
Lorem ipsum dolor sit amet, consectetuer

adipiscing elit, sed diam nonummy nibh

euismod tincidunt ut laoreet dolore 

magna aliquam erat volutpat. Ut wisi

enim ad minim veniam, quis nostrud

exerci tation ullamcorper suscipit lobortis

nisl ut aliquip ex ea commodo consequat. 

Duis autem vel eum iriure dolor in 

hendrerit in vulputate velit esse molestie

consequat, vel illum dolore eu feugiat

nulla facilisis at vero eros et accumsan et 

iusto odio dignissim qui blandit praesent

luptatum zzril delenit augue duis dolore te

feugait nulla facilisi.

Lorem ipsum dolor sit amet, cons 

ectetuer adipiscing elit, sed diam

nonummy nibh euismod tincidunt ut

laoreet dolore magna aliquam erat

volutpat. Ut wisi enim ad minim veniam, 

quis nostrud exerci tation ullamcorper

suscipit lobortis nisl ut aliquip ex ea

commodo consequat.
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Case Study Date :05/05/2026

To improve the quality and effectiveness of the bedside teaching sessions for 
resident doctors. 

PLAN 
Baseline (Cycle 1): 6 sessions delivered, none 
with documented clear learning objectives, 
duration variable and no assessment of 
learning; 11 feedback forms received.
Stakeholders: resident doctors & the teaching 
fellows of PRH agreed the changes.
Changes tested: (1) one or two learning 
objectives per session; (2) sessions 
standardised to ~20 minutes; (3) end-of-
session question — “one key learning point 
you will take away”.

DO 

Between May and July 
2026, six structured 
bedside teaching sessions 
were delivered; two each 
month.

Following Cycle 1, learner feedback highlighted three areas for improvement:
1- Bedside teaching sessions lacked clear learning objectives.
2- Session duration was inconsistent.
3- Learner understanding was not formally assessed.
Improving the quality of bedside teaching develops clinical reasoning and 
examination skills at the patient's side, supporting safer clinical decision-making and 
a better patient experience.

STUDY 
Improvements observed following Cycle 1

 Learning objectives consistently clear and focused   20-minute duration judged 
appropriate   all learners identified one key learning point   teaching concise and 
focused on the intended outcomes.
Compared with Cycle 1, no learners reported that sessions were too long or lacked clear 
objectives. Further enhancement suggested: handouts, more time for questions and 
protected teaching time (see ACT).

ACT 
Feedback from Cycle 2 identified 
three further improvements for 
the next PDSA cycle.
1. Handouts — a one-page 
summary for each bedside 
teaching topic to reinforce key 
learning points.
2. Questions — reserve the final 
5 minutes of each session for 
learner questions and discussion.
3. Protected time — work with 
the postgraduate education 
team and clinical supervisors to 
introduce designated bedside 
teaching time, reducing 
interruptions and improving 
attendance.
Decision: ADAPT — retain the 
standardised format and retest 
with these three changes in 
PDSA 3 (Aug–Oct 2026); adopt as 
ward standard if improvement is 
sustained. Lead: Dr R Hussain 
with the postgraduate education 
team.

0 0 0

100 100 100

0

50

100

Feb Mar Apr May Jun Jul

% of sessions meeting all three quality standards (Cycle 1: Feb-Apr, Cycle 2: May-Jul 
2026)


	Slide 1

