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Bedside case presentations: Thin ice?

Lehmann LS, Brancati FL, Chen M-C, Roter D, Dobs AS. (Johns
Hopkins Medical Institutions, Baltimore, Maryland, USA.) The
effect of bedside case presentations on patients' perceptions of
their medical care. N Engl J Med 1997;336:1150-5.

SUMMARY
This randomized, controlled trial examined the hypothesis that case
presentations at the bedside make patients uncomfortable. Of 210
consecutive patients admitted to the General Medicine services
(called firms) at a single teaching institution, 182 participated in the
study. As in most teaching institutions, new patients admitted to the
hospital were seen by medical students or housestaff, and the cases
were presented to chief residents or to faculty staff the following
morning. Firms were randomized to present cases at the bedside or in
the housestaff conference room for one week at one site, one week at
the alternate site and the final week again at the first site. Patients'
perceptions, comments and suggestions were assessed by aquestion-
naire administered during the admission. The majority of patients
were middle-aged (mean age 50 years), blacks (70%) who had not
completed high school education (14% had education beyond high
school), and about half the patients either had no medical insurance
or hadMedicare coverage only. The majority of patients (75%-90%)
in both groups reported that their physicians introduced themselves
properly, explained their illness, test results and medications ad-
equately, treated them with respect, that rounds were positive,
satisfying and reassuring, and that care could not have been better. In
all these aspects, patients whose cases had been presented at the
bedside had slightly more favourable perceptions (though not statis-
tically significant) than the other group. Patients whose cases were
presented at the bedside reported that physicians spent more time
with them (10 v. 6 minutes, p<O.OOI);51% felt that bedside presen-
tations helped them understand their illness and a large majority
(82%) wanted bedside presentations to continue. However, many
patients felt that the medical terminology used was confusing and
also that physicians should allow patients to participatemore actively
in the presentation. Interestingly, blacks had a more favourable
perception of bedside presentations than whites. Not surprisingly,
educated patients were able to understand the discussions better. The
authors concluded that from the patient's viewpoint, bedside presen-
tations were equivalent if not better than conference room ones.

COMMENT
Over the past several decades, many studies have indicated that
patients prefer bedside case presentations. IWhy, then, has this
practice become so infrequent in teaching institutions in western
countries?'> Among the reasons in favour of presentations in
conference rooms are that they (i) are quicker and more efficient,
(ii) permit the numerous laboratory and imaging studies to be
reviewed and discussed, (iii) allow for better teaching ofhousestaff,
(iv) respect patients' privacy better and are preferred by patients,
and (v) are essential because patients under one housestaffteam
may be located in several different wards. It is intriguing that
while 85% of patients prefer bedside presentations, only 20/0-4%
of students and housestaff and 33% of faculty staff prefer the
bedside to the conference room.' Is the real reason for the
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increasing shift towards conference room presentations the 'thin-
ice syndrome', that teachers and trainees feel insecure of their
clinical and diagnostic skills and fear that they will expose them-
selves or be humiliated at the bedside? Younger faculty particu-
larly may have themselves been trained to rely increasingly on
laboratory and imaging studies rather than history and physical
examination and, therefore, feel more confident in the conference
room than at the bedside.

Bedside presentations have numerous advantages. These in-
clude the opportunity for trainees to learn from their mentors the
skills of history-taking and physical examination, empathy and
concern for the patient, to view the patient as a person rather than
an abstract disease, and learn the 'art' in addition to the science of
medicine. Moreover, it sharpens clinical diagnostic skills, re-
duces indiscriminate use of laboratory and imaging tests, in-
creases time spent with patients, and allows patients to clarify
details in the history as well as participate in discussions regard-
ing their care. Contrary to common belief, bedside presentations
are reassuring rather than distressing to acutely ill patients in
intensive care units."

However, bedside rounds can only be considered successful if
all participants including the teacher, trainees and patients come
away satisfied. This is a difficult and delicate task. There is
imminent danger of trainees and patients being embarrassed,
humiliated and hurt. Most of us have seen this happen only too
frequently, and can recall painful instances from our own years as
trainees. As teachers, we must continuously strive to improve our
skills at conducting bedside rounds. We must remember to be
responsive to the level and educational needs of trainees, reassure
them about the subjective and changing nature of patients' history
and keep bedside discussions brief and pertinent. We must intro-
duce the team members to the patients, encourage patients to
participate in the discussions and reassure them that diagnostic
possibilities and treatment options may be discussed for teaching
purposes and do not all pertain to the individual patient.

Particularly important to bedside rounds in India is that we
should avoid medical jargon and conduct as much of the bedside
discussion in the patients' language rather than in English. We
need to 'learn how to be gentle with students and housestaff, how
to communicate better with patients, and how to teach ethics and
professionalism with the patient at hand' .5 First and foremost, our
place is at the bedside: our patients will have it so.
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