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Bedside teaching was traditionally the predominant
form of teaching medical students. There are a number
of viewpoints, as well as accepted definitions of bedside
teaching, however many of them seem very vague and
do not highlight the essence of it. The simplest and most
comprehensible definition is that bedside teaching is
teaching in the presence of a patient, when the physician
is in charge of a group of students at the bedside to make
them better conceptualize the history and physical signs.
Thus, bedside teaching supposes the presence of three
participants: the teacher, the student and the patient
[17]. Sir William Osler, a Canadian physician and profes-
sor of medicine, is considered to be the father of bedside
teaching, as he played a fundamental role in revolution-
izing medical education philosophy, highlighting the im-
portance of students’ clinical experience. He claimed “To
study the phenomena of disease without books is to sail
an uncharted sea, whilst to study books without patients
is not to go to sea at all” [5, 22]. He proved that histo-
ry taking and physical examination skills, touch, respect,
empathy together with professional attitude should com-
prise the core of medical education and therefore the
skills are obtained not in the classrooms theoretically, but
at the bedside practically [13]. Even in the very past, be-
fore William Osler, historically, it has been obvious that
the concept of practical teaching is much valued and ap-
plied. German-Swiss physician Paracelsus wrote about
the importance of practice in medical education: “Every
physician must be rich in knowledge, and not only of that
which is written in books; his patients should be his book,
they will never mislead him” [23].

Bedside teaching is undeniably a great opportunity
for doctors-to be. In contrast to classroom teachings and
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lectures, clinical teaching allows the students, as prospec-
tive medical professionals, not only to use the material
learned from the textbooks and draw conclusions, but trig-
gers all the organs of senses to operate: to touch, smell,
see, hear [1, 3]. That is why, William Osler relentlessly
believed that “the student begins with the patient, contin-
ues with the patient and ends his study with the patient,
using books and lectures as tools, as means to an end”.
Although bedside teaching is a useful tool and teaching
modality, it seems to decline and move into classrooms
through the course of time. According to recent studies,
the estimates of actual time spent at the bedside varies
from 15% to 25% [11, 18]. There are dozens of reasons:
introduction of innovative simulation training methods,
time constraints, lack of teachers’ professionalism or
confidence, increasing reliance on modern technologies.
Apart from these reasons the weightiest one definitely
refers to the patients’ attitude towards clinical teaching
which surely can result in the decrease of its applicability
[2, 24].

Bedside teaching is carried out firstly for the stu-
dents, as a backing point to their education, to gain pro-
fession-related skills, specialize in making diagnosis and
finding a common tongue with the patients, secondly for
the teachers to train their communication and organizing
skills, and thirdly for the patients to better comprehend
their illness. So, the teachers, the students and the pa-
tients are the core elements of this triangle, therefore
the process productivity should be determined by analyz-
ing all the participants’ opinions.

Thus, the aim of the study is to analyze bedside
teaching from the perspective of teachers, students
and patients, find out its advantages and shortcomings.
The objectives of this study are to arbitrate the bedside
teaching role, and come up with suggestions about its im-
plementation improvements. Since this teaching modality
has always enjoyed great popularity in Armenia, we both
conducted a literature review, and focused on the current
Armenian context of the issue.
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Material and methods

A literature review was carried out: corresponding
articles were observed according to their abstract con-
tent and objectives. The literature search was conducted
taking into account the key words: bedside teaching, clini-
cal teaching, medical education, clinical teaching benefits,
bedside teaching decline, clinical skills. We prioritized
the articles published in the past two decades; 52 arti-
cles were reviewed, only 27 of them, however, met the
inclusion criteria of the study. All the articles were open
access. Preference was given to the articles analyzing:

© students’ viewpoints;

® patients’ expectations from bedside interactions;

© teachers’ clinical skills.

We excluded:

@ foreign language publications;

© articles discussing bedside teaching in relation to

CQOVID-19 pandemic.

To compare the issues with the Armenian context,
we also analyzed the existing data on the examples of Ye-
revan State Medical University after M. Heratsi (YSMU).

Results and discussion

Clinical teaching is considered a challenging, burden-
some and serious experience, that requires much efforts,
attention and energy from all the participants (students,
teachers, patients). Especially now in the 21% century,
when modern technologies have intruded into all the
spheres of life, a lot of people lack real communication,
which is the core condition and requirement for effective
doctor-patient interaction. However, it does not mean
that clinical teaching does not cause inconveniences and
should totally substitute classroom teachings. Thus, to
better comprehend the essence of the process, the view-
points of students, teachers and patients are presented
below in the subgroups, in detail to find out whether to
teach or not to teach at the bedside.

Bedside teaching from a student’s perspective
Students are the most important stakeholders in
bedside teaching [4]. Therefore, it is unacceptable to turn
a blind eye on their needs, opinions and suggestions. Bed-
side teaching is at first helpful for students to gain profes-
sion-related skills, specialize in making diagnosis and find
a common tongue with the patients. Many learners be-
lieved that, in spite of technological innovations, patients
still expect dialogue with and examination by their physi-
cians and are disappointed when clinical interactions are
inadequate. Some learners desired international medical
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experiences where they could obtain traditional clinical
teaching in the absence of the influence of technology.
Bedside skills are not just about history and examination,
it is also about communication, empathy, and humanism
[26]. Nor is it just the patient who benefits from bedside
rounds. The value of taking a history, formulating diag-
noses and performing a physical examination becomes
clear at the bedside. As the studies show, approximately
more than a half of patient’s problems can be diagnosed
with a good physical examination, in case of certain prob-
lems, the percentage can be over 90% [21, 27]. It is very
powerful if you see the example on actual patients, and
especially if you know more about their story, their back-
ground, you are more likely to take something away from
that experience. There also exists a patient-oriented
approach that patients are the reason we have moved
away from the bedside to do our teaching. However, in
reality the students are the main motive, as they are the
doctors-to be, therefore clinical teaching, at first, is con-
ducted for their benefits. It gives them an opportunity to
reflect on their goals as teachers, learners, and healers
[6, 10].

In spite of all the beneficial influence that bedside
teaching rounds have on student’s professional develop-
ment, they mention about the impossibility of discussing
some topics with patients. There can be sensitive issues
that relate to specific diseases which the patient wouldn’t
be very willing to lead a conversation on. It may refer to
abuse, mental health, and sexuality-related topics, which
can embarrass the patient and result in the elicitation of
inaccurate information [19]. Conversations about deadly
diseases such as cancer may also be undue to discuss, in
these cases clinical teaching rounds may turn into down-
fall and this is one of the most common drawbacks that
the students often complain about.

However, to sum up, we can announce that despite
some of the inconveniences mentioned above, the stu-
dents are forbedside rounds. Confidence in interacting
with patients, the acquired communication, conflict-re-
solving, stress-resistance skills, professionalism, a sense
of responsibility, tolerance, sensitivity and a great many
features and qualities could have never been acquired in
classroom teachings.

Bedside teaching from a teacher’s perspective

The teachers-clinicians are the second most import-
ant part of the triangle. For the sympathetic teachers
bedside teaching can be a vital tool to demonstrate their
knowledge and skills and obtain the desired feedback



from the students. A good bedside teaching experience
depends on the teacher’s level of communication and or-
ganization skills, as the teacher is the host of the process.
A well-planned bedside teaching experience can give stu-
dents even more than weeks of classroom lectures. The
teacher can use bedside teaching to develop a sense of
responsibility among students, which will later be neces-
sary in practice. They comprise the part of the process,
and as everything is real, the patient is in front of the stu-
dent with a real problem, the degree of responsibility aris-
es. However, effective bedside teaching rounds require
specific skills and techniques and to decide what particu-
lar system is to be taught at the bedside. For instance, it
has to be determined beforehand what specific aspects
of bedside teaching are going to be emphasized: history
taking, physical examination, patient counseling, break-
ing bad news. To keep all the students engaged in the
process and feel comfortable a teacher-clinician should
create a healthy bedside teaching atmosphere [1]. Each
student should be provided with the chance to participate
in bedside sessions and the teacher should try not to ask
excessively confusing questions that may demotivate
a student. At the end there can be a feedback session
to sum up what has been taught, and appropriate time
should be dispensed for discussions. Sometimes debrief-
ing sessions after bedside interactions can really be help-
ful, as they discuss what went on wrong at the bedside,
what was understood and what was not, what has been
recognized and interpreted accurately [8]. A good teach-
er-clinician knows whether to make a diagnosis in the
presence of the patient or organize a separate group-dis-
cussion with the students judging from a number of fac-
tors, including the patient’s state, the atmosphere at the
bedside and the disease. Besides, the most convenient
time to correct the student who is demonstrating insuffi-
cient and inaccurate clinical examination skills is exactly at
the moment of bedside interactions. Prompt demonstra-
tion of appropriate technique with supervised practice is
more likely to change behavior [18]. Bedside teaching
can trigger learners to develop history taking, examina-
tion skills, knowledge of clinical ethics, professionalism,
and surely good communication skills. Bedside rounds
are fruitful in a way that they are a combination of theory,
practical skills, as well as patient contact, which makes the
educational process as realistic as possible [20].
Surprisingly, despite all the beneficial aspects of
clinical teaching, still there are a number of barriers to-
wards its implementation and bedside teaching session-
sare declining among the teachers at a very high pace. A

e =
RdCUNF@3NFL, AhSNFE3NFL BY UN@NFHE3NFL ‘

UrENEe3NtL

37

considerable number of obstacles that keep the doctors
away from teaching at the bedside have been identified,
and various studies have mentioned “lack of time”, the
growing pressure to see more patients, great demand
for paperwork, rapid patient discharge, and over-reliance
on technology as the most important element. However,
except for the time constraint also individual improper
communication skills may limit the number of bedside
teaching rounds. Lack of confidence in one’s own clinical
skills makes bedside teaching impossible. The shortened
admittance of patients, for example, also increases the
workload of doctors on the one hand, and on the other
hand decreases the availability of patients for bedside in-
teractions. Another significant barrier that clinical teach-
ers may encounter is the performance pressure in bed-
side teaching context. Younger clinicians hear about the
professionalism and mastery of the older generation who
performed brilliant bedside rounds, and thus develop in-
feriority complex, thinking that they can never achieve
that proficiency level, as many of them may did not have
bedside rounds during university years themselves. That
feeling even worthens the existing situation and can re-
sult in a loss of control at the bedside, something almost
impossible to experience while lecturing in classrooms
[18]. Lack of professionalism, insufficient knowledge in
that field and also poor interaction skills with patients
can create a lukewarm atmosphere and fail the teaching
round.

All'in all, we can surely announce that from the teach-
ers’ perspective bedside teaching rounds are very valu-
able iforganized thoroughly and planned beforehand.
What refers to disadvantages, they are not so weighty
and can be solved easily. So, in this group the number of
benefits wins against the number of shortcomings.

Bedside teaching from patient’s perspective

Patients have their greatest share in successful bed-
side teaching: they can either make the atmosphere re-
laxed or cause inconveniences. If we focus our attention
on the benefits of bedside teaching from the patients’
viewpoint, firstly we can note that these rounds demon-
strate great interest and concern for the patient. That is
the reason that the patients generally respond favorably
to them. Patients are excited to know that the physicians
care for them and are concerned about their problems.
Besides, while observing the team in action, they have a
great opportunity to participate in their own care, clarify
the details and have a better comprehension of their dis-
eases. If bedside rounds are organized properly, patients
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may passively take part in the decision-making process
and may think that their opinions, problems and feelings
matter [6, 14]. This kind of approach is especially com-
mon in Western countries, where people are more open,
more tolerant, enthusiastic to talk, discuss and interact.
Patients want to comprise the part of the conversations
about their care, they greatly value the opportunity to
learn about their medical problems and what to anticipate
in terms of therapy. Being actively engaged in bedside
rounds patients may have much to teach the staff about
their experience of clinical interactions, and later con-
sidering all those can be very helpful in becoming more
patient-oriented. Besides, the results show that patients
whose case presentations were made at the bedside had
slightly more positive feelings about their hospital expe-
riences and their relationships with their physicians than
the patients whose case presentations were made in a
conference room [9].

However, if we take a look at the other side of the
coin, most of the educators and medical students as-
sume that bedside interactions may put patients under
stress and embarrass them. Therefore, it is highly recom-
mended to receive patients informed consent in hospi-
tal admission before the teaching starts and prior to any
physical examination, which they have a right to refuse.
In this case the teacher-clinicians should be able to make
a patient’s visit a kind of teaching visit with a very partic-
ular purpose. The teachers should realize how to involve
patients and students in the educational process, simulta-
neously maintaining a comfortable environment for all the
participants. Patients may also become unwilling to par-
ticipate because of pain, anxiety, embarrassment, or “stu-
dent fatigue”. The data also presents that patient were
made uncomfortable by the team using language they
did not understand and when several people examined
or touched them simultaneously. Non-verbal like touching
the patient (performing percussion, palpation and auscul-
tation) may be a useful practice for the students, but it can
make the patients feel awkward. The majority also felt un-
comfortable when the staff used language that they did
not understand, because medical terminology may sound
foreign and confusing for them [7, 9]. The problem can be
solved by explaining the patients the particular purpose
of visit, avoid using specific medical terms and explain the
situation, so that the patients know what to expect [26].
A negative approach towards bedside teaching is very
common in Eastern countries, where the patients are not
so open and enthusiastic to share their experience and
personal information with outsiders. Sometimes, they
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may even have difficulty in interacting with the physician
and talking about complaints or the details of the disease.
In Armenia, too, bedside discussions are perceived as vi-
olation of one’s private zone and therefore is not much
welcomed. However, it depends on the age group. Mostly
the older generation (65 and older), especially females,
welcome the students and are ready to share their ex-
perience. They would like to be part of the conversations
about their care and highly appreciate the chance to learn
about their medical problems and what to expect in terms
of tests and therapy. Besides, seeing learners trying to
their disease makes them comfortable and relaxed [15,
25]. The youngsters, on the contrary, have difficulty in
interacting, are ashamed of sharing their problems with
their interlocutors and logically it puts a great obstacle on
bedside rounds, especially if the students are not of the
same sex, as patients. This is very vividly highlighted in
the Armenian context. Bedside rounds could not succeed
if the groups are not homogeneous: e.g. females some-
times would like to be examined by female students.

To sum up the details about the patients’ point of
view, we can say that everything depends on the per-
sonality type and the nationality, mentality and the atmo-
sphere where they have been raised. In Eastern coun-
tries still bedside teaching is perceived as a violation of
privacy, patients do not welcome a great number of stu-
dents at the same time. Moreover, they would prefer to
communicate only with their own doctor. While in Western
countries this kind of activity is much welcomed, it is per-
ceived by the patients, that their situation is appreciated,
paid much attention to and the people care for them.

Allin all, we can see that none of the participants was
drastically against the implementation of bedside teach-
ing or found it unhelpful.

Conclusion

High-quality medical education is a fundamental as-
pect of high-quality medical care and bedside teaching
has something to offer [1]. Although it is at the risk of dis-
appearing from the curricula and there are various rea-
sons, the analysis shows that bedside interactions contin-
ue to conquer the largest share of medical practice for the
unique benefits that they provide. Despite all the troubles
that the bedside teaching rounds cause, their efficiency
level is rather high from students’ and teachers’ perspec-
tive, as the advantages are more than drawbacks. The
value of clinical interactions in the education of medical
students should not be underestimated and they need
to receive the same degree of value as formal lectures,



as they equally contribute to the quality development of
medical education [12, 16]. What refers to the patients’
opinion, we came to the conclusion that the willingness
to be included in bedside teaching rounds depends on a
number of factors: nationality, ethnicity, religion, gender,
age and social class. Mostly, the older female adults re-
gard bedside teaching as an enjoyable experience and
are open to be engaged in a conversation about their dis-
ease more than patients of other age groups. The study
shows that this is even a necessary experience for the
older generation, who really strive for face-to-face com-
munication. However, the student/patient ratio may also
matter to avoid the feeling of exhaustion among patients.
So, bedside teaching rounds can be conducted in small-
er groups: for instance, 5-6 students per patient. But it is
not a guarantee either, since some patients may refuse
bedside teaching rounds because of individual unknown
reasons.

In Armenia, still bedside teaching is sometimes per-
ceived as a privacy violation, especially while discussing
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uwywlundwu thnpap: huuinhwnnghnuwy hgngutinh unntejniup
W nuwunnutph UG pwlwyp Unyuwbu Yuwpnn BU nwuw-
Jwundwl wju nGuwyh Yhpwntihnigjwl bjuquwl ywwndwn
nwnuwy:

Unyw puunhputpp hwnrpwhwnbint hwdwp wuhpwdtun E
Uwhuwabnub) Uh pwpp Ubpnnuywl pwpbthnfunwdutn, duyb;
JwaUwytpwwywl |neénwdubp, npnug Unpngh  YundWnptu
dwhdwywih Jnin nwuwdwunnuwdp W yhwdwipBu ubpyuwihu
pd2ywywl Yppniejwl nundUwnnipjul, nwuwjwundwl W
unniguwl  UEpnnwpwlwywl gnpshpwlwadp W wwwgw
pdhoyutphlu  Yghubl  Jwulwghunwywl  hwnnpnwygwywu
huwnniejntuutpny:



UreNHa3NFL

OBYYEHWE Y NOCTEJIN 5OJ/IbHOIo B CUCTEME BbICILEFO MEANUWNHCKOIO OGPA30BAHNA

batkos A.B. *, LLlax6amsH T.J1.

EpesaHckut 2ocydapcmeeHHolli MedUuUHCKUU yHusepcumem um. M. lepauu, omdesn 06pazosamesibHbIx MPo2pamMm

KnioueBble cnoBa: obyyeHue y nocmesnu 60/16HO20, K/AUHUYe-
cKoe obyyeHue, goicliee MeOUUUHCKoe 06pa3o8aHue, KauHuYe-
CKUe HagbIKU.

ObyueHve y noctenu 601LHOr0 BeKaMu SIBASNOCh OAHUM U3
caMbIx 3PPEKTUBHBLIX CMNOCOBOB NOArOTOBKM Bpauei. OHO cuu-
TaeTca KIIOYEBLIM 3NEMEHTOM KIMHUYECKOro obyueHus, no-
CKOJNIbKY MO3BONSIET CTYAEHTaM y4acTBOBaTbL B PsIAE PeasbHbIX
NpOoLLeCCOB, CBA3AHHLIX C NPOJECCUOHANLHON AESATENLHOCTLIO
Bpaya, 4uto ObINo bbl HEBO3MOXHO OCYLECTBUTL B ayAUTOPUU
y AOCKU. MHorve Bpauu, MbICAUTENM U PUNOCOMdbI BbICKa3bIBa-
NIUCb O Ba>XHOCTU KNMHWUYECKOrO OMbiTa B MEAULIMHCKOM 0bpa-
30BaHUMM BoOOLE M O MPUOBPETEHUU HABLIKOB WUCCNELOBaHMS
NaLueHToB, U CNOCOBHOCTU ocbopMnsaTbL UCTopun BonesHu y>xke
BO BpeMms yuebbl B UaCTHOCTU. C LEeNbIo BbISICHEHWS COBPEMEH-
HOrO COCTOSIHUS MPoBieMbl 06yueHus y noctenm 60nLHOro bwina
npoaHanu3vpoBaHa COBPEMEHHasl aHrnosA3blYHas nutepatypa C
COMOCTaBNeHMEM CO CNEKTPOM MeToauK U cbopMamu 0byueHus,
npuMeHseMbIMU B EpeBaHCKOM roCyAapCTBEHHOM MEAULUHCKOM
yHusepcutete um. M. lepauu.

ObyueHve y noctenu 60nLHOr0 B 60MLHUYHOM Nanate npea-
nonaraeT HenoCPEeACTBEHHYIO KOMMYHUKaLMIO CTyAEeHTa, Bpa-
Ya-npenoaasatensi U H6ONLHOroO, KOTOpas, OAHAKO, He Bceraa
bbiBaeT ycnewHon. HecMoTpsi Ha Ba>KHOCTbL 3TON POPMbI 06y-
UYEHUs, OHa MOCTENEHHO BLITECHAETCA U3 Habopa meToauk 0b6-
yYeHUs1 MEAULIMHCKMX BY30B, TaK KaK B OpraHu3aLuu npouecca
BO3HMKAIOT MPOBMEMbI, 3HAUUTENLHO CHUXKalowme 3ddeKkTmB-
HOCTb OByYeHus, B CBA3U C 4YeM, BbICLME yuebHble 3aBefeHus

_—————— . ———
AJCUNHRBNFL, GhSNHEBNFL Y UPRNFR3NKL |

B HacTosILLee BPEMS 3a4acTyio He MPUHUMAIOT Mepbl Mo ee NOA-
nepxkaHuio u passutuio. Momumo atoro, B XX| Beke BHeapeHue
WHHOBALIMOHHLIX  0b6pa3oBaTeslbHbIX  TEXHONOTUA  HECKOMbKO
3aTMUno 3Ty chopMy obyueHus. OaHako Henb3si 3abbiBaTb, UTO
BlaleHNE COBPEMEHHLIMU TEXHONOMMSMU HE MOXET B MOJHON
Mepe BOOPYXXWUTb ByayLiux Bpayein HeobXxoAuMbIMKU npodoeccu-
OHanbHLIMU HaBbikamu. ObLeHVe C NaLMEHTOM U AeMOHCTpaLus
9(PDEKTUBHLIX KOMMYHUKATUBHBLIX HaBLIKOB SIBASIOTCS OLHUMMU
U3 BaxkHeWlwwmx obssaHHOCTeM Bpaua. [lonyueHve TeopeTuue-
CKUX 3HaHWN Ha 3aHATMAX 6e3 MPUMEHEHWs UX Ha MpPaKTUKe C
peanbHbIM MaLMEHTOM HEeLOCTaTOUHO AN YCMELWHOW Kapbepbl
Bpaya. TpyaHoCTU obyuyeHus y noctenm BonLHOro MOryT 6biTh
CBS13aHbl CO MHOMMMM (PAKTOpaMu, B TOM UMcCne OCOBEHHOCTLIO
6onesHu, BO3PACTOM, MOJOM, STHUYECKON MNPUHAANEXHOCTLIO
naumeHTa, OTHoWweHueM K chopme 0OyueHusl, a uHoraa u npo-
deccroHanM3MoM U NefaroruyecknMm OMbITOM npenojasaTens.
JleduumnT MHCTUTYUMOHaNbLHBLIX CPEACTB U 6OMbLOe KOMMYEeCTBO
CTYLAEHTOB TaKXe MOTryT NMPUBECTU K CHUXKEHMIO 3ODEKTUBHOCTU
9TOW OPMbI 0BYUEHUSI.

[lna npeononexus cywecTsylowmux npobnem Heobxoauma
MeToAonornyeckas pedopma C OpraHU3aLMOHHLIMU PeLIEHNs-
MU, MO3BONSIOWMUMI B MONHOW Mepe MPUMEHUTL U pasBuUTb 3Ty
dopmy obyyeHus ana obecneueHus Hapnexkawero ¢opmmpo-
BaHWs MNPOdECCUOHANbHLIX KOMMYHUKATUBHLIX KOMMETEHLMN
ByLywmx Bpayen.
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