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BACKGROUND: Clinician educators face numerous obsta-
cles to their joint mission of facilitating high-quality learning 
while also delivering patient-centered care. Such challenges 
necessitate increased attention to the work of exemplary cli-
nician educators, their respective teaching approaches, and 
the experiences of their learners.

OBJECTIVE: To describe techniques and behaviors utilized 
by clinician educators to facilitate excellent teaching during 
inpatient general medicine rounds. 

DESIGN: An exploratory qualitative study of inpatient teach-
ing conducted from 2014 to 2015.

SETTING: Inpatient general medicine wards in 11 US hos-
pitals, including university-affiliated hospitals and Veterans 
Affairs medical centers.

PARTICIPANTS: Participants included 12 exemplary clini-
cian educators, 57 of their current learners, and 26 of their 
former learners.

MEASUREMENTS: In-depth, semi-structured interviews of 
exemplary clinician educators, focus group discussions with 

their current and former learners, and direct observations of 
clinical teaching during inpatient rounds.

RESULTS: Interview data, focus group data, and observa-
tional field notes were coded and categorized into broad, 
overlapping themes. Each theme elucidated a series of 
actions, behaviors, and approaches that exemplary clini-
cian educators consistently demonstrated during inpatient 
rounds: (1) they fostered positive relationships with all team 
members by building rapport, which in turn created a safe 
learning environment; (2) they facilitated patient-centered 
teaching points, modeled excellent clinical exam and com-
munication techniques, and treated patients as partners in 
their care; and (3) they engaged in coaching and collabora-
tion through facilitation of discussion, effective questioning 
strategies, and differentiation of learning among team mem-
bers with varied experience levels. 

CONCLUSION: This study identified consistent techniques 
and behaviors of excellent teaching during inpatient general 
medicine rounds. Journal of Hospital Medicine 2017;12:503-
509. © 2017 Society of Hospital Medicine

Clinician educators face numerous obstacles to their joint 
mission of facilitating learning while also ensuring high-qual-
ity and patient-centered care. Time constraints, including 
the institution of house officer duty hour limitations,1 shorter 
lengths of stay for hospitalized patients,2 and competing career 
responsibilities, combine to create a dynamic learning envi-
ronment. Additionally, clinician educators must balance the 
autonomy of their learners with the safety of their patients. 
They must teach to multiple learning levels and work collab-
oratively with multiple disciplines to foster an effective team-
based approach to patient care. Yet, many clinician educators 
have no formal training in pedagogical methods.3 Such chal-
lenges necessitate increased attention to the work of excellent 
clinician educators and their respective teaching approaches.

Many studies of clinical teaching rely primarily on survey 
data of attributes of good clinical teachers.3-7 While some 
studies have incorporated direct observations of teaching8,9 
or interviews with clinician educators or learners,10,11 few 
have incorporated multiple perspectives from the current 
team and from former learners in order to provide a compre-
hensive picture of team-based learning.12 

The goal of this study was to gain a thorough understand-
ing, through multiple perspectives, of the techniques and 
behaviors used by exemplary educators within actual clin-
ical environments. We studied attitudes, behaviors, and ap-
proaches of 12 such inpatient clinician educators. 

METHODS
Study Design and Sampling
This was a multisite study using an exploratory qualitative 
approach to inquiry. This approach was used to study the 
techniques and behaviors of excellent attendings during 
inpatient general medicine rounds. A modified snowball 
sampling approach13 was used, meaning individuals known 
to one member of the research team (SS) were initially 
contacted and asked to identify clinician educators (also re-
ferred to as attendings) for potential inclusion in the study. 
In an effort to identify attendings from a broad range of med-
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ical schools, the “2015 U.S. News and World Report Top 
Medical Schools: Research” rankings14 were also reviewed, 
with priority given to the top 25, as these are widely used 
to represent the best US hospitals. In an attempt to invite 
attendings from diverse institutions, additional medical 
schools not in the top 25 as well as historically black medi-
cal schools were also included. Division chiefs and chairs of 
internal medicine and/or directors of internal medicine res-
idency programs at these schools were contacted and asked 
for recommendations of attendings, both within and outside 
their institutions, who they considered to be great inpatient 
teachers. In addition, key experts who have won teaching 
awards or were known to be specialists in the field of medi-
cal education were asked to nominate one or two other out-
standing attendings. 

By using this sampling method, 59 potential participants 
were identified. An internet search was conducted to obtain 
information about the potential participants and their in-
stitutions. Organizational characteristics such as geographic 
location, hospital size and affiliation, and patient population, 
as well as individual characteristics such as gender, medical 
education and training, and educational awards received 
were considered so that a diversity of organizations and back-
grounds was represented. The list was narrowed down to 16 
attendings who were contacted via e-mail and asked to par-
ticipate. Interested participants were asked for a list of their 
current team members and 6 to 10 former learners to contact 
for interviews and focus groups. Former learners were includ-
ed in an effort to better understand lasting effects on learners 
from their exemplary teaching attendings. A total of 12 at-
tending physicians agreed to participate (Table 1). Literature 
on field methods has shown that 12 interviews are found to 
be adequate in accomplishing data saturation.15 Although 2 
attendings were located at the same institution, we decid-
ed to include them given that both are recognized as master 
clinician educators and were each recommended by several 
individuals from various institutions. Hospitals were located 
throughout the US and included both university-affiliated 
hospitals and Veterans Affairs medical centers. Despite ef-
forts to include physicians from historically black colleges 
and universities, only one attending was identified, and they 
declined the request to participate.

Data Collection
Observations. The one-day site visits were mainly conduct-
ed by two research team members, a physician (SS) and a 
medical anthropologist (MH), both of whom have extensive 
experience in qualitative methods. Teams were not uniform 
but were generally comprised of 1 attending, 1 senior med-
ical resident, 1 to 2 interns, and approximately 2 medical 
students. Occasionally, a pharmacist, clinical assistant, or 
other health professional accompanied the team on rounds. 
Not infrequently, the bedside nurse would explicitly be in-
cluded in the discussion regarding his or her specific patient. 
Each site visit began with observing attendings (N = 12) 
and current learners (N = 57) during rounds. Each research 

team member recorded their own observations via handwrit-
ten field notes, paying particular attention to group inter-
actions, teaching approach, conversations occurring within 
and peripheral to the team, patient-team interactions, and 
the physical environment. By standing outside of the medi-
cal team circle and remaining silent during rounds, research 
team members remained unobtrusive to the discussion and 
process of rounds. Materials the attendings used during 
their teaching rounds were also documented and collected. 
Rounds generally lasted 2 to 3 hours. After each site visit, 
the research team met to compare and combine field notes.

Interviews and Focus Groups. The research team then 
conducted individual, semi-structured interviews with the 
attendings, focus groups with their current team (N = 46), 
and interviews or focus groups with their former learners 
(N = 26; Supplement 1). Eleven of the current team mem-
bers observed during rounds were unable to participate in 
the focus groups due to clinical duties. Because the current 
learners who participated in the focus groups were also ob-
served during rounds, the research team was able to ask them 
open-ended questions regarding teaching rounds and their 
roles as learners within this environment. Former learners 
who were still at the hospital participated in separate focus 
groups or interviews. Former learners who were no longer 
present at the hospital were contacted by telephone and in-
dividually interviewed by one research team member (MH). 
All interviews and focus groups were audio-recorded and 
transcribed.

This study was determined to be exempt by the Universi-
ty of Michigan Institutional Review Board. All participants 
were informed that their participation was completely vol-
untary and that they could terminate their involvement at 
any time.

Data Analysis
Data were analyzed using a thematic analysis approach.16 
Thematic analysis entails reading through the data to iden-
tify patterns (and create codes) that relate to behaviors, 
experiences, meanings, and activities. Once patterns have 
been identified, they are grouped according to similarity into 
themes, which help to further explain the findings.17 

After the first site visit was completed, the research team 
members that participated (SS and MH) met to develop 
initial ideas about meanings and possible patterns. All tran-
scripts were read by one team member (MH) and, based on 
review of the data, codes were developed, defined, and docu-
mented in a codebook. This process was repeated after every 
site visit using the codebook to expand or combine codes 
and refine definitions as necessary. If a new code was added, 
the previously coded data were reviewed to apply the new 
code. NVivo® 10 software (QSR International; Melbourne, 
Australia) was used to manage the data.

Once all field notes and transcripts were coded (MH), the 
code reports, which list all data described within a specific 
code, were run to ensure consistency and identify relation-
ships between codes. Once coding was verified, codes were 
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grouped based on similarities and relationships into salient 
themes by 3 members of the research team (NH, MH, and 
SM). Themes, along with their supporting codes, were then 
further defined to understand how these attendings worked 
to facilitate excellent teaching in clinical settings.

RESULTS
The coded interview data and field notes were categorized 
into broad, overlapping themes. Three of these major themes 
include (1) fostering positive relationships, (2) patient-cen-
tered teaching, and (3) collaboration and coaching. Table 2 

lists each theme, salient behaviors, examples, and selected 
quotes that further elucidate its meaning. 

Fostering Positive Relationships
Attending physicians took observable steps to develop pos-
itive relationships with their team members, which in turn 
created a safe learning environment. For instance, attend-
ings used learners’ first names, demonstrated interest in their 
well-being, deployed humor, and generally displayed infor-
mal actions—uncrossed arms, “fist bump” when recognizing 
learners’ success, standing outside the circle of team mem-

TABLE 1. Characteristics of Selected Attendings

Gender Institutiona Region Top 25b Select Awardsc

Male University of California, San Francisco;

San Francisco VA Medical Center

West Yes Kaiser Award for Teaching Excellence, University of California, San Francisco 

National Alpha Omega Alpha Robert J. Glaser Distinguished Teaching Award

Female University of Chicago Pritzker School of Medicine Midwest Yes Pre-Clinical Teacher of the Year Award, University of Chicago

Female University of Michigan Midwest Yes Marvin Pollard Award for Outstanding Teaching of Residents, University of Michigan

Male Northwestern University; Jesse Brown VA Medical 
Center

Midwest Yes Outstanding Clinical Teacher Award 

Robert J. Winter Clinical Teacher Award

George Joost Award for Outstanding Clinical Teacher

“Teaching Hall of Fame” Award from Northwestern University

Male Massachusetts General Hospital Northeast Yes Alfred Kranes Award, Excellence in Clinical Teaching, Massachusetts General Hospital

Best Clinical Instructor Award, Harvard Medical School 

Society of Hospital Medicine’s Award for Excellence in Teaching

Male Cleveland Clinic Midwest Yes 5-time recipient Cleveland Clinical Department of Medicine Teacher of the Year Award

Bruce Hubbard Stewart Fellowship Award

Male Rush University;

Cook County Chicago

Midwest No 3-time recipient Sir William Osler Award for Teaching of Internal Medicine, Stroger Hospital 

4-time recipient Division of Hospital Medicine’s Cooker Award for Inpatient Medicine Teaching 
and Team Leadership

2-time recipient Department of Medicine Medical Student Education Award 

Male University of Washington; Seattle VA Medical Center West Yes Marvin Turck Outstanding Teaching Award

Teacher Superior in Perpetuity Award

Margaret Anderson Award

Attending of the Year

Paul Beeson Teaching Award

National Alpha Omega Alpha Distinguished Teacher Award

Male Baylor College of Medicine South Yes 6-time recipient Department of Internal Medicine Outstanding Faculty Educator Award

2-time recipient Baylor College of Medicine Medical School Outstanding Faculty Award

Baylor College of Medicine Medical School “Teaching Hall of Fame”

Female University of Wisconsin-Madison Midwest No UW-Madison Chancellor’s Hilldale Award for Excellence in Teaching

School of Medicine and Public Health’s Dean’s Teaching Award

Male University of California, San Francisco;

San Francisco VA Medical Center

West Yes Kaiser Award for Teaching Excellence at University of California, San Francisco 

University of California, San Francisco Distinction in Teaching Award

Male Tulane University South No 6-time recipient Tulane’s Attending of the Year Award

Society of Hospital Medicine’s Education Award

Accreditation Council for Graduate Medical Education’s Parker Palmer Courage to Teach Award

Association of American Medical Colleges’ Robert J. Glaser Distinguished Teacher Award

American College of Physician’s Walter J. McDonald Award

Society of General Internal Medicine’s Mid-Career Mentorship Award

aInstitution at time of project participation. 
bAffiliated medical school ranked in the Top 25 on the U.S. News & World Report Medical School Rankings 2015. 
cAll of the attendings have earned multiple teaching awards, with several earning 30 or more. Only selected awards are listed here.
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bers and leaning in to listen—during learner interactions. 
Attendings also made it a priority to get to know individuals 
on a personal level. As one current learner put it, “He asks 
about where we are from. He will try to find some kind of 
connection that he can establish with not only each of the 
team members but also with each of the patients.”

Additionally, attendings built positive relationships with 
their learners by responding thoughtfully to their input, 
even when learners’ evaluations of patients required mod-

ification. In turn, learners reported feeling safe to ask ques-
tions, admit uncertainty, and respectfully disagree with their 
attendings. As one attending reflected, “If I can get them 
into a place where they feel like the learning environment 
is someplace where they can make a mistake and know that 
that mistake does not necessarily mean that it’s going to cost 
them in their evaluation part, then I feel like that’s why it’s 
important.” 

To build rapport and create a safe learning environment, 

TABLE 2. Key Themes, Behaviors, Techniques, and Selected Quotes of Effective Clinical Teaching

Themes Behaviors Techniques Selected Quotes

Fostering Positive  
Relationships

Builds rapport with learners Uses learners’ first names, shows interest 
in learners’ well-being and personal lives; 
deploys lighthearted humor; assumes casual, 
nonthreatening stance during interactions

“… You need to make people feel comfortable about putting their 
thoughts out so that you can actually say no or yes and correct them, and 
if you make them comfortable saying that, they will come up with more 
questions that will trigger a good learning environment.” (Former Learner)

Creates a safe, supportive, and 
challenging learning environment

Responds thoughtfully to learners’ input; 
encourages learners to ask questions and admit 
uncertainty; sets high expectations but supports 
learners in reaching them; consistently gives 
encouraging feedback

Positions self as lifelong learner  
alongside team members

Acknowledges that medicine can be illogical and 
ambiguous; admits uncertainty; demonstrates 
humility and self-deprecation; encourages learners 
to question attendings’ ideas

Includes other health  
professionals as part of the team

Greets staff members by name; uses humor 
and builds rapport with staff members; includes 
specialty care providers in conversations with 
learners 

Patient-Centered Teaching Develops patient-specific teaching 
points

Knows patient information well; develops questions 
related to current patients; focuses teaching points 
on patients’ needs both in and out of the hospital

“I think she does a really great job of involving the patient in any decisions 
that are going to be made and making sure that she gets like accordance 
with the patient or at least trying to and having good conversations with 
them to achieve that.” (Current Learner) 

Treats patients as partners Greets patients by name; answers questions; uses 
lay language to explain complex medical concepts; 
reflects on patients’ input; includes patients in 
discussions and plans of care 

Models clinical skills and  
communication techniques

Personally demonstrates excellent physical 
examination and communication skills with patients; 
varies which techniques to emphasize based on the 
changing needs of the patient

Uses body language and physical 
touch to demonstrate empathy

Touches the patient on shoulder or arm to 
demonstrate comfort; kneels or sits at bedside 
when talking with patient; helps patient sit up or 
move positions 

Collaboration and Coaching Facilitates discussion to foster learning Uses lecture sparingly; develops interactional  
teaching points; encourages learners to work 
together; involves all learners in patient care

“They gauge where your knowledge is and then sort of put themselves in 
your brain and lead you down the path. They don’t start the questions at 
a higher level such that you would be like, I just don’t know that. Instead, 
they start slowly and they sort of leave a trail of breadcrumbs for you to 
follow so that you’re making connections all along the way. And you come 
out of that conversation feeling good because you came to the right place 
in the end.” (Current Learner)

Uses Socratic questioning Uses varied questioning techniques to facilitate 
learners’ thinking; guides learners with questions as 
they develop plans of care; uses questions to offer 
second thoughts without second guessing

Makes thought processes explicit Emphasizes thinking processes over content 
knowledge (ie, how to think vs what to think); 
verbalizes thought processes to model thinking

Differentiates learning levels and 
team roles

Tailors questions to learners’ educational levels, 
knowledge, and experience; encourages team 
members to play various roles and execute different 
tasks depending on their experience
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attendings used a number of strategies to position themselves 
as learners alongside their team members. For instance, at-
tendings indicated that they wanted their ideas questioned 
because they saw it as an opportunity to learn. Moreover, 
in conversations with learners, attendings demonstrated hu-
mility, admitting when they did not know something. One 
former learner noted, “There have been times when he has 
asked [a] question…nobody knows and then he admits that 
he doesn’t know either. So everybody goes and looks it up…
The whole thing turns out to be a fun learning experience.” 

Attendings demonstrated respect for their team members’ 
time by reading about patients before rounds, identifying 
learning opportunities during rounds, and integrating teach-
ing points into the daily work of patient care. Teaching was 
not relegated exclusively to the conference room or confined 
to the traditional “chalk talk” before or after rounds but rath-
er was assimilated into daily workflow. They appeared to be 
responsive to the needs of individual patients and the team, 
which allowed attendings to both directly oversee their pa-
tients’ care and overcome the challenges of multiple compet-
ing demands for time. The importance of this approach was 
made clear by one current learner who stated “…she does pre-
pare before, especially you know on call days, she does prepare 
for the new patients before coming in to staff, which is really 
appreciated… it saves a lot of time on rounds.”

Attendings also included other health professionals in 
team discussions. Attendings used many of the same rela-
tionship-building techniques with these professionals as 
they did with learners and patients. They consistently asked 
these professionals to provide insight and direction in pa-
tients’ plans of care.  A former learner commented, “He al-
ways asks the [nurse] what is her impression of the patient...
he truly values the [nurse’s] opinion of the patient.” One at-
tending reiterated this approach, stating “I don’t want them 
to think that anything I have to say is more valuable than 
our pharmacist or the [nurse].” 

Patient-Centered Teaching
Attending physicians modeled numerous teaching tech-
niques that focused learning around the patient. Attendings 
knew their patients well through review of the medical re-
cords, discussion with the patient, and personal examina-
tion. This preparation allowed attendings to focus on key 
teaching points in the context of the patient. One former 
learner noted, “He tended to bring up a variety of things 
that really fit well into the clinical scenario. So whether that 
is talking about what is the differential for a new symptom 
that just came up for this patient or kind of here is a new pa-
per talking about this condition or maybe some other pearl 
of physical exam for a patient that has a certain physical 
condition.” 

Attendings served as effective role models by being direct-
ly involved in examining and talking with patients as well 
as demonstrating excellent physical examination and com-
munication techniques. One current learner articulated the 
importance of learning these skills by observing them done 

well: “I think he teaches by example and by doing, again, 
those little things: being attentive to the patients and being 
very careful during exams…I think those are things that you 
teach people by doing them, not by saying you need to do 
this better during the patient encounter.” 

Collaboration and Coaching
Attending physicians used varied collaboration and coach-
ing techniques to facilitate learning across the entire care 
team. During rounds, attendings utilized visual aids to re-
inforce key concepts and simplify complex topics. They 
also collaborated by using discussion rather than lecture to 
engage with team members. For instance, attendings used 
Socratic questioning, asking questions that lead learners 
through critical thinking and allow them to solve problems 
themselves, to guide learners’ decision-making. One former 
learner reported, “He never gives you the answer, and he al-
ways asks your opinion; ‘So what are your thoughts on this?’” 

Coaching for success, rather than directing the various 
team members, was emphasized. Attendings did not wish 
to be seen as the “leaders” of the team. During rounds, one 
attending was noted to explain his role in ensuring that the 
team was building connections with others: “When we have 
a bad outcome, if it feels like your soul has been ripped out, 
then you’ve done something right. You’ve made that con-
nection with the patient. My job, as your coach, was to build 
communication between all of us so we feel vested in each 
other and our patients.” 

Attendings also fostered clinical reasoning skills in their 
learners by encouraging them to verbalize their thought pro-
cesses aloud in order to clarify and check for understanding. 
Attendings also placed emphasis not simply on memoriz-
ing content but rather prioritization of the patient’s prob-
lems and thinking step by step through individual medical 
problems. One current learner applauded an attending who 
could “come up with schematics of how to approach prob-
lems rather than feeding us factual information of this paper 
or this trial.” 

Additionally, attendings facilitated learning across the 
entire care team by differentiating their teaching to meet 
the needs of multiple learning levels. While the entire team 
was explicitly included in the learning process, attendings 
encouraged learners to play various roles, execute tasks, and 
answer questions depending on their educational level. At-
tendings positioned learners as leaders of the team by allow-
ing them to talk without interruption and by encouraging 
them to take ownership of their patients’ care. One former 
learner stated, “She set expectations…we would be the ones 
who would be running the team, that you know it would 
very much be our team and that she is there to advise us and 
provide supervision but also safety for the patients as well.” 

CONCLUSION
This study reveals the complex ways effective attendings 
build rapport, create a safe learning environment, utilize 
patient-centered teaching strategies, and engage in collab-
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oration and coaching with all members of the team. These 
findings provide a framework of shared themes and their sa-
lient behaviors that may influence the success of inpatient 
general medicine clinician educators (Table 3). 

There is a broad and voluminous literature on the sub-
ject of outstanding clinical teaching characteristics, much of 
which has shaped various faculty development curricula for 
decades. This study sought not to identify novel approaches 
of inpatient teaching necessarily but rather to closely ex-
amine the techniques and behaviors of clinician educators 
identified as exemplary. The findings affirm and reinforce 
the numerous, well-documented lists of personal attributes, 
techniques, and behaviors that resonate with learners, in-
cluding creating a positive environment, demonstrating 
enthusiasm and interest in the learner, reading facial expres-
sions, being student-centered, maintaining a high level of 
clinical knowledge, and utilizing effective communication 
skills.18-24 The strengths of this study lie within the nuanced 
and rich observations and discussions that move beyond 
learners’ Likert scale evaluations and responses.3-7,12 Input 
was sought from multiple perspectives on the care team, 
which provided detail from key stakeholders. Out of these 
comprehensive data arose several conclusions that extend 
the research literature on medical education. 

In their seminal review, Sutkin et al.18 demonstrate that 
two thirds of characteristics of outstanding clinical teachers 
are “noncognitive” and that, “Perhaps what makes a clinical 
educator truly great depends less on the acquisition of cogni-
tive skills such as medical knowledge and formulating learn-

ing objectives, and more on inherent, relationship-based, 
noncognitive attributes. Whereas cognitive abilities gen-
erally involve skills that may be taught and learned, albe-
it with difficulty, noncognitive abilities represent personal 
attributes, such as relationship skills, personality types, and 
emotional states, which are more difficult to develop and 
teach.”18 Our study, thus, adds to the literature by (1) high-
lighting examples of techniques and behaviors that encom-
pass the crucial “noncognitive” arena and (2) informing best 
practices in teaching clinical medicine, especially those that 
resonate with learners, for future faculty development.

The findings highlight the role that relationships play in 
the teaching and learning of team-based medicine. Build-
ing rapport and sustaining successful relationships are cor-
nerstones of effective teaching.18 For the attendings in this 
study, this manifested in observable, tangible behaviors such 
as greeting others by name, joking, using physical touch, and 
actively involving all team members, regardless of role or 
level of education. Previous literature has highlighted the 
importance of showing interest in learners.7,19,25-27 This study 
provides multiple and varied examples of ways in which in-
terest might be displayed. 

For patients, the critical role of relationships was evi-
denced through rapport building and attention to patients 
as people outside their acute hospitalization. For instance, 
attendings regularly put patients’ medical issues into con-
text and anticipated future outpatient challenges. To the au-
thors’ knowledge, previous scholarship has not significantly 
emphasized this form of contextualized medicine, which 

TABLE 3. Key Strategies in Exemplary Clinical Teaching

Foster Positive Relationships

Address team members by their first names. 

Get to know team members by asking about their life experiences and being open about your own. 

Use humor to make rounds more informal and enjoyable; self-deprecating humor is often effective. 

When team members are presenting, let them talk without interruption.

Position yourself as a member of the team rather than the leader of the team.

Encourage the view that mistakes are critical for learning by using your own past mistakes to illustrate teaching.

Admit when you do not know something and share how you intend to find out about it.

Include other health professionals in team discussions, give them full respect, and seek their valuable insights and direction in patients’ plans of care.

Patient-Centered Teaching

Prepare for rounds by reviewing medical records, anticipating possible stumbling points, identifying key teaching points, and finding articles to suggest to the team.

Conduct rounds in a timely fashion, aiding the team members’ time management.

Build rapport with your patients. Greet them by name, engage them with nonmedical jokes or conversation, explain complicated medical concepts, help patients change positions during examinations, 
and empathize with their discomfort. 

Nonverbal communication is important. A touch, a smile, and a bit of humility can go a long way. Sit down so you are at eye level when speaking with patients. Model these skills for the team.

Plan for the patient’s future outside of the hospital. Encourage your team to start thinking about the patient’s departure right at admission. Include thoughts about insurance, transportation, social support, 
contact information, and follow-up.

Collaboration and Coaching

Instead of fact-based lectures to memorize, engage team members in discussions about a few key points. Emphasize thinking process over content knowledge.

Ask team members to explain their answers to questions and how they arrived at a particular conclusion.

Use the Socratic method of questioning to explore team members’ understanding. This will allow you to facilitate their journey toward the best answers.

Share your clinical reasoning with the team to help build their analytical frameworks.

Recognize differences in your team members’ learning levels and adapt your discussions accordingly. Engage all members of the team in the learning process.

Don’t ask team members questions you know they cannot answer. Provide them with challenges they can fulfill and learn from.
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involves the mindful consideration of the ongoing needs pa-
tients may experience upon transitions of care.

Several participants highlighted humility as an important 
characteristic of effective clinician educators. Attendings 
recognized that the field produces more new knowledge than 
can possibly be assimilated and that uncertainty is a main-
stay of modern medical care. Attendings frequently utilized 
self-deprecation to acknowledge doubt, a technique that cre-
ated a collaborative environment in which learners also felt 
safe to ask questions. These findings support the viewpoints 
by Reilly and Beckman that humility and an appreciation 
for questions and push-back from learners encourage lifelong 
learning through role modeling.19,23 In responding to the in-
terviewer’s question “And what happens when [the attend-
ing] is wrong?” one learner simply stated, “He makes fun of 
himself.”

This study has several limitations. First, it was conducted in 
a limited number of US based healthcare systems. The major-
ity of institutions represented were larger, research intensive 
hospitals. While these hospitals were purposefully selected to 
provide a range in geography, size, type, and access to resourc-
es, the findings may differ in other settings. Second, it was 
conducted with a limited number of attendings and learners, 
which may limit the study’s generalizability. However, enough 
interviews were conducted to reach data saturation.15 Because 
evidence for a causal relationship between quality teaching 
and student and patient outcomes is lacking,18 we must rely on 
imperfect proxies for teaching excellence, including awards 
and recognition. This study attempted to identify exempla-
ry educators through various means, but it is recognized that 
bias is likely. Third, because attendings provided lists of for-
mer learners, selection and recall biases may have been intro-
duced, as attendings may have more readily identified former 
learners with whom they formed strong relationships. Fourth, 
focus was placed exclusively on teaching and learning with-
in general medicine rounds. This was because there would be 
ample opportunity for teaching on this service, the structure 
of the teams and the types of patients would be comparable 
across sites, and the principal investigator was also a general 
medicine attending and would have a frame of reference for 
these types of rounds. Due to this narrow focus, the findings 
may not be generalizable to other subspecialties. Fifth, attend-
ings were selected through a nonexhaustive method. Howev-
er, the multisite design, the modified snowball sampling, and 
the inclusion of several types of institutions in the final par-
ticipant pool introduced diversity to the final list. Finally, al-
though we cannot discount the potential role of a Hawthorne 
effect on our data collection, the research team did attempt 
to mitigate this by standing apart from the care teams and 
remaining unobtrusive during observations.

Using a combination of interviews, focus group dis-
cussions, and direct observation, we identified consistent 
techniques and behaviors of excellent teaching attendings 
during inpatient general medicine rounds. We hope that all 
levels of clinician educators may use them to elevate their 
own teaching.

Disclosure: Dr. Saint is on a medical advisory board of Doximity, a new social net-
working site for physicians, and receives an honorarium. He is also on the scientific 
advisory board of Jvion, a healthcare technology company. Drs. Houchens, Harrod, 
Moody, and Ms. Fowler have no conflicts of interest.
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