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ABSTRACT

Teaching medical rounds in intensive care units (ICUs) are essential for resident
education. However, the ICU’s high workload can hinder these rounds. We propose a
new approach that is based on the constructivist theory of learning communities. This
approach emphasizes active, collaborative learning through interaction. In the ICU, it
encourages active learning, peer interaction, and shared responsibility among residents.
Our model involves structured teaching rounds that promote active learning,
collaboration, and reflection, all integrated into the ICU workflow. This new approach
aims to enhance the learning experience; improve teaching round effectiveness; and,
ultimately, contribute to better patient care.
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In the early 20th century, William Osler
advocated for an interaction model
between senior doctors, apprentices, and
patients, similar to today’s medical rounds.
This historical model involved conducting
rounds at the patient’s bedside. The lead
doctor would listen as apprentices
presented the patient’s history and

relevant data, demonstrate further
elements of the history or physical
examination skills, model effective patient
communication, and discuss the theory
behind the disease and treatment (1).
Today, medical rounds play a crucial role
in teaching hospitals, serving dual
purposes in patient care and medical

(Received in original form August 2, 2023; accepted in final form May 30, 2024)

This article is open access and distributed under the terms of the Creative Commons Attribution
Non-Commercial No Derivatives License 4.0. For commercial usage and reprints, please e-mail
Diane Gern.

Correspondence and requests for reprints should be addressed to Andres Felipe Yepes, M.D., M.Sc.,
Hospital Universitario Fundaci�on Santa Fe de Bogot�a, Bogot�a, Colombia. E-mail: andres.yepes@
urosario.edu.co.

ATS Scholar Vol 5, Iss 3, pp 365–374, 2024
Copyright © 2024 by the American Thoracic Society
DOI: 10.34197/ats-scholar.2023-0088PS

| Perspectives 365

PERSPECTIVES

http://orcid.org/0000-0002-2705-2324
https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:dgern@thoracic.org
mailto:dgern@thoracic.org
mailto:andres.yepes@urosario.edu.co
mailto:andres.yepes@urosario.edu.co
https://dx.doi.org/10.34197/ats-scholar.2023-0088PS
http://crossmark.crossref.org/dialog/?doi=10.34197/ats-scholar.2023-0088PS&domain=pdf&date_stamp=2024-09-10


education. They facilitate discussions and
planning for patient care among doctors
and students. Additionally, they present a
unique opportunity for students to engage
in patient care and educational activities,
particularly as time for these activities
diminishes. This underscores the
significance of medical rounds in both
immediate patient health management
and the continuous training of future
medical professionals (2). Rounds have
evolved because of changes in medical
education, technology, and labor policies.
They are now more focused on shared
decision-making, involving patients and
their families in medical care (3). Restric-
tions on working hours and time pressures
have promoted a standardized approach
in preparing for rounds, reducing the time
dedicated to education. The adoption of
models such as family-centered rounds (4,
5) and competency-based education have
changed the perceptions of rounds (6),
more closely linking clinical and educa-
tional activities. However, these have also
created tensions because of the divergent
needs of participants. In addition, the use
of technology has altered the dynamics of
rounds, potentially affecting bedside teach-
ing and the implementation of clinical
education.

Medical rounds, an essential aspect of
bedside teaching, have declined because of
factors such as rising patient numbers,
time limitations, and the heavy workload
in hospitals (7). Despite its long-standing
tradition in medicine, it is estimated that
only between 8 and 17% of medical train-
ing uses this method today (8). It is inter-
esting that the intensive care unit (ICU)
presents a unique context in which case-
based bedside learning, complemented by
didactic lectures, is the main educational
method in nearly 91% of instances (9).
Bedside learning cultivates a setting that

encourages the engagement of all team
members—residents, interns, nurses, and
therapists. This is achieved through strate-
gies that promote group interaction, intro-
duce team members, stimulate learners
with thought-provoking questions, and
teach at different levels of understanding.

Although it is acknowledged that medical
rounds play a crucial role in medical
education, there is considerable diversity
in their practice. A survey from Latin
America highlighted significant differences
in the duration and nature of clinical
rounds among various countries. This
contrast was particularly pronounced
when comparing academic and
nonacademic ICUs. In academic
environments, brief, nonmultidisciplinary
morning rounds were more common,
underlining the challenges due to time
and resource constraints that academic
intensivists face in delivering high-quality
clinical care (10).

These strategies involve all healthcare
personnel in patient care, fostering a
valuable interprofessional environment.
This highlights the significance of practice
communities in medical education (11, 12).
Such communities are essential for
intensivist training, incorporating the entire
multidisciplinary team in medical rounds
and most ICU activities (13). Therefore,
these settings allow intensivists to refine
teamwork abilities, communication skills,
and intensive care knowledge.

On the basis of the theory of learning
communities, we have developed a
model for medical rounds that enables
meaningful learning without disrupting the
ICU workflow.

THEORY

Social constructivism is a learning theory
that posits that individuals construct

PERSPECTIVES

366 Perspectives |



knowledge through interaction with others
and the surrounding world. This theory
underscores the notion that learning is a
social process and that knowledge is
constructed rather than transmitted.
According to this theory, language is a
tool used by individuals to construct
knowledge, whereas culture provides the
context for this learning. Here, students
are not merely passive recipients of
information but actively participate in the
knowledge-construction process.

Learning communities are a pedagogical
strategy based on the premise that learning
is a social and collaborative process. In a
learning community, students collaborate to
construct knowledge, often through
discourse and collaboration. This approach
aligns with the social constructivism theory,
which suggests that knowledge is
constructed through interaction with others
and the environment. Learning
communities can take various forms,
ranging from informal study groups to
professional communities of practice.
However, all learning communities
prioritize collaboration, interaction, and the
collective construction of knowledge.
According to Wenger, these communities
have three main components (11).

� The domain, which refers to the area of
shared interest or knowledge that unites the
members of the community. This common
domain provides a sense of identity and
shared purpose to the members of the
community.

� The community, which refers to the rela-
tionships and interaction among community
members. In a learning community, mem-
bers engage in joint activities, help each
other, and share information and resources.

� The practice, which refers to the knowl-
edge, skills, tools, concepts, language, and
methods that community members develop
as they interact and learn together. This
shared practice is what enables community
members to address the problems and chal-
lenges of their domain.

TEACHING ROUNDS

Medical rounds are a teaching method
used in clinical settings where educators
simultaneously care for patients and instruct
trainees. Given the time constraints, efficient
strategies are needed to assess trainee
knowledge and skills, teach swiftly, and
provide feedback. The quality of supervision
during these rounds significantly impacts
clinical competence and knowledge.
However, in our ICU, we identified several
weaknesses associated with medical rounds:

1. Absence of interprofessionalism:
Other professional groups may not partici-
pate because of high care loads. Spending
about 2 hours on academic medical rounds
can detract from their daily care tasks. This
lack of interprofessionalism shrinks learn-
ing communities in the ICU and hinders
the development of communication and
leadership skills in intensivist training.

2. Preparation: Many educators do not
prepare in advance for the medical round.
Preparation should include recognizing
participating patients and defining objec-
tives within the learning community.

3. Teacher training: Many professionals
lack medical teaching training, which could
limit their use of diverse didactic tools and
strategies that promote meaningful learning.

4. Level of difficulty: Asking highly diffi-
cult questions without considering the
experience level of the community mem-
bers may discourage participation, particu-
larly from peripheral participants.

5. Reflection: Despite providing feedback,
there is no built-in time for reflection at the
end of the medical round.

Considering these issues from the
perspective of practice communities, and
on the basis of suggestions by Ramani
(14), Chan and colleagues (15), and Carlos
and colleagues (3), we propose a new
structure for medical rounds Figure 1:

Checklist for medical rounds (5min before
round start)

� Meet new team members: If any, learn their
profession and training level. Briefly introduce
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them to the group and discuss their round
expectations.

� Establish round guidelines: duration, start
time, and sequence (e.g., the most critically
ill patient goes first).

� Identify goals and expected outcomes based
on team members’ professions and duties,
particularly for students. Everyone should
be clear on their tasks, so confirm this with
a quick question round.

� Encourage a respectful and communicative
setting: For instance, implement a “Safety
Pause” for mobile device usage rules.

� Decide on the day’s learning focus and how
team members will participate in it (answer
any related queries).

This initial stage helps allocate roles and
define boundaries for the activity. It
ensures everyone’s involvement, including
those at the edges, by recognizing their
role in the group. It also reduces the time
pressure often experienced by
professionals with the highest care
burden (16).

Checklist for medical rounds (10min per
visit*)

� Greet the patient and their family and
introduce the team (clinic teacher).

� Discuss the case, engage in dialogue, and
check in with the patient and family (clinic
teacher and team, students included).

� Incorporate a learning moment: “Safety
Pause: Learning Time,” facilitated by the
clinic teacher.
� Discuss the case as a team (address unre-

solved issues and tasks, invite input from
team members, and problem-solve
collectively).

� Confirm the medical plan with guidance
from the medical teacher (if there is
uncertainty, carve out time for questions
and answers).

� Inform the patient and their family about
the actions taken (clinic teacher or desig-
nated individual).

� Address any inquiries about the medical deci-
sions (group participation is encouraged).

The latter part of this process ensures
inclusivity, promotes collaboration, and
encourages interaction based on
everyone’s role.

*The most critical and complex patients
could take more time: Approaches beyond
10minutes are allowed, as long as the

Figure 1. Intensive care unit rounds at 5, 10, and 15minutes.
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instructor believes that the discussion will
deepen aspects that stimulate knowledge
by adding 5minutes. Complex patients do
not necessarily have to be the sickest
patients. They can also include those for
whom the clinical decisions present a
challenge to the objectives of the day,
such as important bioethical decisions or
patients with uncertain diagnoses. Cases
that definitely require a more extensive
and time-consuming discussion may be
chosen for intensive care department mor-
bidity and mortality academic meetings.

Checklist for medical rounds (15min,
postround)

� Initiate a “Safety Pause: The Dramatic
Case of the Day.” Discuss the expectations,
emotions, and new insights involved, along
with possible areas for improvement.
Reflect on a complex or challenging case,
chosen either by the clinical teacher or by
the team members.

� Acknowledge and thank all team members
for their contributions.

� Feedback is generally given in a private
room, focusing on observable behavior and
its improvement and avoiding judgments
about the individual’s personality. It should
be specific, providing both concrete exam-
ples of what was done well and areas for
improvement, thus facilitating its under-
standing and applicability. In addition, it
should be descriptive, using words to
clarify the observed behaviors and their
impact on learning or work. Finally, the
feedback should directly address the
observed attitudes, behaviors, and knowl-
edge, allowing the receiver to understand
and act on it (17).

The usual duration of the full round is
between 120 and 150minutes.

DISCUSSION

Teams in the ICU often consist of
intensivists, clinical pharmacists,
respiratory therapists, dietitians, nurses,
clinical psychologists, and physicians in

training (18). Multiple factors shape the
effectiveness of these teams, clear
communication, trust in each other’s skills,
knowledge about team members, and
leadership that combines authority with
cooperation.

In these teams, each member brings
unique expertise and skills. The team’s
success hinges on the ability of members
to collaborate, leveraging their individual
knowledge to reach a common goal.
Transactive memory systems are
mechanisms that groups and organizations
use to organize and share specialized
knowledge (19). These systems evolve
through shared experiences within the
group, meaning that they are shaped and
fine-tuned as members work together on
specific tasks and learn about each other’s
strengths and areas of knowledge.

These systems are idiosyncratic; that is,
they are specific and unique to each
group or organization. This idiosyncratic
nature is because transactive memory
systems are based on the specific
interactions and experiences of the group
members. This makes them especially
difficult to imitate by other groups or
competitors, as an external group cannot
simply observe and replicate the
transactive memory system of a successful
group without having the same
experiences and internal dynamics.

In terms of competitive advantage,
transactive memory systems can be a
valuable source for organizations. By
facilitating the transfer and efficient use of
specialized knowledge within the group,
these systems can enhance creativity,
efficiency, and responsiveness to
environmental changes.

Some evidence suggests that ICU teams
can develop transactive memory systems
that align with patient care needs and
priorities, enhancing performance in these
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critical settings (20). Clear communication
is vital, as it allows for the exchange of
information, ideas, and viewpoints among
team members with diverse backgrounds,
experiences, and skills. Trust is key for
teams to work effectively in high-stress
situations, even without a shared past.
Leadership should maintain a balance
between authority and collaboration to
encourage a team-oriented environment.

Working together across different
professions, or interprofessionalism, is
essential to patient care (21). One study,
which used surveys that were specifically
designed for each professional group in
the ICU, highlights the importance of
interprofessional teaching in the ICU.
Although all providers participate in
rounds, teaching is infrequent. It is
suggested that there are opportunities to
improve interprofessional education and
collaboration in the ICU (22). Some
evidence suggests better patient outcomes
when care is given by an interprofessional
team. An analysis of historical data
involving over 100,000 patients
showed lower mortality rates when
multidisciplinary rounding teams
were used, compared with when
nonmultidisciplinary teams were used for
rounds (23). A systematic review of 43
studies aimed to pinpoint the most
effective methods for conducting rounds.
It emphasized that multidisciplinary
rounding teams, well-defined roles during
rounds, and a structured approach focused
on specific objectives are crucial for
enhancing ICU rounds (24).

Each member of the ICU team—critical
care nurses, advanced practice providers,
pharmacists, respiratory care professionals,
rehabilitation specialists, dietitians, social
workers, case managers, intensivists, and
nonintensivist physicians—brings unique
expertise and viewpoints to patient care.

They are essential in a team that must
cater to the diverse needs of patients and
families in the ICU. The ICU environ-
ment distinctly differs from the rest of the
hospital in terms of workload, emotional
strain, patient complexity, and interdisci-
plinarity, making teaching in the ICU
uniquely challenging (25, 26).

Nurses’ roles in rounds involve active
participation in patient care review and
planning, contributing a critical
perspective on daily care, treatment
responses, and specific patient needs. As
patient advocates, nurses facilitate
communication between the patient and
the medical team, ensuring that the
patient’s perspectives and preferences are
central to the care plan. Leveraging their
clinical knowledge and experience, nurses
support decision-making and care plan-
ning, which is essential for safe, timely,
and effective patient care progression. The
active involvement of nurses in rounds is
associated with high-quality patient care,
emphasizing the significance of their inclu-
sion and effective participation in this pro-
cess (27).

Some evidence shows that when nursing
staff and intensivists work together and
use a round tool, it improves the daily
review of patient metrics in the ICU. This
includes conducting awakening and
spontaneous breathing tests, which notably
shorten the length of ICU stays and the
need for mechanical ventilation (28).
Enhanced education and experience in
the nursing field have been associated
with reduced mortality rates in ICU
patients (29).

Gonzalo and colleagues (30), in their
interviews with internal medicine faculty
about medical rounds, identified strategies
such as preparation and role assignment
that could potentially apply to the ICU.
However, it is worth noting that ICU
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teams may include a wider range of
healthcare professionals, including
intensivists, nurses, pharmacists,
respiratory therapists, and other specialists.
Given the severity of patients’ conditions
and the need for ongoing monitoring,
ICU rounds may be more frequent and
longer. Teaching in the ICU might
require a more focused approach to
critical care skills and procedures, which
could affect the selection of teaching
topics during rounds.

A study on interprofessional work in ICUs
identifies various forms of interaction,
including collaboration, coordination, and
networking (31). These interactions are
crucial for patient care, but they
significantly differ from the idealized
concept of a team functioning as a single
entity. Collaboration involves
communication between professionals
about specific problems. Coordination
entails working concurrently on shared
tasks and convening to review and discuss
the work. Networking occurs through
meetings (virtual or in person), as required
on the basis of specific skills or knowledge.
The study also emphasizes hierarchical
structures and the dominance of medicine
in ICUs, which influence interprofessional
interactions. Doctors often make the
primary decisions, whereas other health
professionals frequently serve as
information collectors during rounds.

This dynamic indicates a need for more
formalized structures for communication
and collaboration among health
professionals to overcome the barriers
created by hierarchy and medical
dominance. Our proposed round structure
could surmount these challenges by
establishing nonhierarchical roles and
efficient communication during the ICU
workflow.

Interprofessional education offers
several crucial advantages. First, it
underscores the need to develop a deeper
understanding of other team members’
viewpoints and to agree on shared models
for implementing specific practices.
This is seen as beneficial in promoting
understanding and collaboration among
various healthcare professionals. A further
advantage is the ability to coordinate a
wide range of expertise in quality
improvement projects, where diverse
professionals collaborate to address issues.
This demonstrates how interprofessional
education can act as a driving force for
enhancing the use of evidence in health
care (32). During the pandemic, the ICUs
were characterized by a great appreciation
for the commitment, cooperation, and
willingness of everyone involved in the
work of the coronavirus disease
(COVID-19) ICUs. A climate of trust,
camaraderie, and solidarity was observed,
with a focus on mutual support and
receptive learning on the job. This
collaborative atmosphere was crucial in
compensating for other shortcomings and
was considered essential for maintaining
the quality of patient care through
interprofessional collaboration (33).

In learning communities, the theory
recognizes students as individuals who
transition from legitimate peripheral
participation to full group membership
(11). In the context of the medical round,
students become active participants within
the “community” after mastering the
topics discussed (34). This structured
approach helps us overcome previously
identified limitations and meet training
objectives for professionals, allowing them
to actively participate in a significant
number of activities. This provides access
to enriching experiences that strengthen
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their knowledge and skills in a supervised
environment.

From our perspective, this approach
promotes interdisciplinarity by bringing
together professionals and students from
various medical fields. It offers a practical
solution for teaching medical rounds and
provides tools for untrained educators,
making their practice easier and balancing
role and task assignments.

This method creates opportunities for
guided reflection and enhances the clinical
teacher’s ability to identify participant
expectations and the required knowledge
levels. It promotes inclusivity and

legitimizes participation in medical
rounds, ensuring that the questions asked
align with the participants’ training level.
Additionally, it encourages students to
explore their clinical reasoning processes
in a safe environment (35), fostering the
constructive feedback that is crucial for
developing critical thinking skills.

We firmly believe in the need to reinforce
learning communities within ICUs
through strategies that deliver effective
and relevant learning across all
professional levels.

Author disclosures are available with the
text of this article at www.atsjournals.org.
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