use the few hours just before you speak to reflect 
on the concepts and major theme of your presentation.



Chapter 14: Effective presentation skills  179

Conclusion

Being a good presenter is not a one-time event. Review a record-
ing every few months to check your progress. Listen to good speak-
ers every chance you get, whether in person or from commercial 
Continuing Medical Education programs. Then listen again and con-
centrate on what makes that speaker effective – the voice, enthusiasm, 
mannerisms, and ability to put across motivating ideas.

Your personal style of public speaking may not be the same as 
anybody you know, but there is no unique model for a successful 
speaker. The yardstick for a good presenter is simply effectiveness 
in getting your message across.

To speak like an expert, get up there and say something that will 
make your audience lose track of time and forget everything else in 
the world except what you are telling them. Every appearance must 
be your best, as it might be the last thing people remember about you.
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Summary points: Top 10 tips for successful speaking

● Know the type of talk you are giving
● Know your audience
● Begin with end in mind – know your ending well
● Know your beginning
● Know your material very well
● Pay attention to your voice and tone
● Know and pay attention to your body language
● Get familiar with your speaking environment
● Set the ground rules for your audience
● Consider stage fright and practice, practice, practice
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Small group discussions

Discussions in a small group setting are remarkably effective educa-
tional techniques commonly used in medical educational curricu-
lum. Successful in many different settings, small group discussions 
are likely to occur on change of shift rounds, while teaching ACLS 
or doing simulation training. Any large group can be divided up 
to accomplish the goals and gain the advantage of a small group 
discussion. The key to a valuable small group discussion is just that – 
making it a discussion. The effective leader will act more like a 
facilitator in encouraging the learners to come up with their own 
answers, thus developing a deeper understanding of the material. 
Trainees learn how to work together efficiently in small groups, an 
essential skill for any physician.

Benefits of small group discussions

Small group discussions allow the trainee to utilize a higher level 
of learning [1]. There is a continuum of learning that begins with 
basic knowledge and comprehension, and then progresses through 
application, analysis, synthesis, and evaluation [2]. These latter 
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processes are essential in the training of a physician and this is 
where the discussion format excels.

Small group discussions give the student the opportunity to be 
more involved in learning, thus increasing retention. Studies show 
that an active learner is a more effective learner and the chances 
of retention are much higher [3, 4]. The trade-off for this educa-
tional style is that less material can be covered in the same amount 
of time compared to lecture. However, as the learner is forced to 
discuss and conceptualize the topic, a deeper and more permanent 
understanding develops. Research shows that group interaction 
helps stimulate student learning by integrating new information 
onto existing knowledge [5]. This framework develops a more glo-
bal understanding and improves long-term retention [2].

One of the biggest gains during this dynamic process is from 
interactions with others. Here trainees learn to think critically on 
their feet while discussing ideas and absorbing input from multi-
ple sources to come up with a plan. In addition to the increased 
medical knowledge, interpersonal and communication skills are 
improved as the group works together. These same skills are inval-
uable to the learners as they progress through their training, spe-
cifically in the emergency department.

When to use small groups

Small groups in emergency medicine are beneficial for almost any 
educational objective, but this technique is most effective for higher 
levels of learning like application, analysis, synthesis, and evaluation. 
Basic knowledge and comprehension are best taught in a lecture 
format or as assigned reading before a discussion. To be effective, a 
large contingent of faculty members must be available to assist with 
each small group session. In addition, there must be enough space 
and time for a small group session to proceed naturally.

Developing a skill set
A small group discussion is an excellent way to reinforce informa-
tion that was provided in an initial overview given by lecture or 
assigned reading. One example of this would be with a skill such 
as reading electrocardiograms (ECGs). When the basic knowledge 
has already been provided, the interaction time with the instruc-
tor can be spent in discussion and answering questions rather than 
passing on rote facts.
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Teaching procedures
A small group is usually the best way to teach a procedure. An 
important aspect of demonstrating a procedure is to allow each 
learner to see the appropriate anatomical landmarks and each piece 
of equipment while its use is explained. For instance, in learning 
how to place a central line, a small group of trainees can observe 
and discuss each step around a model more effectively than dur-
ing a lecture with slides. Having a senior house officer as the group 
leader who is teaching the procedure and leading the discussion 
will also reinforce the procedural skills for this trainee.

Case-based learning
Individual cases can be utilized to practice this teaching concept. 
A case or cases, with associated questions can be given in advance of 
the discussion. All the learners develop their own answers before 
meeting, allowing time for those having less background knowl-
edge of the topic to preview the subject matter. Then the case is 
discussed in the small group. This is particularly appropriate for 
students or junior house officers.

Literature review
Breakout sessions may be used at a journal club or literature 
review session, with small group discussions facilitating the different 
levels of understanding of each group. As a large group, the entire 
training program may discuss the same articles with different 
trainees presenting an article and then all participants discussing 
global strengths and weakness. Then the house officers can be bro-
ken down into smaller groups based on level, to concentrate more 
on learning specific skills (e.g. reviewing the basic statistics.) The 
involvement of every member of the group creates a more mean-
ingful and active learning environment for the trainee.

Role-playing
Role-playing is an effective technique done with small group dis-
cussions used in training emergency medicine specialists. Generally, 
a case is presented and the group of learners then approaches the 
case with another member of the group acting as the patient. This 
is most effective when the story has been developed in advance 
and the person acting as the patient understands his role prior to 
starting. Time should be given afterward for the learners to analyze 
themselves, each other, and then dissect how the case progressed. 
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As with most feedback sessions, the group should be encouraged to 
focus on each other’s strengths before pointing out deficiencies. This 
role-playing and subsequent small group discussion affords trainees 
opportunities to work through critical and stressful situations in their 
minds before being overwhelmed in the emergency department.

In particular, role-playing is useful in evaluating the trainee’s 
ability to effectively communicate in difficult cases. Frequently 
used role-playing sessions might include giving bad news, deal-
ing with an angry parent, or helping calm an agitated psychiat-
ric patient. With a structured case, similar communication issues 
challenge each student and a faculty member in the small group 
can formally assess their performance. This can be a powerful tool 
for determining competency in the areas that normally have less 
objective evaluation techniques (e.g. communication skills).

Problem-based learning
Problem-based learning (PBL) has recently been gaining more atten-
tion as it is being used more frequently in U.S. medical school edu-
cation. It is different from simple small group discussions in that 
participants are encouraged to use self-directed learning skills [6]. 
The student is responsible for deciding what needs to be learned, 
and then learning it [1]. This is done in a group setting where an 
open-ended clinical scenario is proposed. The students then need 
to analyze it, formulating, and prioritizing key learning objectives 
from the case. They then disband to collect the needed informa-
tion and regroup after some days to discuss the findings [6]. This 
interaction gives the learners a sense of ownership of the new 
knowledge. Benefit has been shown in undergraduate education 
and in the first two years of medical school. It has not been looked 
at closely in postgraduate medical training programs. This chapter 
does not focus on PBL, but the interested reader can review other 
sources that talk about PBL in medicine (Table 15.1) [1, 5, 6].

Characteristics and techniques of 
a good facilitator

Facilitator characteristics
A skilled facilitator is necessary to achieve the discussion objectives 
and maintain cohesion of the small group during the task [1] (See 
Table 15.1). Discussions, by nature, are unpredictable and good 
facilitator must be spontaneous and creative [2]. Being comfortable 



184  Section 4: Improving as an Educator in EM

with ambiguity and differing opinions helps, along with a good 
sense of humor.

Enthusiasm for learning and respect for the learner are also nec-
essary traits for a facilitator. Learners clearly respond better to fac-
ulty who are approachable and appear interested. Trainees look to 
someone who is knowledgeable, a good clinician that is confident 
in his or her clinical skills. At the same time, in two different stud-
ies of effective teachers, students clearly appreciated faculty who 
would acknowledge when they did not know the answer either [7, 
8]. This facilitates the discussion as the group looks up the infor-
mation together.

Techniques

Preparation
Some successful lecturers do poorly as discussion facilitators because 
they do not understand the unique preparation and techniques 
required in this learning environment [2]. The faculty leader must 
first believe that the small group discussion is a valid and powerful 
teaching method. Preparation time is similar to organizing a lec-
ture. Along with gathering necessary material, the learners’ knowl-
edge base must be assessed and specific goals for the session need 
to be clearly defined. It is important for the facilitator to remember 

Table 15.1 How to be a good facilitator.

Characteristics to develop

Spontaneity and creativity

Comfort with ambiguity

Good sense of humor

Enthusiasm for learning

Approachability

Solid clinical knowledge

Acknowledge limitations

Techniques to master

Preparation

Restraint

Questioning

Summarizing

Brainstorming

Adjusting tension level
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that not as much detail can be covered in a group discussion as in 
lecture. Without planning for a discussion, an urgency to cover all 
the material develops and instead of allowing the free exchange of 
ideas and deeper learning, many teachers then revert to the classic 
lecture format [9].

Restraint
The facilitator will likely have the answer that the group is looking 
for, but specifically providing this knowledge defeats the purpose of 
the group discussion. In fact, an effective facilitator need not be a 
content expert, as an energetic leader with an understanding of the 
group interactions is more valuable than a less dynamic leader with 
medical proficiency expertise in the subject [6]. Having expertise in 
the particular topic may even be disadvantageous to the group as one 
might have a tendency to return to the lecture mode. Still, the fac-
ulty member may want to submit an occasional, thoughtful personal 
experience for everyone’s learning and to generate further discussion.

Questioning
There are three reasons a facilitator uses questions: to initiate dis-
cussion, to encourage participation, and to keep the discussion on 
track [2]. Questions can be open or closed, but always need to be 
specific. Open questions will broaden a topic, while closed ques-
tions are used to drill down on a specific idea. Enthusiasm for all 
answers, not just the correct ones, will increase participation. The 
leader must be comfortable with silence and not pass a question on 
to another student until there has been plenty of time to ponder 
the answer. Questions from group members directed to the leader 
should be put back out to the group.

Summarizing
Summarization is frequently used to emphasize every major topic 
and to regain the group’s focus as needed. This is a brief statement 
that includes comments made by multiple group members. By creat-
ing a rhythm of questions and answers, with frequent summariza-
tion, the facilitator can help lead the group to achieve “moments of 
greater understanding” [2].

Brainstorming
The key to brainstorming is to hold judgment until after all ideas 
are generated. Encourage the learners to improve on their ideas by 
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combining and building on them. Time is given afterward for eval-
uation. In emergency medicine, this is commonly used in develop-
ing a differential diagnosis in a case-based learning scenario.

Adjusting tension level
All verbal interactions are associated with a certain tone, level 
of tension, or ambiance [2]. The moderator’s goal is to keep the 
group at a moderate tone. If the atmosphere is too stressful, then 
group members will feel inhibited and not easily contribute. If the 
mood is too lenient, then the discussion can become too casual and 
unproductive. The tenor in professional settings is usually too high, 
so the moderator should approach the discussion with a comfort-
able, conversational tone [2]. Preparation is paramount to actively 
adjust the tone of a group (Table 15.2).

Getting started with a small group discussion

Establishing goals
Before embarking on organized small group discussions, goals for the 
educational exercises should be defined. This will likely include learn-
ing objectives with the specific key points of knowledge, for example, 
the treatment protocols for acute asthma. The group members must 
also know that active participation of all members is required.

Sizing the group for discussion
Some forethought should be given to how the group should be 
organized to accomplish the established goals. Groups of 5–8 peo-
ple seem to be ideal for most small group discussions in emergency 
medicine. A larger group can be broken into smaller segments for 
discussion. If a larger group is kept together, a clear facilitation plan 
is needed so everyone has an equal opportunity to contribute.

Choosing a seating arrangement
While this may not seem important, the seating arrangement is 
directly related to how the individual will participate. Each mem-
ber of the group must be in a position to see everyone else. A 
rectangular table would not allow this as well as a circular one, 
or even just a cluster of chairs. The group can assemble in pairs 
around a circle for one-on-one discussion or role-play. A larger 
group may have an inner circle that discusses a topic, while an 
outer circle listens in [9].
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The position of the facilitator is particularly important. If the 
facilitator is positioned at the head of the table or is at a focus point 
in the group, it is more likely that the group will fall back into a 
lecturing format. This can be minimized by having the facilitator 
either sitting in the group as one of the members or by wandering 
away from the group at times, returning long enough to ensure the 
group is still on task. Trainees may still look to the facilitator for 
answers each time instead of looking to each other. The facilitator 
should avoid the temptation to answer and instead make eye con-
tact with one of the students, rephrasing the question if needed.

Selecting materials
The instructor must determine which materials should be given 
prior to the session for the students to review. Again, small group 
discussions are not a good place to introduce new knowledge. 
Therefore a chapter in the assigned textbook, a series of journal 
articles or case summaries may need to be assigned before the 
discussion. Literature review articles should be chosen based on 
academic interest and ability to generate discussion. Alternatively, 
a formal lecture could precede the discussion. The appropriate 
material and format depends on the type of small group session 
planned.

Then there are times when the materials are more appropriately 
held until the start of the discussion. Oral examination cases are 
a good example of this. After one learner works through a case, 
the group then discusses the specific clinical situation. Case-based 
scenarios are usually given in advance but may be held until the 
discussion. These can also be taken from actual interesting cases, 
available educational material, or simply put together by a faculty 
member. Procedural cases may simply describe the procedure or 
teach using hands-on simulation. In all cases, the level of difficulty 
must be challenging enough to keep everyone’s interest, while 
being simple enough to cover in one sitting.

Setting the rules and expectations
It is important that everyone is aware of what is expected of him 
or her. Each house officer needs to come prepared if background 
material is given prior to the small group session. Each person is 
expected to contribute to the discussion. The initial session must 
also emphasize that people need to be given the opportunity 
to express their opinions without interruption and that critical 
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comments should be kept to a minimum. Encouragement and 
praise for something said or done well should precede constructive 
criticism. Everyone needs to be aware of the evaluation process 
from the beginning. Time allowed must be clearly defined with a 
set start and end time.

Table 15.2 Techniques for success – 10 things to get started.

1. Determine the type of small group

Opportunities exist in teaching procedures and skill sets, discussing cases, 

practicing oral boards, reviewing articles at breakout sessions, role-playing 

scenarios, and working through simulations.

2. Establish goals

Defi ne specifi c points of learning, including the importance of teamwork.

3. Size the group

Decide the number of participants based on the type of small group. Break up a 

large group into smaller segments as appropriate.

4. Arrange seating

Allow everyone to see each other, with the facilitator not sitting in a lead position.

5. Select materials

Depending on the type of small group, readings may be given for individual review 

before the discussion. Material used in the discussion must be challenging enough 

to generate a conversation, yet simple enough to cover in the allotted time.

6. Set the expectations

Everyone must contribute, with the evaluation process transparent. 

Encouragement and praise should always dominate any constructive criticism.

7. Facilitate the discussion

Avoid lecturing and stay enthusiastic and approachable. Pause before 

contributing to allow students to speak fi rst.

8. Ensure equal contributions

Check individual preparation where appropriate. Call on specifi c people by name 

to add a comment as needed.

9. Stay on task

Prepare ahead of time. Knowing what is to be covered will help redirect the 

discussion if the group is moving off course. Realize not as much material will be 

covered as in a lecture format, but the retention is higher.

10. Assess the discussion

Trainees may be evaluated on preparation, participation, and performance. The 

group leader should receive feedback to enhance facilitation skills.
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Challenges and solutions of small group 
discussions

Keeping the small group in a discussion
There is a tendency in small group discussions for the facilitator to 
talk too much and convert the experience into a lecture format. 
This can be minimized by principles discussed earlier. In particular, 
adequate preparation, proper seating, and specific questions with a 
tolerance for silence will help keep the group in a discussion.

Getting all to participate
If there is material that needs to be reviewed prior to the discus-
sion, then the members of the group should hold individuals 
accountable for their preparation. The faculty member can accom-
plish this by having all participants show their notes or he may 
give a small quiz. Some members may seem shy and not parti-
cipate as much, so a skillful facilitator must call individuals by 
name at times for their opinion to help engage them in the group 
discussion. Strong positive reinforcement is most important with 
those that contribute the least.

Preventing one participant from dominating 
the discussion
While this person may or may not have good intentions, he or she 
must be reminded that this is a discussion. Starting with subtle 
reminders by asking others to voice their opinions, the facilitator 
can refer back to this person only after other members of the group 
have spoken. If there is still a problem, then the group leader may 
thank the individual for all his or her input, but then gently ask that 
he or she give others a chance to contribute first. Alternately, the 
moderator can cut across the individual’s talk with a summarizing 
statement and then direct a question to another student.

Staying on task
This is where the facilitator is most useful in keeping the topic clear 
and the discussion focused. Some side discussion may be benefi-
cial, especially as the group delves deeper into one aspect of the 
topic that interests them. If the facilitator sees that the group is 
moving off course completely, then it is up to him or her to get the 
group back on discussion. Summarizing what has been covered so 
far and bringing up the next question for the group to discuss will 
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usually get the discussion back on course. Adequate preparation, 
from both the trainees and the facilitator, will also help keep every-
one on task.

Assessing the discussion

An important aspect to a successful small group discussion is assess-
ment. In evaluating the student, a faculty member should focus 
on knowledge transfer, not solely on the correct answer. This may 
only be an oral assessment, but it is important that they receive 
this feedback. Hearing this immediate feedback will help solidify 
key concepts and reinforce the individual strengths and weak-
nesses as a participant in a group.

Individually, students can be evaluated on preparation, participa-
tion, and performance. Preparation can be assessed by something 
as simple as an opinion from the faculty member or as formal as a 
quiz prior to the discussion to ensure that the required reading was 
completed. If questions were assigned prior to a discussion, every-
one can be asked to show their answers, if only to see if they were 
completed.

Assessing participation can be accomplished by keeping track of 
who contributes to the discussion. If lack of participation is a gen-
eral problem, then individual involvement should be documented. 
Having every trainee rate each other’s level of participation at the 
end of a discussion is another powerful assessment tool. This peer 
feedback is an excellent summary to include in a house officer’s 
educational portfolio or file.

Performance is the final part of the student’s assessment. This 
looks more at individual answers given by the learner. Performance 
may also include the student’s use of insightful questions and abil-
ity to bring up additional points of discussion.

Feedback for facilitator performance can be instantaneous at the 
session, or part of the overall faculty evaluation. Either way, it is 
important for the faculty member to also get feedback on what he 
does well as a facilitator and what he needs to work on. Feedback 
should include his ability to keep the discussion flowing smoothly 
along with the characteristics and techniques reviewed earlier.

Conclusion

The small group discussion is an effective educational teaching tool in 
many environments. Increased participation in the learning process 
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can increase interest and retention in a subject area. Useful for in 
depth discussions of previously taught concepts, the small group 
can provide a setting for reflective questioning and critical think-
ing. One of the most important aspects of a successful small group 
is the preparation and skill of the facilitator, who moves the discus-
sion along while allowing all members equal participation. With the 
proper groundwork, enthusiastic learner participation, and helpful 
feedback at the end of the session, the small group discussions will 
be the favorite learning mode of a program’s learners and teachers.

Summary points

● Small groups allow for in depth discussion of a topic
● A key to success is a prepared and skilled facilitator
● Enthusiastic participation by the learners increases the small 

group’s effectiveness
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Defining faculty development

Faculty development programs may be defined as “Those programs 
which provide the intellectual tools and skills to assist faculty 
members in accomplishing their academic goals.” The Professional 
and Organizational Network for Higher Education divides fac-
ulty development programs into those focusing on (1) improv-
ing teaching, (2) those developing the individual as a scholar and 
professional and include grant writing, and writing manuscripts 
for publication, and (3) those focusing on the faculty member as 
a person and would examine stress, well being, or interpersonal 
relations (www.podnetwork.org accessed 7/15/07) [1].

Most organized faculty development programs have elements 
that include not only teaching but information on scholarly activ-
ity and professional development as successful academic physicians 
will need all of this knowledge and skills. Indeed, the goal in many 
university faculty development programs is to educate physicians 
who intend to specialize in medical education within the medical 
school setting [2].

With that in mind, this chapter will discuss faculty development 
programs and resources to assist faculty in developing the skills 
and abilities needed for (1) effective and efficient clinical teaching, 
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(2) methods for customizing an individualized comprehensive fac-
ulty development program to enhance clinical teaching, and (3) 
documentation of expertise and productivity in teaching for pur-
poses of promotion.

Practicing in an academic setting

Some academic environments, often, but not entirely in com-
munity settings, have two types of faculty: (1) those physicians 
wishing to restrict their time almost solely to the clinical prac-
tice of medicine coupled with bedside teaching and supervision, 
with delivery of an occasional formal teaching presentation and 
(2) those who wish to become core faculty with requirements 
that they teach, engage in scholarly activity, and provide service to 
their institution and specialty. Other academic environments, often 
in university settings, require that all faculty fulfill the obligations 
of teaching, scholarly activity (defined as research in many uni-
versities), and service. It is critical for young faculty to decide in 
which type of environment they wish to practice as this decision 
will drive the type of faculty development they need and the kinds 
of activities in which they engage.

Excellence in teaching is not enough for success or promotion 
in a university setting. Faculty must demonstrate scholarly  activity. 
Although, on the surface, all universities and medical schools seem 
similar in their requirements, they vary widely in how they define 
and value various activities and the amount and types of activi-
ties which are acceptable to ensure promotion. This is important 
because the culture of the institution drives these value systems. 
A faculty member only wanting to practice clinical medicine 
and teach will not do well in an environment and culture which 
emphasizes and values research and acquisition of grants to sup-
port that research. Fortunately, the university culture is slowly 
changing so that the definition of scholarly activity is being broad-
ened beyond “discovery of new knowledge” as medical school 
deans realize that they need clinicians to teach medical students 
and residents and provide clinically generated revenues to help 
support the medical schools [3, 4].

Community settings put much less emphasis on research and 
scholarly activity but even there core faculty must engage in scholarly 
activity to satisfy the needs of the program to create a scholarly learn-
ing environment for residents, deliver a well thought out curriculum, 
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teach effectively, and to fulfill the requirements of residency review 
committees for scholarship from faculty. For further details see the 
Accreditation Council for Graduate Medical Education (ACGME) 
website http://www.acgme.org/acWebsite/RRC. It is for all of the 
above reasons that faculty development programs have a diversity of 
goals and teach many topics in addition to “how to teach.”

Clinicians as teachers

The expert clinical teacher needs a deep knowledge of the practice 
of emergency medicine, the desire to teach, and the will to learn 
how to teach. Most physicians have the first two prerequisites: the 
knowledge of emergency medicine and the desire to teach. Because 
every physician has been exposed to teachers for many years it 
is often assumed that by emulating their behaviors excellence in 
teaching is assured. But becoming an expert in teaching requires 
more than copying behavior, it requires an understanding of what 
makes teaching effective, how people learn, and developing your 
own style to become an effective teacher. Wilkerson and Irby have 
noted, “ … whereas it was once assumed that a competent basic or 
clinical scientist would naturally be an effective teacher, it is now 
acknowledged that preparation for teaching is essential” [5].

Setting goals

The first step in planning an academic career is to set goals as 
these will lay the foundation for academic activities. Both short- 
and long-term goals should be set. Short-term goals should help 
in attaining the long-term goals but long-term goals can and do 
change during a career. If the long-term goal is to practice medi-
cine and teach, then programs or courses emphasizing teaching 
should be chosen. If the long-term goal is a broad academic career, 
faculty development programs with a variety of topics will be the 
best choice. Faculty in all academic settings need to become experts 
in bedside and didactic teaching.

The first prerequisite of teaching is content knowledge. Physicians, 
in general, are extremely knowledgeable and those who want to 
teach within their institution or on a national level need to know 
more than the audience. Many of those recognized for excellence 
in teaching have developed expertise in a particular subject that 
interested them so that they have depth of knowledge. Find topics 
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to teach that you find fascinating, thus encouraging investment of 
time to gain expertise in the subject matter. Once enough content 
is obtained (true mastery can take a lifetime of on going study) it is 
time to develop expertise in one or more teaching methods.

Most think of teaching as either bedside teaching or giving a 
lecture. There are a number of award winning emergency physi-
cians who are nationally recognized for their excellence in giving 
presentations. What distinguishes these lecturers is not only their 
depth of knowledge about the subject(s) they are teaching, but 
also their ability to catch and keep the attention of their audiences. 
That requires gaining skills in public speaking and use of a variety 
of instructional strategies to make lecturing interactive.

Lecturing is, however, the tip of the iceberg for educators. Emergency 
physicians are branching out into many venues. Constructing self-
instruction modules for independent learning, which can include var-
ious types of multimedia, is an area ripe for further development in 
emergency medicine.

Distance education is a methodology of teaching that delivers 
instruction effectively to millions of people each year and is used 
all over the world. A number of emergency physicians have created 
websites containing either education materials or information per-
taining to clinical medicine pertinent to emergency medicine. These 
sites include EMedHome.com and eMedicine which have multiple 
contributors and thousands of “hits” per day. There are websites 
to teach evidence-based medicine (EBM), radiology, and electro-
cardiography to name a few, some started by individual physicians 
and others the products of emergency physicians in interest groups 
(Table 16.1).

All of these modalities of teaching, some of which include mul-
timedia, small-group discussions, distance education with construc-
tion of web sites, simulation training, and other educational methods 
and formats, will challenge educators to become proficient in skills 
and obtain knowledge beyond how to “make slides” or “teach in the 
department.”

Developing a customized program

Many medical educators, at least early in their careers, wish to con-
struct a self-study program. This often consists of reading articles 
on teaching and attending lectures or short workshops of several 
days’ length on teaching. Constructing a “curriculum” will allow a 
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systematic approach to filling gaps in knowledge, gaining necessary 
skills, and avoiding redundancy. This does not have to be extremely 
involved, early on, but at the very least should include techniques 
for bedside teaching, formal presentations including lecturing, facili-
tated small-group discussion, procedural  workshops, and mentoring. 
Other skills to be mastered include public speaking, making effec-
tive handouts and slides, and searching the literature, not only in 
the National Library of Medicine but within the literature on educa-
tion and psychology (for this a librarian is an invaluable resource). 
A very “quick and dirty” way of doing this is to look at some of 
the formal faculty development programs that exist and pick and 
choose the areas of knowledge that pertain to bedside and didactic 
teaching as well as other areas of desired knowledge and skills.

After compiling the customized curriculum it is advisable to 
show it to a more experienced colleague or an educator to deter-
mine if it includes everything needed. It is important to remem-
ber that learning what is in the customized curriculum may take a 
number of years. Once the needed knowledge and skills are deter-
mined it is time to find resources.

Table 16.1 Medical education Websites of emergency physicians.

EMedHome.com (Rick 

Nunez)

Medical information 

and CME available 

(requires a fee)

http://www.emedhome.

com/

eMedicine Medical information http://www.emedicine.

com/

National Center for 

Emergency Medicine 

Informatics

Information on EBM http://www.ncemi.org/

Radiology (Joshua Broder) Images, quizzes, free 

registration

www.empacs.org

General Emergency 

Medicine (Scott Weingart)

Information on various 

topics on emergency 

medicine

http://www. emcrit.org/

SAEM EBM Interest Group Variety of information 

and topics related to 

EBM

http://www.ebem.org/

index.php
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One method of learning is to watch others when attending a pres-
entation, especially by a well known and successful teacher. To use 
this method it is necessary to concentrate on the teaching style and 
strategies rather than on the content of the presentation. A number 
of questions should be asked about the speaker (Table 16.2). Use 
the same analysis to decide what is not done well. Finally, deter-
mine what you can use and what you will discard from the strate-
gies and teaching style of the presentation. Decide what you can 
incorporate into your teaching as you develop your own style.

Finding resources

Professional societies
Joining professional societies can provide many benefits. Perhaps 
one of the most important is “networking”. Getting to know others 
in academic emergency medicine will allow you to ask questions, 
learn what is important in building a career and, perhaps most 
important, it is a way to “become involved”. Committee mem-
bers are chosen from those who are known and who have come 
to meetings of a committee in the past. Being at a meeting and 
volunteering to work on a project with others helps you become 
known and allows you to begin to develop expertise in an area, 
making you an ideal candidate for a future project or committee 
assignment. After you are known you will find yourself invited to 
write book chapters, participate on panels and committees, or be 
part of a research project.

Emergency medicine educators will find it of value to join the 
Council of Residency Directors for Emergency Medicine (CORD). 
This society is open to educators in emergency medicine. The 

Table 16.2 Characteristics of successful speakers.

Speaker Content

Voice, tone, rapidity of speech Organization and amount

Posture and movements Explanations and answers provided 

to questions

Body language Use of multimedia

Interaction with audience
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 departmental chair or program director need only submit the edu-
cator’s name and pay the small membership fee. This gives access 
to the CORD list serve where members are constantly discussing 
matters of education and which give faculty access to a “network” 
of information and philosophy on a large number of educational 
subjects. This is the “oral wisdom” of educators in emergency 
medicine who have a wealth of practical experience. Anyone 
can pose a question and there are always a broad number of top-
ics discussed. Membership in CORD is not necessary to attend the 
Academic Assembly which is the annual faculty development pro-
gram sponsored by CORD (discussed later).

The Society for Academic Emergency Medicine (SAEM) is also 
very popular with emergency medicine educators. The society 
publishes the journal, Academic Emergency Medicine, which car-
ries articles on education as well as articles on clinical medicine. It 
has multiple committees and task forces, many of which are con-
cerned with academic matters. It also sponsors a number of inter-
est groups, many devoted to academic activities. Joining an interest 
group in an area in which you are interested, such as, EBM, simu-
lation, or undergraduate education will allow you to meet others 
with interests similar to your own and can be very valuable.

Both the American College of Emergency Physicians (ACEP) and 
American Association of Emergency Medicine (AAEM) have com-
mittees, panels, and interest groups, some of which are involved in 
academic matters. Joining one of these organizations will have sim-
ilar benefits such as networking and helping you become known.

Printed materials
The most common and convenient method of learning is inde-
pendent, using printed books, monographs, and journal articles 
on teaching. The problem is not to find resources but to find good 
resources that will supply (1) the information you need in (2) a 
format you want, and (3) within your budgeted time. A place to 
begin a literature search in journals is through Medline, sponsored 
by the National Library of Medicine and National Institutes of 
Health. A librarian can help you refine your search so you can find 
exactly what you need for either content or teaching methodolo-
gies and strategies.

There are a number of journals devoted to medical educa-
tion including Academic Medicine, Medical Educator, Medical 
Researcher, and Teaching and Learning in Medicine. All have 
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articles on medical education. The British Medical Journal is a very 
practical source of information. Specialty and subspecialty journals 
also have articles on teaching including, of course, those in emer-
gency medicine. The Canadian Medical Association Journal and the 
Journal of General Internal Medicine frequently will have articles on 
teaching and faculty development.

Some of the authors who are known for writing on medical edu-
cation include Geoffrey Norman, Glenn Reghr, Kevin Eva, Howard 
Barrows, and George Bordage. They write on a mixture of topics 
including how people learn, the psychology of clinical decision 
making and problem-based learning. These are just a very few 
authors but can get you started. Some useful articles and books 
on faculty development and teaching are listed in the Suggested 
Reading List at the end of this chapter.

Online materials
The internet is a wealth of information, some good and useful, 
while other materials will not help. Mary Jo Wagner compiled 
a list of internet resources related to faculty development and 
 medical education which she presented at the Advanced Teaching 
Fellowship sponsored by ACEP. Sam Luber listed all of those online 
resources at www.emergencymeducation.org which makes her 
efforts available to all of us (published with permission). Table 16.3 
lists some recommended websites but you will find others as you 
search. The only way to find good material is to browse. Some 
useful search terms which can be used in Google are “ medical 
 education”, “bedside teaching”, “lecturing”, “small-group  teaching,” 
“adult learning”, and “faculty development”. If you use the search 
string, “faculty development” in medical education, you will 
find websites which are devoted to medical educators. A  useful, 
free online site is the Best Evidence Medical Education (BEME) 
www.bemecollaboration.org/ (accessed 8/18/07). Their site states:

The BEME Collaboration is a group of individuals or  institutions 
who are committed to the promotion of BEME through:
●  the dissemination of information which allows  medical teach-

ers, institutions and all concerned with medical education to 
make decisions on the basis of the best  evidence available;

●  the production of appropriate systematic reviews of medical 
education which refl ect the best evidence  available and meet 
the needs of the user;

●  the creation of a culture of best evidence medical education 
amongst individual teachers, institutions and national bodies.
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The above resources pertain largely to medical education and adult 
learning. This does not begin to tap into educational and psycho-
logical journals and sites which can have useful information. The 
American Educational Research Association (AERA) http://www.
aera.net/ (paid membership required) has a great deal of informa-
tion and the society publishes the journal Educational Researcher 
which has articles on general education. Frequently you can 
access this journal for free from your university. The Educational 
Resources Information Center (ERIC) http://www.eric.ed.gov/ 
is a free site, sponsored by the U.S. Department of Education, 
Institute of Education Sciences, which has a wealth of informa-
tion, providing free access to over 1.2 million records of journal 
articles and other education-related materials. Unfortunately, 
much of it is not peer-reviewed and it is not as well indexed as 
Medline, so “buyer beware” with some of the material being 
very good. As your interest in certain topics within medical edu-
cation grows, accessing this literature and these sites may be 
very useful.

Many emergency medicine faculty are working in the frontiers 
of simulation, both within their departments and in their medi-
cal schools, and have generously placed a lot of the materials they 
have developed online.

A librarian can be very helpful in performing searches of both 
written materials and online resources. They are eager to help phy-
sicians and will often teach you many of their techniques as well as 
performing requested searches.

Formal faculty development programs
There are many formal faculty development programs. They can 
be found in professional societies, university and medical school 
settings, libraries, and in some community hospitals. A group 
from BEME-reviewed published literature on faculty develop-
ment programs in medical education from 1980 to 2002 for effects 
on participants. http://www.bemecollaboration.org/beme/files/
BEME%20Guide%20no%208/BEME%20Review%20Text.pdf 
Accessed 8/31/07 [6]. The articles showed that the majority of 
 programs focused on practicing clinicians and, in general, did have 
a positive effect. Participants were highly satisfied. There was gain 
in knowledge, skills, and attitudes, and positive self-reported or 
observed changes in teaching behaviors. Table 16.4 lists the key 
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features of effective faculty development programs and can be used 
when looking for quality programs.

The first programs for discussion are those which are short 
in length, known personally to the author, or have been recom-
mended by other emergency physicians. Many of these offer-
ings are superb in quality (Table 16.5). The table does not include 
courses offered by an individual hospital or university.

Table 16.4 Characteristics of successful faculty development programs.

Use of experiential learning

Provision of feedback

Effective peer and colleague relationships

Well-designed interventions following good principles of instruction

Multiple methods of teaching and learning used

Longer programs (more than 1–2 days) seemed to be more effective

Table 16.5 Faculty development courses of emergency medicine 
organizations.

Organization Name of programme 

and content

Contact information

CORD Academic Assembly http:///www.cord.org

SAEM Annual Meeting http://www.saem.org

EMF and ACEP Emergency Medicine 

Teaching Fellowship

http://www.acep.org

ACEP Advanced Teaching 

Fellowship

http://www.acep.org

ACEP Emergency Medicine 

Basic Research Skills 

(EMBRS)

http://www.acep.org

SAEM EBM Interest 

Group IG 

Evidence Based 

Emergency Medicine 

Workshop

http://ebem.org/

brochure.html

CAEP ED STAT! http://www.caep.ca
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The CORD sponsors an annual spring meeting, The Academic 
Assembly, which is devoted to the education of faculty though 
out their academic careers. The program has a variety of offerings, 
divided into tracks for junior or senior faculty, new program direc-
tors, and residency coordinators. While content varies somewhat 
from year to year, the program always includes discussions on 
teaching from emergency medicine physicians who are nationally 
recognized for their skills in this area. The meeting has increased 
in length but currently the program for junior faculty is 2.5 days in 
length and that targeted at senior faculty is 1.5 days. It is important 
to note that participants are encouraged to attend any topics they 
are interested in learning about rather than rigidly choosing one 
track. Information concerning this program can be found on the 
CORD website, http://www.cordem.org/.

The SAEM puts on an annual meeting which has presenta-
tions of interest to educators and researchers, as well as providing 
a forum for oral and poster presentations of research and educa-
tional materials and methods. It also sponsors interest groups such 
as the EBM and simulation interest groups which submit educa-
tional proposals for presentation at the meeting.

The ACEP and the Emergency Medicine Foundation sponsor the 
EMF/ACEP Teaching Fellowship. This is a 12 day course spread 
over 2 weeks, one in the fall and one in the spring. Didactic and 
bedside teaching, curriculum design, career and leadership devel-
opment, and evaluation are all taught. Participants complete a 
scholarly project which is presented in the second week. One of 
the most valuable portions is “micro teaching” by participants 
when they are videotaped to improve their teaching. There is also 
an Advanced Teaching Fellowship sponsored by ACEP which is a 
2.5 day course. While the content varies from year to year, subjects 
have included bedside teaching, using multimedia for teaching, 
successful lecturing, and finding educational resources. The ACEP 
sponsors a 12 day program, divided into two sessions, Emergency 
Medicine Basic Research Skills (EMBRS) which is targeted at jun-
ior faculty and other emergency physicians interested in gaining a 
basic understanding of how to perform research.

Members of the SAEM EBM Interest Group have made it their 
mission to teach physicians to utilize the principles of EBM in their 
daily practices and teach the principles to residents and medical 
students. They give courses at professional meetings and present a 
2 day course at the New York Academy of Medicine.
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ED STAT! (Emergency Department Strategies for Teaching any 
Time) is sponsored by the Canadian Association of Emergency 
Physicians (CAEP) and focuses on various aspects of teaching. It is 
modular in concept and can be adapted to various settings (0.5 to 2 
days). Faculty will come to a department to teach or individual doc-
tors can attend a session in Canada. Information can be found by 
going to the CAEP web site, www.caep.ca.

The American Association of Medical College (AAMC) sponsors 
the Medical Education Research Certification program which is a 
series of 6 workshops, each 3 hours in length, that teach educators 
to conduct educational research. The Harvard Macy Institute con-
ducts a Program for Physician–Educators which focuses most directly 
on the educational issues of how to design and implement new 
curricula and pedagogical reforms or assessment methods within a 
course or a department. Stanford University offers a teaching fellow-
ship which is highly regarded and concentrates on teaching.

Many universities offer courses on education but there are 
very few degreed medical education programs. For those wanting 
advanced degrees in education the possibilities include a master’s 
degree, doctoral degree, and an education specialist degree. In 2005 
Cohen and colleagues updated formal programs which offered mas-
ter’s degrees in medical education [7]. They identified 21 programs 
offered by universities, six located in the U.S. Their article is of 
value for contact information, duration, and delivery format.

It is important to remember that physicians interested in medi-
cal education may enroll in related programs such as instructional 
technology or adult education. Physicians may begin searching for 
programs by contacting the faculty development offices at their uni-
versity and medical school. The College of Education in their univer-
sity may offer related programs which will meet their educational 
goals and needs.

Promotion

Many universities and medical schools are now restructuring their 
promotion guidelines to allow clinicians to be promoted on the 
basis of a combination of teaching, service, and scholarly activi-
ties, rather than only demanding large portfolios in research [4]. 
It is imperative that faculty understand the promotion and tenure 
guidelines at their institution since universities differ widely in how 
they interpret the meaning of scholarly activity as well as the weight 
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they place on teaching, service, and scholarship when reviewing a 
candidate’s application for promotion. In any event, it is necessary 
to carefully document teaching and scholarly activities. The use of 
an educator’s portfolio is a tool that allows this documentation in a 
clear and detailed manner [8]. A table which documents the type 
of teaching performed with dates, the learners taught, the materi-
als produced to aid in teaching, and finally the evaluation of teach-
ing is a clear and concise method to demonstrate productivity and 
excellence. Listing honors acquired for excellence in teaching is 
also extremely helpful. The number of universities and medical 
schools requiring an educator’s portfolio as part of the promotion 
documentation is increasing [9].

Pitfalls

There are a number of potential pitfalls in academics. (1) Working 
in a medical school or university which highly values bench and 
clinical research if you are interested primarily in teaching and per-
forming a variety of scholarly activities including some educational 
research. This can be avoided by looking at the promotion and ten-
ure guidelines of the institution at the time of recruitment, talking 
to a number of faculty in various departments, and looking to see 
how many emergency medicine physicians have been promoted 
to associate or full professor. (2) Staying in a department which 
demands a heavy clinical commitment and does not provide any 
protected time for academics. (3) Expecting a large amount of pro-
tected time for anticipated projects you wish to do. The Chair has a 
finite number of resources and may not be able to provide protected 
time until you have made some academic contributions and carved 
out a niche for yourself. (4) Not finding a mentor who can help you 
perform research, become known in the academic community, and 
give you guidance for your career path. (5) Expecting promotion 
with few or no publications. Publishing in peer-reviewed journals 
is a requirement of almost all academic institutions and promotion 
committees wish to see evidence of expertise in your chosen area as 
proven by multiple publications on a particular topic.

Conclusion

Becoming an expert in teaching requires the same thoughtful 
 preparation and knowledge that any successful career demands. 
Expert medical teachers need content knowledge of medicine, 
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knowledge about adult learning, and the desire to share what 
they know with others. Faculty development courses are  valuable 
to help educators improve their teaching. Teaching, scholarly 
 activities, and service must be well documented if educators are to 
succeed in the promotion process.

Summary points

Do
Before taking a position:
 1. Read the promotion and tenure guidelines of the institution, 

understand faculty tracks if present and requirements for 
promotion in the track in which you will be placed.

 2. Find out if tenure is required by the institutions.
 3. Find out the rank of emergency department faculty and length 

of time to promotion.
 4. Find out if you will have a title, protected time, and what faculty 

track you will be placed on.
 5. Talk to faculty about their protected time, if they have been 

able to fi nd mentors in the institution and if they are given 
opportunity to teach and engage in scholarly activity.

Once you have a position:
 1. Read the promotion and tenure guidelines of the institution, 

understand faculty tracks if present and requirements for 
promotion in the track in which you are placed.

 2. Join emergency medicine professional societies involved in teaching 
and become active by joining committees or interest groups.

 3. Network with your colleagues both in your institution and the 
societies you join.

 4. Attend the Academic Assembly and consider taking the EMF/
ACEP Teaching Fellowship.

 5. Read articles on teaching, watch the teaching style of others, and 
learn from evaluations of your teaching. Be prepared to change 
for improvement.

 6. Explore your institution for faculty development programs.
 7. Put together short- and long-term goals and ask to discuss them 

during your evaluation by the Chair. Be prepared to demonstrate 
what you have accomplished.

 8. Begin an Educator’s Portfolio.
 9. Find a mentor(s).
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Introduction

For emergency physicians (EPs) working in a busy, unpredictable, 
and physically constrained environment, the only practical teaching 
strategies are those that are both efficient and effective [1–4]. Few 
education studies have addressed the unique Emergency Department 
(ED) context; and adapting general ambulatory care models to the 
ED requires insight, thought, and concerted effort [5–7]. This chap-
ter describes two models for ED teaching – a popular ambulatory 
model that can be adapted to the ED and another derived specifically 
for ED teaching based on primary ED education research.

Strategies versus traits

Many studies of effective teachers address traits, rather than behav-
iors [5, 6]. Success as a teacher, however, depends on how these 
personal traits actually manifest in practice. The literature identi-
fies the following positive traits of effective teachers: approach-
ability, enthusiasm, content expertise, good communication skills, 
sensitivity to different supervisory needs, and willingness to take 
the time to teach [5, 8, 9]. But how does one use content expertise 
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to get the most out of a teaching point? And how exactly does one 
take the time to teach when, seemingly, there is barely time for 
patient care? Good ED teachers recognize which of their strengths 
are conducive to effective teaching and actively adapt teaching 
strategies to both their environment and circumstances. The fol-
lowing sections detail a number of these strategies for ED teaching 
and describe how they can be easily implemented using either of 
two integrative models.

Models to guide ED teaching

Expert teachers and learners agree on what behaviors make for 
good teachers [4, 10]. Just as there is an approach to acute trauma 
resuscitation or the work-up of patients with dizziness, there is an 
approach to a teaching encounter. One popular approach to ambu-
latory teaching, Nehrer’s microskills [7], was developed in the clinic 
environment. The five steps have some applicability to the ED 
and are briefly described in the next paragraphs. A second model, 
described by the acronym “E.D.S.T.A.T” (Figure 17.1), was based 
on primary ED research and is presented in detail in the remainder 
of the chapter. There is significant overlap between the models and 
each will appeal to different teachers’ perspectives. Specific strate-
gies to implement the steps in both models will be described using 
examples from the literature, our own research, and our experi-
ences. Strategies specific to microskills are presented along with the 
discussion of Nehrer’s model; strategies applicable to both models 
and those specific to E.D.S.T.A.T. are presented with that model.

The first microskill, “Get a commitment,” involves encourag-
ing the learner to make a decision based on the information they 
have gathered. The commitment can relate to any aspect of the 

Figure 17.1 The ED STAT teaching model.

Expectations

Diagnose the learner

Setup

Teach

Assess and give feedback

Teacher always (role model)
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physician–patient interaction from differential diagnosis through to 
investigations and on to disposition decisions. The ED is an ideal 
environment to implement this step given the high volume and 
diversity of patients seen. The more senior the learner, the more 
sophisticated the level of commitment can be. Success in this step 
requires a sound learning environment in which a learner can 
feel both empowered and safe to make decisions. The second step, 
“probe for supporting evidence,” involves asking the learner why 
they have made the decision they did. This exercise creates a level 
of meta-cognition that allows the learner to gain insights into why 
they make the decisions they do and provide the teacher with evi-
dence about the learner’s diagnostic reasoning. In the ED, learners 
are constantly faced with uncertainty and value the good teachers 
who know what key elements in a presentation guide their deci-
sion making and take the opportunity to impart this experience to 
learners. “Teach general rules” allows learners to apply lessons to a 
breadth of circumstances. A typical ED example might be “sudden 
onset pain is a vascular catastrophe until proven otherwise.” The 
last two microskills “reinforce what was done right” and “correct 
mistakes” relate to feedback. Good ED teachers provide feedback 
to learners that it is contextual, frequent, and related to specific 
actions rather than to characteristics. They do not wait until the 
end of a rotation or even a shift to provide feedback and avoid 
the temptation to limit feedback to generalities as exemplified by 
comments such as “great job today, keep it up!” 

The E.D.S.T.A.T. model has two phases. The first involves set-
ting Expectations (E) and Diagnosing the learner (D). These critical 
steps taken when a teacher first interacts with a learner underpin 
both efficiency and effectiveness. When done well, the remainder 
of the strategies is much more easily implemented. The second 
phase frames each individual teaching encounter, and involves a 
Setup (S), a specific Teaching point or principle (T), Assessment or 
feedback (A), and role modeling through demonstration and clinical 
practice: the realization that one is a Teacher always (T).

When you first encounter a learner: E and D

Expectations
Efficient teachers invest small amounts of time getting to know 
learners, establishing early on what their educational needs are. 
Only then can they choose high-impact material that will be 
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remembered by learners for its utility and relevance. Learners’ per-
ceptions of the amount and quality of teaching is influenced posi-
tively by the relevance of the material to them and the perceived 
amount of effort the teacher spent adapting to the learner’s needs. 
Discussing expectations takes about 5–10 minutes at the beginning 
of a shift. Good teachers view this as time well spent, allowing for 
greater efficiencies later. Learners appreciate the interest and the 
teacher can then cleverly demonstrate this interest when later they 
direct the learner to a specific patient problem the learner had iden-
tified as an educational need, or review a key differential diagnosis 
the learner had previously mentioned as challenging for them.

Learners do not always know what is best for them. Teachers 
should play an active role in objective setting. Setting expectations 
includes consideration of objectives set by learners and their pro-
gram, specific patients of interest to the learner, and points along 
the patient interview-synthesis-investigation-management spec-
trum where the learner typically encounters difficulty. Questions 
such as “What do you want to learn/see today” or “What learning 
objectives do you have?” often fail to elicit objective responses from 
trainees who are eager to appear interested in everything. Examples 
such as “What do you normally find challenging/interesting/
difficult?,” “What was on your wish list that you have yet to 
see?,” “What feedback have you been given about areas to work 
on?,” “What would you like me to provide feedback on today?,” 
or “What types of patients should I be on the lookout for today 
that you would like to see?” may be more likely to elicit tangible 
objectives. Learners should be reassured that setting expectations 
is in their best interest: “how will we know if we’ve accomplished 
any learning today?” or “I can’t involve you in the high-yield cases 
if I don’t know what those are!” It may be helpful to allow time 
to think about expectations by revisiting the questions part way 
through the shift or forewarning learners about the need to define 
objectives in an orientation session or package prior to the rotation. 
Expectations can evolve as a teacher and learner each become 
familiar with what the other has to offer. For example, as a learner 
masters certain content areas, new objectives will need to be 
developed. Alternatively, experience in the ED may uncover unex-
pected areas of need. Learners should be exposed to specific patients 
and problems that they may not see elsewhere. EDs with specific 
mandates such as trauma, inner-city health, or community-based 
practice should encourage learners to take advantage of these. 
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Teachers with specific interests should make these known to the 
learner and devise objectives around these. For example, an EP 
with an interest in toxicology, trauma, or clinical epidemiology 
might be a huge opportunity for a learner.

Expectations should take on more breadth for senior learners. 
Teaching, administrative issues, managerial skills, or risk management/ 
quality improvement activities are fair objectives. With senior learners 
there is often more difficulty establishing the appropriate amount 
of supervision. Questions such as “How would you like me to be 
involved today?,” “Should we share the teaching?,” “What logistical 
issues frustrate you?,” or “What cases are you comfortable handling 
on your own?” often elicit helpful responses.

Some learners are self-directed and wish to think through prob-
lems on their own using notes or web-based resources; others prefer 
to optimize their time with an “expert” to discuss an approach. Some 
respond well to guiding questions while others see these as a frus-
trating “read my mind” challenge. Visual learners benefit more from 
reading than from a lecture on a topic. Learners frequently lack the 
insight required to articulate these nuances at first and teachers may 
need to revise their approach over time based on their experience. 
Again, asking these types of questions is not futile: it serves to dem-
onstrate your interest in the learner and highlight to them the need 
for some self-insight.

Teachers should disclose their own teaching habits. Learners 
are frustrated when different teachers have different expectations 
and they are constantly trying to “guess” what the teacher wants. 
Discussing a preference clearly sends the message that the teacher 
understands the students’ perspective. Subsequent teaching will be 
more efficient because the learner can adapt their presentations to 
the teacher’s expectations. For example, do you like the learner to 
summarize the history, examination, differential diagnosis, and man-
agement plan or do you prefer that the learner state up front what 
they think is going on and then probe their rationale through ques-
tioning? Do you like learners to review all patients prior to ordering 
investigations or are you comfortable with them ordering basic inves-
tigations on their own? How many patients should they have “on the 
go” before coming to review them? The answers to these questions 
will vary depending on learner level and your comfort with them.

Some learners benefit from stringent guidelines. Setting time 
limits on patient interactions, breaks and departures from the 
department are important, especially for learners who are not as 
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organized and for those unfamiliar with the ED. Learners often 
have difficulty understanding that ED assessments can be focused 
and would benefit from some clarity on your expectations regard-
ing patient flow. Medical students and junior residents should likely 
focus more on quality care for a fewer number of patients and leave 
streamlining and cognitive short cuts to more senior residents.

Diagnosing the learner

Learners’ strengths and limitations, the teacher’s experience with 
the learner, and in some cases knowledge about the learner’s prior 
performance all inform a teacher’s impression or “diagnosis” of the 
learner. This represents recognition of what cognitive and behav-
ioral level the learner is at and a decision on a course of action 
to advance this level. At this stage obvious areas of concern or 
deficiencies should be noted by the teacher, and any significant 
concerning behaviors identified. The teacher can then make a 
decision about how they will interact with the learner, what they 
will teach, and what degree of autonomy they will provide.

For example, learners who are slow to decide on a disposition or 
are overly conservative may be risk averse. These learners should 
be encouraged to make decisions and commit to a course of action 
within the security of a supervised environment. Some learners will 
be “minimizers” and others “worriers.” Teachers should adapt their 
vigilance accordingly. Learners may avoid certain patients because 
they have deficiencies in their patient care skill set. They should be 
encouraged to face their limitations head-on with additional guid-
ance or tools from the teacher. Some learners have specific deficits 
in core competencies such as diagnostic reasoning, communication 
skills, teamwork ability, resource management, professionalism, or 
critical appraisal. Astute teachers will be vigilant for these deficits 
and will tailor their approach to help address these through teaching 
and feedback. Learners should be aware and ideally agree that these 
will be areas of focus. Clearly, teachers who are effective at discuss-
ing expectations will have the least difficulty with learner diagnosis.

For each teaching encounter: STAT

Setup
Learners often require sensitization to learning points or guidance 
around the approach to a patient problem. This can be accomplished 
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with a brief set up discussion. Careful setup will teach the learner 
about what is important in a given presentation, provide specific 
guidelines around a patient encounter, and alert them to teaching 
that will follow. For rudimentary or familiar presentations, many 
learners will appropriately engage patients on their own with little 
or no setup.

Setup may include medical decision making: “this patient is here 
with right upper quadrant abdominal pain – what are the five most 
important diagnoses you are going to consider?,” or “this patient is 
here with chest pain – I want you to bring the ECG to me within 
5 minutes if it is anything but normal – reducing time to acute MI 
treatment is one of the biggest impacts we can make in emergency 
medicine” or “this patient seems to have multiple complaints – your 
job is to identify the principle complaint, the chronic problems, and 
if any of them seem dangerous – then be clear with the patient 
which we will and which we won’t be able to address today.”

In some cases, feedback provided for one case will set up the 
next. For example, if a student requires an inordinately long 
time to assess a straightforward ankle inversion, a teacher might 
use feedback about this to set up the next case: “I expect you to 
complete the history and examination in less than 15 minutes – if 
it seems it will take longer, I want you to come and tell me and 
we’ll try and figure out why.” If the student has a habit of this type 
of difficulty, this could have been identified during discussions 
of expectations, and would inform the teacher’s diagnosis of the 
learner. Consistency through all phases of the teaching model can 
lead to very satisfying improvements in learner performance.

Some set up issues may pertain to department logistics: “our 
ultrasound department closes in 30 minutes – decide in the next 10 
minutes if you think this patient will require an ultrasound – that’s 
a patient flow tip I picked up a few years ago!” Still others may 
relate to key resources: “this pocket card is a clinical decision rule 
that I use for patients like this. Go see the patient, then have a look 
at it – your job is to tell me if you think they satisfy the compo-
nents of the rule.” Sensitize the learner to some of these efficiency 
measures by framing them as learning or practice “tips.”

Teach a focused teaching point

Excellent teachers do not necessarily teach the most. Rather, they 
teach high-yield material, relate it specifically to an individual 
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learner, and make learning interactive and fun. Selecting an 
appropriate teaching point is an art. Good teaching points are 
(1) relevant to the learner (based on expectations, the learner’s diag-
nosis, and possibly an appropriate setup), (2) contextual (learned 
in the course of patient care), (3) linked to previous knowledge 
(from past encounters with the learner and knowledge of their 
previous experiences), and (4) clearly identified as grounded 
in evidence, general opinion, or the teacher’s own experience. 
Thankfully, learners do not expect long, thorough reviews of top-
ics in the ED. They appreciate helpful guidance around patient 
care, “rules of thumb,” useful resources, correction of inaccuracies 
or deficiencies in their knowledge base, and useful approaches to 
problems [11]. Many good teaching points will pertain to non-
clinical issues such as good teaching practice, patient flow, or inter-
professional relations.

Good teachers actively seek teaching opportunities. They listen 
to conversations learners have with each other and other health 
professionals. They read what learners chart and seek out interesting 
lab and imaging results. They summon all learners in the department 
for a brief teaching encounter around a great case, modified to each 
learner’s level. Good teachers have a repository of resources that 
they use to support a teaching point or address a learner’s declared 
learning need. Examples might include a digital image library, file 
of interesting EKGs or lab results, or favorite websites and practice 
guidelines. For senior residents, involving them in administrative 
decisions, diverting nurses’ queries to them, and having triage 
personnel notify them first about trauma or resuscitation cases are 
all important opportunities.

Learners like to be challenged in a safe teaching environment. 
Success depends directly on proper learner diagnosis and prepar-
ing them for the challenge through the setting of proper expec-
tations. Rather than focusing on what learners already know or 
what they can easily read in a textbook, good teachers promote 
active learning in three key ways. First, they quickly push learn-
ers to the limit of their knowledge and take them to the next step 
but rarely beyond. Asking for innovative differentials is a good 
way to do this: “list six extraperitoneal causes of abdominal pain,” 
“what seven immediately life-threatening thoracic injuries must be 
sought in the primary survey of a trauma patient?” Good teachers 
expand on a case: “okay, it sounds like you know what to do with 
this patient, but how would that change if she were pregnant?,” 
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or “do you know what patient population that decision rule was 
derived and validated in?”

Learners appreciate flexibility in the approach to patients. It is 
essential that learners be forced to make decisions and as long as 
their proposal is safe, it is sometimes useful to allow them to carry 
out their plan even if it is not the teacher’s first choice of actions. 
The learner can then adapt their approach through an iterative 
process by seeing the consequences of their decisions. At the very 
least learners should be forced to make a commitment and justify 
their opinion before the teacher explains why a different course of 
action should be taken.

Effective teachers have strategies for busy times. They acknowl-
edge that detailed teaching will be replaced with more concise case-
based teaching focused on learner needs. For example, if EKGs 
or radiographs have been identified as an area of concern, then 
teaching can focus on any EKG or imaging studies completed. 
Rather than teaching the approach to decreased level of conscious-
ness for 30–45 minutes, teachers can focus on lab results such 
as acid–base “rules” or a differential for elevated anion gap. The 
learner can then be referred to a textbook or website for an overall 
algorithm. There can be a “theme of the day” such as the differen-
tial diagnosis of headache. In available moments, the learner can be 
prompted for another addition to their list and the teacher can com-
mit to discussing the pertinent physical findings or investigations 
for every new item the learner adds. Finishing off the list can then 
become homework or a topic of discussion after the shift. Likewise, 
if a learner has difficulty deciding upon investigations but has 
decent assessment skills, the teacher can quickly satisfy them-
selves that the story is adequate (either by some brief questions 
to the learner or going in to see the patient themselves with the 
learner in tow) then focus teaching on investigations. For exam-
ple, it would be more useful to focus on the limitations of ultra-
sound in diagnosing appendicitis than on the embryology of gut 
rotation and why the appendix is in the right lower quadrant. 
For a medical student an introductory line might be, “walk me 
through how you examined the abdomen – I’ve got a couple of 
tricks you may find useful then I’ll tell you how I investigate these 
problems,” whereas for a senior resident the focus may be “I’ve 
quickly talked to the patient you saw and I agree it sounds like 
it might be a pulmonary embolism, what do you know about the 
sensitivity of CT in the diagnosis?” Efficient teachers multitask by 
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“teaching and doing” such as by “talking through” procedures for 
the benefit of learners.

Good teaching points can be overlooked. Simply telling a learner 
that the Ottawa Ankle Rule exists and where to find it is a useful 
30-second teaching point. Going through the rule and its applica-
tion is quite another, taking perhaps 5 or 10 minutes. Good teach-
ers will recognize the difference between these two and adapt their 
approach to the time available. Another quick example for the 
student who has difficulty organizing a differential is to provide 
a mnemonic that they can use for all subsequent cases and insist 
they use it. 

Finally, many excellent teachers make use of teaching scripts, 
described by Irby [11]. Teaching scripts are discrete packages of 
information that a teacher keeps in the back of their mind for 
popular scenarios that arise. Typically, the script will be based on 
the teacher’s previous experience with learners at a similar level 
and focus on common areas of misconception or difficulty. The 
beauty of teaching scripts is that they are brief, targeted to com-
mon areas of need, and easy to carry out because the teacher 
is familiar with them. They can be delivered with minimal 
preparation. 

Assess and give feedback

While feedback is detailed in another chapter, it is important to 
note that good teachers provide both ongoing and summative 
feedback to learners. Feedback given in the course of case review 
can be used to set up future cases: “the most important thing you 
write in the chart is the discharge instructions. Please be specific 
about what you tell patients when they leave – I’ll be looking for 
this in the next few charts you do.” There is no better time to pro-
vide feedback about an incident than shortly after it has occurred, 
assuming the learner is receptive. The rare situation may arise 
when a particularly stressful or negative event has occurred when 
feedback should be deferred. It is important that learners be pro-
vided with guidance as they progress through the shift or at the 
very least a summary of feedback including specific references to 
important incidents, both good and bad, that occurred that day. 
The use of shift feedback cards is a good way to both stimulate and 
document feedback sessions.
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Teacher always: the role of role modeling

Much of the learning that occurs in the ED is implicit – learners 
observe what teachers say and do. Learners are frustrated when 
teachers do something they themselves advised against, or omit 
an action that they recently told the learner was necessary. It is 
thus important that teachers hold themselves to a high standard 
and display the behaviors and professionalism they expect from 
students. Teachers should acknowledge when something is their 
opinion and not an unequivocal truth. Learners will likely have 
seen a different approach in the recent past and be confused about 
contradictions in practice.

Learners must be skilled at identifying their limits. Teachers 
should also acknowledge when they do not know factual material 
or require additional expertise to manage a patient. This is seen 
by good teachers as an opportunity to team up with the learner 
to solve the problem: “you look here and I’ll look there and we’ll 
compare notes.” This can also be turned into a homework assign-
ment: “you look this up and see what you find – I’ll do that same 
and we’ll talk about it when we next meet.” Teachers should 
demonstrate appropriate collaborative behavior with other health 
professions and physician colleagues and acknowledge when cir-
cumstances lead to suboptimal interactions on busy or frustrating 
days. Teachers should demonstrate to learners where their own 
learning opportunities arise: “I learned something today…” or “I’ll 
definitely do that differently next time!”

Summary

There are multiple strategies described here to help carry out effec-
tive ED teaching, tied together by the microskills or E.D.S.T.A.T. mod-
els. Setting expectations and diagnosing the learner establish rapport 
and help develop an effective, efficient learning plan. Most teaching 
encounters should include a setup, selection of a key teaching point, 
assessment, and feedback. Finally, teachers should do what they say 
and say what they do – they are always teaching through role mod-
eling. It is not necessary to change all teaching behaviors at once – 
teaching can improve even with some incremental positive changes. 
Remember that learners benefit most from teachers who have the 
learners’ best interests in mind, are proactive, and are willing to make 
changes in how they do things for better learning and clinical care.
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Summary points

1.  Be clear about your expectations and discuss how you like to 
review cases with the learner.

2.  Form a “diagnosis” of the learner’s needs, strengths, and liabilities 
based on your observations and discussions with the learner.

3.  Set up each shift and patient interaction so the learner knows 
what to focus on.

4.  Focus teaching around key points and direct learners towards 
reference materials for more comprehensive review.

5.  Feedback, both positive and negative, is best given frequently and 
in the context of individual patient care.

6.  Recognize the teacher’s obligations as a role model – make sure 
you embody what you teach.
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Pearls and pitfalls in 
teaching: what works, 
what doesn’t?

Brian Clyne, David G. Lindquist
Department of Emergency Medicine, The Warren Alpert Medical School of 
Brown University, Providence, RI, USA

Introduction

The practice of medicine is built upon the time-honored tradition of 
passing knowledge from experienced clinicians to aspiring students at 
all levels. Regardless of one’s specialty, level of experience, or practice 
setting, this custom is a defining feature of the profession. Nowhere 
is this process more evident than in emergency medicine (EM). High 
patient volumes, undifferentiated pathology, and direct supervision 
by experienced providers combine to create an environment rife with 
learning opportunities and the continuous exchange of ideas.

To write a chapter pointing out pitfalls without suggesting solu-
tions would be akin to offering endless negative criticism to a stu-
dent without offering ways to improve. Thus, while various pitfalls 
are highlighted, care is taken to offer alternative approaches. 
Naturally, many of these suggestions will reflect back on other 
chapters in this book, where various strategies for successful teach-
ing are presented more extensively. Much of what is discussed here 
applies to bedside teaching, but many of the principles transfer 
readily to lecture preparation, the scripting of medical simulations, 
and the demonstration of procedures. The chapter that follows is 
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born primarily of experience, observation, and reflection. Our own 
missteps teaching EM have been a most powerful source for under-
standing what works and what doesn’t.

Before engaging in any discussion of the teaching of EM, the 
importance of clinical competence must be recognized. Clinical 
excellence is a prerequisite for being a role model. You must have 
confidence in your clinical abilities to teach effectively and main-
tain credibility in your students’ eyes.

Determining your own level of clinical competence requires that 
you assume the role of perpetual student assessing your strengths 
and weaknesses, seeking feedback, and taking the necessary steps 
to improve. Assuming this role will serve as a reminder that we 
are all students engaged in the medical tradition of passing along 
knowledge and experience.

Teach for the right reasons

Teaching is hard, requires preparation time, and rarely comes nat-
urally. If you are teaching primarily for personal gain (e.g. promo-
tion), you may find its challenges intimidating. Your learners will 
quickly recognize your lack of enthusiasm for the task at hand, and 
your frustration at the workload will be apparent. Ideally, teach-
ing is gratifying for you. To facilitate this, you should identify ways 
in which teaching enhances your own skills and judgment. Find 
opportunities to talk about what you know, or to learn more about 
a topic that you would like to master. Many people have an area 
about which they feel passionate, or at least to which they have 
a connection. Use that passion as a springboard to develop your 
teaching points. Channel your enthusiasm for the topic into your 
presentation. Teach as if you care. You may find that personal gain, 
once de-emphasized, comes more easily.

Clarify expectations

One common pitfall for teachers is the failure to establish bounda-
ries with one’s students. This is especially true for junior faculty 
who, by virtue of their recent transition from residency, may regard 
senior residents more as peers than trainees. The crucial intellectual 
step for all faculty to take is to recognize how the responsibility for a 
trainee’s education, and its direct impact on patient care, supersedes 
any desire to “be a pal.”
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A useful way to define your teaching role is to establish expecta-
tions for the learner. This avoids one of the classic pitfalls of clinical 
teaching, poorly communicated expectations. Well-defined goals, 
whether they are lecture objectives, how you prefer to hear patient 
presentations, or specific tasks you would like to see accomplished, 
will provide a constructive framework for teacher–student interac-
tions and create a positive learning experience. When establish-
ing the expectations, outline a few important areas on which they 
should focus. In EM, the goal is identifying acute problems, using 
focused history and physical examinations, sorting out the dan-
gerous entities from the benign, and recognizing what is germane 
for the emergency department (ED). Offer guidance on what the 
EM priorities for a given patient. These clarified expectations make 
evaluation and feedback more straightforward, and provide that 
elusive overall sense of progress.

Know what they need to learn

Whenever possible, determine the needs of your audience. Whether 
teaching at the bedside, lecturing to a crowd, or presenting to a 
small group, soliciting their goals and objectives will help you align 
them with your own. Assessing your learners’ needs will allow 
you to target your instruction, establish your topic’s relevance, and 
connect with your audience. You may consider showing how your 
topic will improve patient care, avoid lawsuits, increase efficiency, 
or as a last resort, pass the exam. Addressing your audience’s goals 
and objectives is straightforward when groups have a shared level 
of expertise. Groups with varied levels of training demand a more 
thoughtful approach. The pitfall is teaching too narrowly. Aim too 
high, and your audience will fail to engage your topic. Aim for the 
least common denominator, and your audience will lose interest. 
A balanced presentation targets the objectives of your mid-range 
learners, offers pearls to your experts, yet remains accessible to all.

Teach, don’t taunt

We have all been subjected to that endless line of questioning that 
starts and ends with memorized medical facts, typically referred to 
as “pimping.” Although falling out of favor, it deserves mention 
because it has been a common teaching method since the time of 
Sir William Osler. The recitation of mere information provides the 
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learner no opportunity for “escape” or improvement. Pimping pro-
motes a learned helplessness, whereby if the answer is not known, 
the student is left without recourse. At best, factual questioning estab-
lishes that the learner already knows whatever facts on which you 
quiz them. Using this method, the most you could hope to contrib-
ute to their education is a few more facts, often at the expense of 
the learner’s self-esteem. If you are trying to gauge a learner’s level 
of understanding, there may be a brief role for factual questioning, 
but it is otherwise a low-yield technique.

Instead, challenge the learner with questions that demand a prob-
lem-solving approach. Use nonthreatening questions that target stu-
dents’ understanding of broad concepts, rather than mundane facts. 
Regurgitating Ranson’s Criteria is of little use if one does not under-
stand the pathophysiology of pancreatitis. Focus your questions 
instead on the underlying mechanisms of pancreatitis. Students will 
ponder the processes and will transition easily to treatment consid-
erations. They will have moved from the theoretical to the practical 
independently, experiencing the power of one to guide the other. 
Such critical thinking skills are relevant for emergency physicians, 
who make clinical decisions with limited information.

Emergency physicians are particularly adept at incorporating 
new teaching methods. The communication skills by which we 
connect with patients are precisely the ones which make an effec-
tive teacher. We make eye contact, listen, and provide explanations 
at the appropriate level. Use these same techniques to let your stu-
dent feel that he/she has your full attention. Protect the encounter 
from interruption, listen attentively, paraphrase their comments, 
and address their questions thoughtfully.

Activate your learners

Recognize that adults learn through action, experience, and reflec-
tion, rather than the passive absorption of information. Although 
lectures defy these basic principles, it must be acknowledged 
that a lecture format can be an effective way to convey informa-
tion to a large group in a short time period. This one-way flow of 
ideas, from lecturer to audience, can be improved when the mate-
rial is case-based, relevant to the audience’s needs, and when the 
presentation allows for open discussion. Judiciously used, lec-
tures can provide a basis from which other teaching methods can 
be implemented, including small group discussions, simulation 
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exercises, or procedural skill training. These latter techniques are 
examples of more active learning that engage students, facilitate 
questions, and provide the opportunity for timely feedback.

Opportunities for active learning in the ED abound. Ideally, 
teaching is case-based, clinically relevant, protected from interrup-
tion, and consists of the exchange of ideas. Fortunately, sign-out 
rounds include all of these elements, in addition a receptive audi-
ence. This combination creates an extremely teachable moment. 
The physician leading rounds, can select teaching points based on 
the educational benefit to the team. The lead instructor should 
focus on key points and general guidelines, minimize factual ques-
tions, and ask questions of the group to establish a collaborative 
learning approach. Sign out gives trainees the opportunity to 
explain not just their management plans, but their decision-mak-
ing process. This forces learners to employ critical thinking skills, 
review their patients’ management, and take an active role in edu-
cating their peers.

Independent learning, such as researching a topic for a mini-lecture 
at the end of a shift, is another effective active learning strategy. 
Ideally, the topic stems from a clinical question that arose during 
the shift. Placing the student in a teaching role forces them to 
define the question and present the information clearly. There 
are many good structured case-based clinical teaching meth-
ods, described earlier in this book and elsewhere in the medical 
literature. Regardless of the method selected, their common value 
is the one-on-one exchange that occurs between teacher and 
student.

A little autonomy goes a long way

One common pitfall in clinical teaching is the inability to extend 
control to your trainees. This may stem from a desire to main-
tain patient safety or departmental flow. As the shift gets busier, 
the temptation to take over patient care directly and have the stu-
dent “learn by observation” becomes strong. The higher acuity a 
patient, and the less experienced the trainee, the harder it is to 
delegate decision-making responsibility. At every stage of train-
ing, provide greater responsibility and fewer limitations. Let your 
trainees know that when you ask “What do you want to do?” their 
response matters. Some trainees will continually defer to you. 
Guide them with your knowledge, experience, and the evidence 
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available, but resist the temptation to offer your opinion until they 
have committed to their own plan. This forces them to consider 
consequences, and eventually increases their comfort with the 
decision-making role.

Relinquishing control can be a challenge, and clearly, patient 
safety is foremost. But the medical student can be tasked with 
deciding whether to order a complete blood count (CBC), the 
intern whether a chest x-ray is needed to treat a pneumonia, 
and the senior resident with the choice of noninvasive versus 
endotracheal intubation. This graded approach can help you as the 
teacher to become more comfortable with your trainees’ growing 
independence. In addition, the increased autonomy will force your 
learner into a more active role.

Keep it simple

Long lectures and comprehensive reviews are not only tedious, but 
they are also impractical for the ED. Instead, keep discussions and 
presentations focused on a specific problem, reinforcing your points 
with relevant background information only. Avoid attempting to 
convey too many concepts at once. This applies to lecture, bedside 
teaching, simulation, and any other teaching venue. Select two or 
three main points, avoid digressions, and provide the repetition that 
promotes retention. The same principles apply when demonstrating 
a procedure. Break it up into logical components (e.g. indications, 
landmarks, site prep, execution, troubleshooting), pause for clarifi-
cation and reinforcement, and allow time for questions.

Practice safe learning

Belittle your learners for wrong answers or the sake of a laugh, 
and you will firmly establish an audience that will not dare to 
voice their opinions. A safe learning environment is paramount for 
learners to venture beyond their comfort zone. If they fear humili-
ation, you will crimp their ability to think broadly, stand by their 
reasoning, and make a commitment. Establish a climate where 
learners feel comfortable expressing themselves by inviting their 
opinions, encouraging their questions, and acknowledging your 
own limitations. A nonthreatening working relationship provides 
unforeseen benefits to patient care. A trainee may include infor-
mation you had not considered, altering the patient’s management. 
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Empowering trainees to voice their thoughts is consistent with the 
growing emphasis on teamwork training, communication, and 
their impact on patient safety.

What are you thinking?

Conveying your thought process to your students and physicians-
in-training is at the core of clinical teaching. Just as patients wish 
to know the reasons for their tests/treatments, so your students 
crave insight regarding your decisions. Elaborating on our thought 
process while caring for many patients is a constant challenge but 
it is the goal to which academic clinicians aspire.

One effective teaching method is to explain to the patient and 
the student simultaneously. This saves time, includes patients in 
the decision-making, and allows you to model the patient–physician 
interaction style you would like to impart. It is a powerful tech-
nique when you are uncertain as to the appropriate patient dis-
position, or sense resistance from the patient regarding your plan. 
When the student observes you summarize the case, outline the 
options, solicit the patient’s and the family’s input, and reach a con-
sensus plan, then they will see a complete physician in action. They 
will see not only the medical decisions being made, but a model for 
how to address clinical, psychosocial, follow-up, and liability issues 
all in one brief encounter.

Food for thought

Providing appropriate feedback may be the most difficult teaching 
task. Because most physicians feel uncomfortable offering it, they 
fall into the classic pitfalls of providing no feedback at all, or sim-
ply the vague reassurance that a trainee is “performing at a level 
appropriate for their training.” This common criticism of medical 
education can be overcome not only with practice but also requires 
a constructive framework for giving objective feedback.

At baseline, there must be a professional culture of under-
standing. The teacher must recognize their responsibility for the 
student’s improvement. Viewed in this light, feedback becomes 
an expectation, and a guide for professional development, not a 
judgment of character. Mature learners recognize this; those who 
become defensive upon receiving such critiques may benefit from 
having this dynamic pointed out.
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Clarify at the outset the criteria by which the student will be 
judged. Set the expectations early. In this way, feedback becomes 
part of a discussion already begun, and feels less awkward.

To begin a feedback session, ask the student for a self-assessment. 
Often they will identify the same deficiencies you have, making 
the discussion easier. Keep the session on a professional level by 
referring to specific behaviors or actions that can be changed, and 
by using nonjudgmental, descriptive terms. Students will be more 
receptive to negative feedback if it is balanced by noting their areas 
of strength. Providing feedback in the appropriate setting is also 
important. The management phrase “Praise in public, criticize in 
private,” applies here. End each session on a positive note, with 
concrete suggestions that the student can implement to improve. 
The weaker the trainee, the more specific behaviors you can list.

When giving feedback, do not overlook your strongest trainees. 
Although it may feel easier to evaluate them with a pat on the 
back, they are as deserving of guidance as their peers. Even the 
highest performers have room to improve.

Summary

Despite its challenges, teaching EM can be intensely gratifying. The 
desire to share knowledge and expertise is a defining feature of our 
specialty. Our residencies are full of trainees eager to learn, and our 
responsibility to train them is enormous. We hope the pearls and pit-
falls offered in this chapter will help you avoid the mistakes we have all 
made, and take advantage of the rich teaching environment in which 
we are privileged to practice.

What works What doesn’t

Teach for the right reasons Teaching what you care 

about

Teaching for 

personal gain

Clarify expectations Well-defi ned goals and 

objectives

Failing to establish 

roles

Learn what they need to 

learn

Assessing your learner’s 

needs

Teaching too 

narrowly

Teach, don’t taunt Questions that foster 

problem-solving

Humiliation, 

sarcasm, and 

intimidation

Continued
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What works What doesn’t

Activate your learners Engaging students, 

facilitating questions, 

providing feedback

Overuse of lecture 

format

A little autonomy goes a 

long way

Delegation of graded 

responsibility

Inability to 

relinquish control

Keep it simple Problem-focused 

discussions

Information 

overload

Practice safe learning Soliciting students’ 

opinions and questions

Emphasizing 

the academic 

hierarchy

What are you thinking? Explaining your 

thought process

Answers, not 

explanations

Food for thought Timely, objective 

feedback

Personal character 

judgment
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pedagogy, 4
personal and professional growth, 

88–9



Index  241

personality traits, 65, 88
of bedside teachers, 37

philosophy, of teaching, 108–9
physical contact, 92
physical environment, for learning, 

8
physicians, teaching, see resident 

physicians, education of
pimping, 41, 227, 228
pitfalls

in academics, 206
and pearls in teaching 225

decision-making responsibility, 
229–30

expectations clarifi cation, 
226–7

feedbacks, providing, 231–2
learners, activating, 228–9
needs of audiences, 

determining, 227
right reasons, 226
safe learning, practice of, 

230–31
simplicity, making, 230
teaching methods, 227–8
thought process, conveying, 

231
in resident teaching, 150–53

PORT score, 82
positive discussions, 90
positive feedback, 62
post-test probability, 78
practice-based learning and 

improvement, 135–6
practicing, before presentation, 

177–8
pregnancy, changes and radiation 

risks in, 82–3
preparation

for small group discussion, 184–5
for teaching and learning 

procedures, 48–51
presentation skills, 168

audience, understanding, 171

beginning, of talk, 172
body language, knowing, 174–5
end of talk, 171
environment, aware of, 175–6
ground rules setting, 176
material, knowing, 172–3
practice, 177–8
stage fright, dealing with, 177
talks, types of, 169–70
voice and tone, attention to, 

173–4
pre-test probability, 78
“primum no nocere”, 141
printed materials, for learning, 

198–9
problem-based learning (PBL), 183
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remediation, 143

residency infrastructure and 
support

dedicated teaching shifts, 
128–30

leadership, continuity of, 
127–8

residency offi ce, 125–7
residency program culture and 
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uninterrupted teaching rounds, 39
university settings, 193

verbal discussion, see evaluation of 
learners

verbalization, 51, 52–3
visual diagnosis, 139
visualization, 51–2

Wagner, Mary Jo, 199, 200
websites, recommended, 84
Well’s criteria, 82
work rounds, 137
working knowledge phase, 40
written feedback/evaluation, 67–8


	Cover Page
	Title: Practical Teaching in Emergency Medicine
	ISBN 1405176229
	Dedication
	Contents (with page links)
	Editors and Contributors
	Chief Editor
	Associate Editors
	Contributors

	Preface
	SECTION 1 Background/Introduction
	1 Adult learners in the emergency department���������������������������������������������������
	Introduction
	Learning theories
	Learning as a child
	Learning as an adult
	Educating adults
	Adult learning in the ED
	Conclusion
	References

	2 Obstacles to teaching in the emergency department����������������������������������������������������������
	Obstacles inherent to the ED
	Instructor-based obstacles
	Learner-based obstacles
	Solutions
	Conclusion
	References

	3 Teaching and patient care in emergency medicine��������������������������������������������������������
	The benefits of teaching in emergency medicine
	Improving patient care and safety
	Emergency medicine education: foundations for the future
	Conclusion
	References

	SECTION 2 Teaching in the Emergency Department
	4 Bedside teaching in the emergency department�����������������������������������������������������
	What’s holding us back: barriers to bedside teaching
	The basics: characteristics of effective bedside teachers
	The framework: the experience versus explanation cycle
	Implementation: the art of bedside questioning
	Closure: effective feedback as it relates to bedside teaching
	References

	5 Teaching procedures: beyond fisee one, do one, teach onef������������������������������������������������������������������
	Introduction
	Prepare to teach and learn
	The process of learning
	Putting theory into practice
	Creating a procedural education elective for preclinical medical students
	References

	6 Providing feedback in the emergency department�������������������������������������������������������
	Introduction
	General guidelines for providing effective feedback
	Additional feedback methods and tools
	Conclusion
	References

	7 The computer as a teaching tool����������������������������������������
	Top 10 recommended Websites to use during a shift
	Summary
	References

	8 Teaching the intangibles: professionalism and interpersonal skills/communication�����������������������������������������������������������������������������������������
	Communication and professionalism
	Recommendation 1: provide motivation for professional behavior and improved communication
	Recommendation 2: promote openness to continual growth
	Recommendation 3: set expectations and establish standards surrounding the mission of emergency medicine
	Recommendation 4: observe, listen, evaluate and offer feedback
	Recommendation 5: explicitly outline key components of a patient encounter, including the initial introduction, patient-centered
	Recommendation 6: recognize the importance of communicating well with nurses
	Recommendation 7: frame the approach to communicating clearly, respectfully, and confidently with consultants
	Recommendation 8: be the role model of professionalism in words and deeds
	Recommendation 9: discuss the importance of acknowledging the good work of others
	Remediation of students having difficulty with professionalism and communication
	Conclusion
	References

	SECTION 3 Teaching Specific Groups
	9 Teaching medical students����������������������������������
	Why teach medical students?
	What is so unique about emergency medicine (EM)?
	What are the problems unique to EM?
	Qualities of an effective teacher
	Teaching philosophy
	Educational objectives and curriculum
	Clinical teaching
	Techniques to prevent the student from being overwhelmed or overwhelming you
	References

	10 Teaching trainees from other services in the emergency department���������������������������������������������������������������������������
	Introduction
	Advantages to having non-EM trainees
	Models for teaching off-service residents
	Practical tips to improve models of teaching
	Conclusion
	Pitfalls
	References

	11 The education of resident physicians in emergency medicine: A United States perspective�������������������������������������������������������������������������������������������������
	Teaching resident physicians
	EM residency infrastructure and support
	The core competencies
	Clinical teaching paradigms for EM faculty
	Tailoring the individual resident experience
	References

	12 Teaching physicians in training how to teach������������������������������������������������������
	Teaching residents how to teach
	Setting teaching expectations
	Pitfalls of resident teaching
	Learner assessment
	Staying organized as a teacher
	Conclusion
	References

	SECTION 4 Improving as an Educator in Emergency Medicine
	13 Characteristics of great teachers�������������������������������������������
	What do learners want from their teachers?
	What do medical educators believe are characteristics of great teachers?
	What styles do great teachers use?
	What are environmental adjuncts and barriers to successful teachers?
	Conclusion
	References

	14 Effective presentation skills���������������������������������������
	Introduction
	Rule #1: Know the type of talk you are giving
	Rule #2: Know your audience
	Rule #3: Know your ending
	Rule #4: Know your beginning
	Rule #5: Know your material
	Rule #6: Pay attention to your voice and tone
	Rule #7: Know your body language
	Rule #8: Know your environment
	Rule #9: Set the ground rules
	Rule #10: Deal with the stage fright [4]
	Now that you have got it all together: Practice, practice, practice
	Conclusion
	References

	15 Small group discussion skills���������������������������������������
	Small group discussions
	Benefits of small group discussions
	When to use small groups
	Characteristics and techniques of a good facilitator
	Getting started with a small group discussion
	Challenges and solutions of small group discussions
	Assessing the discussion
	Conclusion
	References

	16 Faculty development as a guide for becoming a better teacher����������������������������������������������������������������������
	Defining faculty development
	Practicing in an academic setting
	Clinicians as teachers
	Setting goals
	Developing a customized program
	Finding resources
	Promotion
	Pitfalls
	Conclusion
	References
	Recommended reading

	SECTION 5 Teaching Techniques and Strategies
	17 Strategies for effective clinical emergency department teaching�������������������������������������������������������������������������
	Introduction
	Strategies versus traits
	Models to guide ED teaching
	When you first encounter a learner: E and D
	Diagnosing the learner
	For each teaching encounter: STAT
	Teach a focused teaching point
	Assess and give feedback
	Teacher always: the role of role modeling
	Summary
	References

	18 Pearls and pitfalls in teaching: what works, what doesn’t?��������������������������������������������������������������������
	Introduction
	Teach for the right reasons
	Clarify expectations
	Know what they need to learn
	Teach, don’t taunt
	Activate your learners
	A little autonomy goes a long way
	Keep it simple
	Practice safe learning
	What are you thinking?
	Food for thought
	Summary

	Index (with page links)



