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9:00-9:30am

Pre-course Questionnaire
Personal Teaching Reminder

9:30-10:00am

Introduction
• Characteristics of the best teachers
• Goals and Agenda for the day

10:00-11:00am

Setting Goals and Expectations
• Purpose and Utility
• Techniques
• RIME

11:00-11:15am

Break

11:15-12:30pm

Teaching Theory and Techniques Part I
• Adult Learning Theory
• Diagnosing Your Learner/RIME
• Questioning as a Teaching Tool

12:30-1:00pm

Grab Some Pizza

1:00-2:45pm

Teaching Theory and Techniques Part II with Lunch
• Barriers & Solutions to Teaching on the wards
• Tips for Teaching with Limited Time
• The 5 Microskills of Clinical Teaching

2:45-3:00pm

Break

3:00-4:00pm

Giving Feedback
• Relevance and utility of effective feedback
• Basic principles of giving feedback
• Practice giving feedback

4:00-4:30

Wrap Up
Complete Personal Teaching Reminder
Complete Course Evaluation and Post-Course Questionnaire

GOALS FOR THE COURSE
1. To improve your confidence as a clinical teacher and team leader of interns and
medical students.
2. To prepare you for this role by providing you with practical teaching techniques
that work in the variety of settings in which you teach.
3. To provide you with realistic techniques for setting goals/expectations for your
learners and for giving them formative feedback.
4. To improve clinical teaching by residents at Mount Sinai Hospital as measured
by teaching evaluations from interns, students, and faculty.

Setting Goals and Expectations

THE 3 STEPS OF SETTING GOALS
1. Define the goals (knowledge, skills, and attitudes)
• What do you want them to learn
• How will they learn it?
2. Tell your learners the goals
• “My goals for you are….”
• Be specific and clear (concrete)
• Tell them the relevance of the goals
3. Ask learners for their goals

Adapted from the Stanford Faculty Development Program, Leland Stanford University, 1998

Third Year Pediatrics (Insert Your Specialty) Clerkship
Educational Goals

Functional Goals(Expectations)

The "RIME" model
Adapted from materials by
Lou Pangaro, M.D. – USUHS

Reporter

Interpreter

Manager

Educator

The "RIME" model
Adapted from materials by
Lou Pangaro, M.D. - USUHS

Reporter
The student can accurately gather and clearly communicate the clinical facts on
his/her own patients. Mastery in this step requires the basic skill to do a history and
physical examination (gather data) and the basic knowledge to know what to look
for. Implicit in the step is the ability to recognize normal from abnormal and the
confidence to identify and label a new problem. This step requires a sense of
responsibility, and achieving consistency in "bedside" skills in dealing directly
with patients.
Interpreter
The student is able to interpret the clinical data using reasoning and problem
solving skills. At a basic level, the student must prioritize among problems
identified in their time with the patient. The next step is to offer a differential
diagnosis. Follow-up of tests provides another opportunity to "interpret" the data.
This step requires a higher level of knowledge, more skill in selecting the clinical
findings which support possible diagnoses and in applying test results to specific
patients. The student has to make the transition, emotionally, from "bystander" to
see himself/herself as an active participant in patient care.
Manager
The student is able to manage the care of the patient, anticipate outcomes, make
independent decisions and understand the alternatives. This step takes even more
knowledge, more confidence and more judgment in deciding when action needs to
be taken, and to propose and select among options for patients. A key element is to
tailor the plan to the particular patient’s circumstances and preferences.
Educator
The student has mastered each prior step, is a self-directed learner and teaches
other learners. Success in each prior step depends on self-directed learning, and on
a mastery of basics. To be an "educator" in our framework means to go beyond the
required basics, to read deeply, and to share new learning with others. Defining
important questions to research in more depth takes insight. Having the drive to
look for hard evidence on which clinical practice can be based, and having the skill
to know whether the evidence will stand up to scrutiny are qualities of an advanced
trainee.

Teaching Techniques and Theory
Part I

PRINCIPLES OF ADULT LEARNING

Adults learn best when………………………….

Some of the material in this section was adapted from: Instructor’s Guide for Teaching Residents to
Teach. Gary Dunnington, MD and Debra DaRosa, PhD. Association for Surgical Education. And the
Stanford Faculty Development Clinical Teaching Skills Program. And Knowles, Malcolm S., Elwood F
Holton III and Richard A. Swanson. 1998. The Adult Learner. Houston: Gulf Publishing.

PRINCIPLES OF ADULT LEARNING
THEORY
The assumptions of Knowles’ Adult Learning Theory -In other words, ADULTS LEARN BEST WHEN……

• INSTRUCTION IS RELEVANT
Adults must see a reason for learning something. The learning must be
applicable to their work, other responsibilities, or their interests.

• INSTRUCTION IS PROBLEM-CENTERED
The road to the diagnosis is more important than the “right” diagnosis itself.
Learners can acquire new skills & information as they problem solve.

• INSTRUCTION IS CONDUCTED IN A SAFE LEARNING
ENVIRONMENT
The learning environment should be respectful and encourage processing and
verbalization of thought.

• INSTRUCTION IS EXPERIENCE ORIENTED
Adults need to connect new learning to their lifetime of knowledge and
experiences. Past experiences are relevant to the understanding of future
problems.

• FEEDBACK IS PROVIDED
Learner needs to know whether they are learning correctly so that
they can succeed.
• LEARNING IS ACTIVE
The most permanent type of learning occurs when learners are
involved in their own learning process. You can see that active
learning is integral to all of the principles of adult learning mentioned
above.

Adults learn best when……………..
I. Instruction is Relevant
1. Identify clear goals and objectives for your learners
2. Point out the practical applications of theories and concepts
3. Allow learners to be self-directed (choose topics of interest,
identify their own knowledge gaps, etc.)
4. _________________________________________________
5. _________________________________________________
6. _________________________________________________

II. Instruction is Problem Centered = Patient
Centered
1. Use engaging clinical cases
2. Think aloud as you reason through diagnostic or management
possibilities
3. Ask questions that require reasoning
4. Ask questions about hypothetical cases
5. Give learners time to think and respond to questions
6. ______________________________________
7. ______________________________________
8.

______________________________________

III. A Safe Learning Environment Exists
1. Introduce yourself and use learners’ names
2. Invite learners’ opinions
3. Acknowledge your own limitations
4. Encourage questions and independent thinking
5. Clarify your expectations
6. Safe ≠ Easy
7. ______________________________________
8. ______________________________________
9.

______________________________________

IV. Instruction is Experience Oriented
1. Draw on learner’s experiences to reinforce key teaching points –
ex. When was the last time you saw a case like this?
2. Relate concepts to learners’ experiences
3. Provide time for learners to practice skills while you supervise
4. Increase responsibility when appropriate
5. Use teachable moments
6. ______________________________________
7. ______________________________________
8.

______________________________________

V. Feedback is Provided
1. Refer to goals to guide discussion
2. Make it timely
3. Be specific
4. Use objective language
5. Ask learners to self-assess first
6. Make plans for improvement
7. ______________________________________
8. ______________________________________
9.

______________________________________

VI. Learning is Active
1. Avoid long lectures
2. Encourage note taking
3. Use modeling instead of shadowing
4. Use brainstorming
5. Have learners reformulate material
6. Assign and discuss readings
7. Encourage learner to learner interaction
8. ______________________________________
9. ______________________________________
10. ______________________________________

The "RIME" model
Adapted from materials by
Lou Pangaro, M.D. – USUHS

Reporter

Interpreter

Manager

Educator

QUESTIONING AS A TEACHING TOOL
1. RECALL QUESTIONS
Recall questions are used when you want the learner to recall facts (scientific, medical,
patient information, skills). Students or interns who are just beginning to develop clinical
reasoning skills (in a particular field) may initially only be able to answer recall questions.
Although knowing the answers to these types of questions is often critical, we should
challenge them to analyze, synthesize and apply as well.
Example: What are the 3 most common causes of cholecystitis?
Explain the correct way to examine the abdomen?
What is this patient’s bilirubin level?

2. ANALYSIS/SYNTHESIS QUESTIONS
Analysis and synthesis questions require the learner to demonstrate understanding of a topic
versus being able to simply present a list of facts. The learner is able create a context into
which the individual pieces of data fit. They must apply deductive reasoning and logic to
answer these questions.
Example: How can we discriminate between the diagnostic possibilities we just listed?
What factors are influencing your choice of diagnoses?
How do the patient’s various symptoms relate to each other?

3. APPLICATION
You are asking the learner to apply what they know (information or understanding) to a
specific patient. You can ask them to apply their knowledge, skills, or attitudes to the
management plan, diagnosis, procedure, etc. of a particular patient. Application questions
can be recall-application or analysis/synthesis-application questions.
Example: How will you treat this patient’s pain?
How will you know when you have confirmed your diagnosis?
Can you show me the techniques you would use to examine this patient for
ascites?

Adapted from the Stanford Faculty Development Program, Leland Stanford University, 1998

4. SELF ASSESSMENT
Self assessment questions require learners to assess themselves at every level: Their basic
knowledge, their ability to synthesize data (for diagnosis or plan), their ability to apply
knowledge, their technical skills and their attitudes.
Example: Do you think you have enough experience to deal with this patient?
Do you think you understand the pathophysiologic mechanisms of DKA?
How would you handle this same scenario if presented with it again?
All types of questions can assess either Knowledge, Skills or Attitudes. All questions can be
open or closed ended.
Key point about all types of questions:
1. Remember to wait for the answers to your questions. Try 5 seconds.
2. Try not to ask a question that require a yes or no answer. If you do, you may need to ask
some probing questions – How did you come to that conclusion?
3. Encourage resident to resident (or student to student) interaction. What do you think about
Dan’s idea?
4. Don’t overuse any one technique, including questioning.
Adapted from the Stanford Faculty Development Program, Leland Stanford University, 1998

Teaching Techniques and Theory
Part II

Teaching on the Wards
Barriers to Teaching

Solutions

Tips for Teaching With Limited Time
(insert powerpoint handouts)

The Five Microskills for Clinical Teaching
This practical teaching technique, composed of 5 consecutive “microskills” or steps, is based on
many of the principles of adult learning. It is a great technique to use when you’re teaching 1 on
1 and when time is limited (it is also called the one minute preceptor).

1. Get a commitment – What do you think is going on?
2. Probe for supporting evidence – What led you to that conclusion?
3. Teach general rules – when this happens, do this…
4. Reinforce what was right – Specifically, you did an excellent job of…
5. Correct Mistakes – Next time this happens, try this…

Case
Presentation

Diagnose Learner
1. Get a commitment
2. Probe for supporting
evidence (reasoning)
Teach
3. Teach General Rules
4. Reinforce what was
right
5. Correct Mistakes

Microskill 1: Get A Commitment
This step is necessary when your leaner either waits for your response or asks for your guidance.
You want learn what they are thinking about the case.
Examples of questions likely to get a commitment:
What do you think is going on with this patient?
Why do you think the patient has been non-compliant?
What do you want to do next in the work-up?
What do you want to accomplish during this hospitalization?
Examples of questions not likely to get a commitment:
Sounds like pneumonia, don’t you think?
Anything else?
Did you find out which symptoms came first?

Microskill 2: Probe for Supporting Evidence
Once the learner has stated his/her opinion, you want to avoid your instinct to tell them whether
you agree or not. Instead, ask questions to find out their reasoning behind their opinion. Their
knowledge may not be evident before this step. You are taking the opportunity to evaluate them
while allowing them to think through the case.
Helpful Approaches
What are the major findings that led to your conclusions?
What else did you consider?
Why did you rule out that choice?
Non-helpful Approaches
I disagree. Do you have any other ideas?
This seems like a classic case of….
What were her vital signs?

Microskill 3: Teach General Rules
You have evaluated what this leaner knows and what he/she needs to learn about. Use this
opportunity to provide the learner with some general concepts or principles related to the case.
The learner can then apply these concepts to other patients in the future.
Helpful Approaches
If the patient only has cellulites, incision and drainage are not possible. You have to wait until
the area becomes fluctuant to drain it.
Patients with UTI usually experience pain with urination, increased frequency and urgency, and
they may have hematuria. The urinalysis should show bacteria and wbcs and may also have
some rbcs.
Non-helpful Approaches
This patient has heart failure and needs diuresis. Don’t start the beta blocker now.
I’m convinced that to diagnose cellulites you need an aspiration for culture.

Microskill 4: Reinforce What They Did Right
Your learner may or may not know what aspect of his/her reasoning/management plan/diagnostic
strategy/presentation style was effective. Make sure to let the learner know, specifically, what
was correct and effective.
Helpful Approaches
You did a very thorough job evaluating the patient’s abdominal complaints. Identifying the
combination of anemia and blood in the stool was critical in making the diagnosis of colon
cancer.
You considered the patient’s finances in your selection of drugs. Your sensitivity to cost will
likely contribute to his compliance.
Non-helpful Approaches
You are right. That was a good decision.
Nice presentation.

Microskill 5: Correct Mistakes
If the learner has made a mistake or needs improvement, it is crucial to his/her learning that you
address it. You might want to let the learner critique him/herself first then offer your specific
observations and ideas for improvement.
Helpful Approaches
I agree that the patient is probably drug seeking, but we still need to do a careful history and
physical exam before we make any recommendations.
Non-helpful Approaches
You did what? What were you thinking?

Materials in this section were mainly adapted from Neher JO, Gordon CC, Meyer B, Stevens N.
A Five-Step "Microskills" Model of Clinical Teaching. Journal of the American Board of Family
Practice. 1992 and from the Instructor’s Guide for Teaching Residents to Teach. Gary
Dunnington, MD and Debra DaRosa, PhD. Association for Surgical Education.

OB/Gyn
Microskills Roleplay #1
You are a 3rd year medical student in clinic presenting this patient to your chief
resident.
I have a 23 year-old primipara who is 12 weeks pregnant by her LMP. She has had
one sexual partner, does not smoke, drink or use drugs. She has no medical
problems. There is no family history of congenital anomalies. This was a planned
pregnancy. Before conception, she started prenatal vitamins and had a blood test
that showed she was immune to rubella. Her examination is normal and her uterus
is about 12 week size on bimanual exam. She asked about an ultrasound. I’m
inclined to get one because she wants to know if it is a boy or a girl and all of her
friends have shown “pictures” of their babies.

OB/Gyn
Microskills Roleplay #2
You are an intern at Elmhurst clinic presenting this patient to your chief resident.
I have a 23-year-old pimipara who is 42 weeks pregnant. Her pregnancy has
otherwise been unremarkable. She has shown no signs of elevated blood pressure,
edema, or proteinuria. A non-stress test is reactive. I did Leopold maneuvers and
the baby is vertex. I think the fetus weighs about 8 pounds. Her cervix is
posterior, 3 cm’s long, closed and firm. I’d like to try to get her delivered before
the baby gets too much bigger. What should I do to get her delivered?

OB/Gyn
Microskills Roleplay #3
You are a 4th year medical student in clinic presenting this patient to your
resident.
I have an 18-year-old G1P0 single Caucasian woman who presented today for a
prenatal appointment. She is currently 34 weeks gestation by dates. She has
noticed a 1.5 week history of a frontal headache and swelling in her feet and hands
which is new over the past several days. Her blood pressure in the clinic today is
160/98. Her exam confirms her uterine size at 34 weeks by palpation, she has 3+
pitting ankle edema and brisk knee reflexes. Her urine is showing 4+ protein.

OB/Gyn
Microskills Roleplay #4
You are a 3rd year medical student in clinic presenting this patient to your
resident.
Ms. E is a 17-year-old P0 at 20 weeks gestation who comes in today complaining
of vaginal bleeding for the first time today. She has no abdominal pain and has
been feeling well otherwise. Her vital signs are normal and exam confirms her
uterine size of 20 weeks. She thinks the doctor told her that her placenta was
normal when she went for her sonogram but she isn’t sure.

OB/Gyn
Microskills Roleplay #5
You are a PGY-2 resident presenting this patient to your resident. You evaluated
this patient in the ER and want your resident’s opinion.
I was called by the ER about Ms. M, a 30 year-old P2 woman, LMP 7 weeks ago,
who is complaining about sharp RLQ pain after she ate a turkey sandwich tonight.
She is nauseated and is having diarrhea. She has never had pain like this before and
she has no history of surgery. The ER attending cannot find a gestational sac in the
uterus but her urine HCG is positive.

Pediatrics
Microskills Roleplay #1
You are an end of the year 3rd year medical student presenting this patient to your
ward resident. The patient was just transferred from the PICU to the floor and you
were the first person on the team to see the patient.
The patient is a 13 year old white female with a 6 year history of IDDM,
received in transfer from the PICU. Her diabetes has previously been in good
control, but she has now had three hospitalizations for DKA in the last 3
months. She denied being noncompliant with her insulin. The PICU course
was unremarkable, and her labs have stabilized in acceptable ranges. Her
vitals are within normal limits, and her physical exam was notable only for a
somewhat flat affect and weight at the 10th percentile for age. I can’t figure
out why she developed DKA.

Pediatrics
Microskills Roleplay #2
You are an intern presenting this patient to your ward resident. You were called
by the ER to admit the patient and you have just finished your assessment.
I just saw the new admission in the ER and his orders are already done. He is a 6
year old boy with a h/o sickle cell disease (Hgbss) who presents with a day of fever
and tachypnea. He also has a non-productive cough and a little bit of right sided
chest pain when he coughs. He has no sick contacts and has never had pneumonia
before. His physical exam is only remarkable for a temperature of 38 deg, an O2
sat of 96% and decreased breath sounds on the right side. The CXR is still
pending. It seems like a classic pneumonia so I ordered IV antibiotics.

Surgery
Microskills Roleplay #1
You are a 4th year sub-intern presenting this patient to your resident.
Mr. P is a 58yo male with HTN, DM, and asthma who is POD #2 for left
hemicolectomy for colon CA. I was just called to evaluate him for shortness of
breath. He had just finished a nebulizer treatment and was still complaining of
difficulty breathing. He was a little diaphoretic and it looked like he was using his
accessory muscles to breath. On exam, he was afebrile and had a normal BP, but
his heart rate was 104. He had course breath sounds bilaterally and some
decreased breath sounds at the bases. I ordered another nebulizer treatment and
incentive spirometry. Is there anything else I should do?

Surgery
Microskills Roleplay #2
You are an intern at Elmhurst presenting this patient to your resident on rounds.
Mr. M is a 65yo male with DM, CAD, POD #2 s/p hemicolectomy for colon CA.
He has no complaints. Vitals signs are normal this morning except his I/O’s show
that over the last 24 hours he has only put out 500cc of urine. His exam is
benign. I want to give him a trial of lasix.

Surgery
Microskills Roleplay #3
You are an intern presenting this patient to your resident on rounds.
Mr. L is a 55yo man with DM who is POD #2 s/p hemicolectomy for colon CA.
He has been doing well except last night I was called because he was having some
mild chest discomfort. It sounded like heartburn and an ECG was normal so I gave
him Mylanta prn and he feels a little better this morning although the pain is still
intermittent. I think it’s dyspepsia and I’m going to continue the Mylanta.

Surgery
Microskills Roleplay #4
You are a 4th year sub-intern in surgery presenting this patient to your resident.
I was in the ED evaluating Ms. H. She is a 45yo female 2 weeks s/p laparoscopic
BPD who presents with LLQ pain over the last 3 days and some nausea. On exam,
she has a low grade temperature of 37.9 and there is some erythema around one of
the trochar sites. She is able to take po and denies other symptoms. I’m not sure
what the source of her fever is?

Psychiatry
Microskills Roleplay #1
You are a 3rd year medical student in clinic presenting this patient to your chief
resident in the Psychiatric Emergency Room.
This is a 21 year-old male with no past psychiatric history who presents to the ER
with the feeling that his girlfriend is poisoning him. He states that she has been
demanding that he eat at home every night with the excuse that it will save them
money, but he is convinced that she is poisoning him each night with arsenic, and
that is why she wants him to eat at home every night. He realized this about two
weeks ago, after they had an argument on this issue. He seems vaguely paranoid,
but he doesn’t endorse any other paranoid symptoms. He denies manic symptoms
as well as denying auditory and visual hallucinations, and he denies
neurovegetative symptoms of depression. When I asked him about his mood, he
said, “How would you feel?” and he seemed to get quite angry. His vital signs and
physical exam are normal. I’m not sure what to do with this guy.

Psychiatry
Microskills Roleplay #2
You are an intern on the inpatient service presenting this patient to your chief
resident.
This is a 39 year old woman with a previous diagnosis of bipolar disorder who
presented last night to the emergency room. She was apparently very disorganized
last night and was brought in by the police because she was standing in the street
yelling at cars as they passed by. They wrote in the chart that they thought she was
manic. She was apparently being treated with valproic acid and risperidone, but
she hasn’t taken them in months. When I saw her this morning, she seems calm
and euthymic. She is very disorganized with almost incoherent speech, bizarre
affect—laughing at just about everything I say, and some bizarre posturing during
my interview—throwing herself backwards onto the bed and lifting her feet into
the air. I am not sure if her diagnosis is correct.

Psychiatry
Microskills Roleplay #3
You are a 2nd year resident in the psychiatric emergency room presenting this
patient to your chief resident.
This is a 40 year old homeless man who presents to the ER saying that he intends
to kill himself tonight. He says that he has been depressed “forever,” and he says
that he was on medication—prozac he thinks—but he ran out, and he’s not sure it
ever worked for him. He says that he can’t sleep, can’t eat, is tired all the time,
and is miserable. He reports that he is currently living in an abandoned building a
few blocks from here, but it’s a crack house, and he fears for his safety there. He is
worried about having to go back into the park because it’s cold out. He denies IV
drug use, but he says that he drinks to keep warm and to pass the time, which
amounts to about a 5th of vodka a day which he pays for by begging on the streets.
When I asked him about how he would kill himself, he said, “I don’t know, maybe
throw myself in front of a subway. Don’t think I wouldn’t do it.” He says he hears
voices telling him to kill himself too. I think this guy is faking it to get a bed, but
when he says this stuff, I feel like I can’t exactly send him out.

Psychiatry
Microskills Roleplay #4
You are a PGY-2 resident presenting this patient to your resident. You evaluated
this patient in the ER and want your resident’s opinion.
I just saw this patient in the medical ER on a consult. It’s a 18 year old man who
was brought in from the cold by the police. They found him sitting on a bench in
the park, but when the spoke to him, he didn’t answer. When they touched him, he
didn’t respond. They found that they couldn’t really get him to move his limbs, so
they brought him here in an ambulance. The medical team examined him and
found him to be in good physical shape with stable vital signs; however, he hasn’t
responded to any of their questions, and they found him difficult to move for the
physical, almost like he was resisting them. When I saw him, he just laid on the
stretcher, looking straight ahead. He didn’t answer any of my questions. He has
waxy flexibility when I move his arms. They want to know what to do with him.
What should I tell them?

Medicine
Microskills Roleplay #1
You are a 3rd year medical student presenting this patient that you just saw in the
ED to your resident.
Mr. S is a 52 year old woman with a history of HTN who was brought to the ED
by EMS because she was having chest tightness for 3 hours. The chest tightness
started while she was watching TV. It didn’t radiate and she didn’t have
diaphoresis or nausea with it. She did have a little shortness of breath. She rated
the discomfort a 4/10 and it resolved with oxygen in the ambulance. She hasn’t
had any recent shortness of breath and has pretty good exercise tolerance. She says
that she has been under a lot of stress at work recently. She has a FH of CAD: her
father had bypass surgery at age 60 and her brother had an MI at age 46. She was
admitted for similar symptoms 1 year ago. Her stress MIBI was normal then but it
was submaximal because she stopped from fatigue. Her exam, EKG, and CK and
troponin were all normal. She is being admitted to telemetry. I don’t think that her
pain is cardiac, it’s probably stress. What do you think?

Medicine
Microskills Roleplay #2
You are an intern at presenting a new patient that you just admitted to your
resident.
I just saw a 75 year old man with a history of HTN and DM who was admitted for
anemia. He presented to the ER feeling tired and a little short of breath for about
one month. His ECG and cardiac enzymes were normal but he was found to have a
hemoglobin of 6.5. He denies any blood in his stool and he doesn’t think he’s ever
had a colonoscopy. He hasn’t had any nausea or vomiting either. On exam his
vitals are all normal and he is pale. His abdomen is benign and he has heme
negative brown stool. I am going to transfuse him tonight. Should we ask GI to
see him tomorrow or can he get a workup as an outpatient?

Medicine
Microskills Roleplay #3
You are a 4th year medical student in presenting this patient to your resident.
I was just called about Mrs. M, our 45 year old woman who is here with
hyperosmolar hyperglycemia. She’s feeling much better but her fingersticks are
still in the 400’s in the afternoons. Her fingerstick this morning was 220. We have
her on NPH 18 units in the morning and 12 units at bedtime in addition to sliding
scale insulin. I’m not sure how to adjust her insulin because she’s still not eating
very much.

Giving Feedback

IMPORTANCE OF FEEDBACK
The important things to remember about
feedback in medical education are that (1) it
is necessary, (2) it is valuable, (3) after a bit
of practice and planning, it is not as difficult
as one might think.
Jack Ende, MD
Ende, JAMA, 1983

Guidelines for Giving Feedback
Ende, JAMA, 1983
Feedback should be undertaken with the teacher and trainee working as allies, with
common goals.
Feedback should be well timed and expected.
Feedback should be based on first-hand data.
Feedback should be regulated in quantity and limited to behaviors that are
remediable.
Feedback should be phrased in descriptive, non-evaluative language.
Feedback should deal with specific performance, not generalizations.
Feedback should offer subjective data, labeled as such.
Feedback should deal with decision and actions, rather than assumed intentions or
interpretations.

Structuring a Constructive Feedback Session
Ende, JAMA, 1983
Conduct feedback sessions in a private, relaxed, and supportive atmosphere.
Outline an agenda for the session.
Check for degree of agreement with other teachers and staff.
Allow the learner to discuss his/her experience or performance first. Be a good
listener.
Share your information. Link to the learner’s goals.
Compare your assessment with the learner’s and discuss.
Establish follow-up plans.
Summarize.

Insert Ende Article:
Feedback in Clinical Medical Education, 1983

MEDICINE
FEEDBACK ROLEPLAY
Part A: Teacher
You are a PGY-2 resident on the 10W at Mount Sinai. You are responsible for 2
third year medical students and two interns. The students’ clerkship is at the end
of its second week and you have become very disturbed by the performance of one
of the medical students. Nancy is a pleasant, very affable student who develops
excellent rapport with her patients. One of the nurses has come to you telling you
how impressed she was by Nancy’s very adept handling of an angry patient.
However, her clinical performance has been borderline. Her morning
presentations lack focus and she often misses critical issues while concentrating on
minutia (misses the forest for the trees). She has real difficulty putting together the
results of a history and physical exam to come up with a differential diagnosis.
Although she seems to be very motivated and dedicated, her fund of knowledge is
weak and she appears to be poorly read and prepared for her patients. You have
asked her to meet you today to discuss her performance.

MEDICINE
FEEDBACK ROLEPLAY
Part B: Student
You are Nancy, a third year medical student on a Medicine 10W team at the end of
the second week of your rotation. This is the last rotation of your third year. You
plan to go into psychiatry and so have found the patients on the Medicine service
challenging, particularly from a psychosocial point of view. Even though you are
not interested in Medicine as a career, you have put in long, hard hours over the
last two weeks to get as much as possible out of this short rotation on 10W.
Although you have not had time to read as much as you would have liked, you
have been diligent about your ward work and have taken extra time with patients,
discussing their problems. One senior faculty member gave you a strong
compliment regarding your care for one of his patients who became critically ill.
Your resident has asked to see you today and you assume it is to give you a
positive clerkship evaluation.

OB/GYN
FEEDBACK ROLEPLAY
Part A: Teacher
You are the chief resident (Dr. Halstead) on the L&D floor at Mount Sinai. You
are responsible for 2 third year medical students, one intern, and one PGY 2. The
students’ clerkship is at the end of its second week (6 week clerkship with 2 weeks
on L&D) and you have become very disturbed by the performance of one of the
medical students. Nancy is a pleasant, very affable student who develops excellent
rapport with her patients. One of the nurses has come to you telling you how
impressed she was by Nancy’s very adept handling of an angry patient. However,
her clinical performance has been borderline. Her morning presentations lack
focus and she often misses critical issues while concentrating on minutia (misses
the forest for the trees). She has real difficulty putting together the results of a
history and physical exam to come up with a differential diagnosis. Although she
seems to be very motivated and dedicated, her fund of knowledge is weak and she
appears to be poorly read and prepared for her patients. You have asked her to
meet you today to discuss her performance.

OB/GYN
FEEDBACK ROLEPLAY
Part B: Student
You are Nancy, a third year medical student on the L&D floor at the end of the
second week of a 6 week rotation (2 weeks on L&D). This is the last rotation of
your third year. You plan to go into psychiatry and so have found the patients on
the OB service challenging, particularly from a psychosocial point of view. Even
though you are not interested in OB as a career, you have put in long, hard hours
over the last two weeks to get as much as possible out of this short rotation on
L&D. Although you have not had time to read as much as you would have liked,
you have been diligent about your ward work and have taken extra time with
patients, discussing their problems. One senior faculty member gave you a strong
compliment regarding your care for one of his patients who became critically ill
and lost her baby. Your chief resident (Dr. Halstead) has asked to see you today
and you assume it is to give you a positive clerkship evaluation.

PSYCHIATRY
FEEDBACK ROLEPLAY
Part A: Teacher
You are the chief resident of the Inpatient Psychiatry Department at Mount Sinai.
You are responsible for 4 third year medical students, 2 PGY1s, and 2 PGY2s.
The students’ clerkship is at the end of its second week (4 week clerkship) and you
have become very disturbed by the performance of one of the medical students.
Nancy is a pleasant, very affable student who develops excellent rapport with her
patients. One of the nurses has come to you telling you how impressed she was by
Nancy’s very adept handling of an angry patient. However, her clinical
performance has been borderline. Her presentations lack focus and she often
misses critical issues while concentrating on minutia (misses the forest for the
trees). She has real difficulty putting together the results of a psychiatric history
and mental status exam to come up with a differential diagnosis. Although she
seems to be very motivated and dedicated, her fund of knowledge is weak and she
appears to be poorly read and prepared for her patients. You have asked her to
meet you today to discuss her performance.

PSYCHIATRY
FEEDBACK ROLEPLAY
Part B: Student
You are Nancy, a third year medical student on the psychiatry inpatient unit at the
end of the second week of a 4 week rotation. This is the last rotation of your third
year. You plan to go into OB/GYN and have found the patients on the psychiatry
service challenging, particularly from a psychosocial point of view. Even though
you are not interested in psychiatry as a career, you have put in long, hard hours
over the last two weeks to get as much as possible out of this short rotation.
Although you have not had time to read as much as you would have liked, you
have been diligent about your ward work and have taken extra time with patients,
discussing their problems. One senior faculty member gave you a strong
compliment regarding your care for one of his patients who became quite agitated
on the unit. Your chief resident (Dr. Halstead) has asked to see you today and you
assume it is to give you a positive clerkship evaluation.

SURGERY
FEEDBACK ROLEPLAY
Part A: Teacher
You are the PGY-4 on the floor at Mount Sinai. The students’ clerkship is at the
end of its second week and you have become very disturbed by the performance of
one of the medical students. Nancy is a pleasant, very affable student who
develops excellent rapport with her patients. One of the nurses has come to you
telling you how impressed she was by Nancy’s very adept handling of an angry
patient. However, her clinical performance has been borderline. Her morning
presentations lack focus and she often misses critical issues while concentrating on
minutia (misses the forest for the trees). She has real difficulty putting together the
results of a history and physical exam to come up with a differential diagnosis.
Although she seems to be very motivated and dedicated, her fund of knowledge is
weak and she appears to be poorly read and prepared for her patients. You have
asked her to meet you today to discuss her performance.

SURGERY
FEEDBACK ROLEPLAY
Part B: Student
You are Nancy, a third year medical student on the surgery floor at the end of the
second week of your rotation. This is the last rotation of your third year. You plan
to go into psychiatry and so have found the patients on the surgery service
challenging, particularly from a psychosocial point of view. Even though you are
not interested in surgery as a career, you have put in long, hard hours over the last
two weeks to get as much as possible out of this rotation. Although you have not
had time to read as much as you would have liked, you have been diligent about
your ward work and have taken extra time with patients, discussing their problems.
One senior faculty member gave you a strong compliment regarding your care for
one of his patients who became critically ill and was transferred to the SICU. Your
chief resident has asked to see you today and you assume it is to give you a
positive clerkship evaluation.

GOALS FOR THE COURSE
How did we do?
5. To improve your confidence as a clinical teacher and team leader of interns and
medical students.
6. To prepare you for this role by providing you with practical teaching techniques
that work in the variety of settings in which you teach.
7. To provide you with realistic techniques for setting goals/expectations for your
learners and for giving them formative feedback.
8. To improve clinical teaching by residents at Mount Sinai Hospital as measured
by teaching evaluations from interns, students, and faculty.

Learn Your Teaching Style
www.residentteachers.com
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Useful Web Resources/Links
ACGME Outcome Project www.acgme.org/Outcome/
Resident as Teacher website: Many useful resources and links www.residentteachers.com
Harvard Macy Program for Physician Educators: http://www.harvardmacy.org/default.asp
Stanford Faculty Development Center Website http://sfdc.stanford.edu/
Association of American Medical Colleges Website: Group on Educational Affairs Residents’
Teaching Skills Special Interest Group http://www.aamc.org/about/gea/sigs/test/resnew.htm
Springer Series on Medical Education can be purchased at www.springerpub.com
*The Association for Surgical Education Clearinghouse. Good source for surgical education
materials including resident as teacher. http://www.surgicaleducation.com/educlear/

