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John, a first year emergency medicine
(EM) resident, walks slowly back the
physician charting area in the emergency
department. He had just spent 5 minutes
attempting to gather a history and
perform a physical exam on Mrs.
Armstrong, a 73 year old lady with a
history of COPD who presented with
dyspnea. Except, it didn’t go as planned
and now he had to explain to his
attending why he couldn’t continue.
The attending physician, Dr. Brown, looks
up from his charting at John, “Back
already? That was fast!”
John explained, “Well, Mrs. Armstrong
wouldn’t let me continue the history and
physical when she found out I was only a
resident doctor. Everything was great
until she saw that my badge said ‘PGY-1
Emergency Medicine’” She got upset
and refused to answer any more
questions. When I asked her what was
wrong, she said told me that she wasn’t a
guinea pig and didn’t want student
doctors practicing on her because she’s
been through enough already. She told
me she only wanted to speak with a ‘real’
doctor.”

“Did you tell her that I would hear the
story and come meet her shortly? And
that all patients are reviewed and
examined by an attending physician?”
asked Dr. Brown. “In fact, I often tell my
patients that it’s more comprehensive to
do it this way than if I went in there
myself since the story gets told twice with
a resident and we spend time thinking
and discussing her symptoms, the
diagnosis, and the management plan”.
“I mentioned all of these things but she
said that she’s seen too many student
doctors in her day and now all she wants
is a real one” said John. “When she
started yelling at me to leave, I figured
that it was best to come get you”.
“Did you introduce yourself initially as a
resident?” asked Dr. Brown.
“No, I just said, I’m Dr. Callaghan and I
work with Dr. Brown, who you’ll be
meeting shortly”.

John continued, “I tried to explain to her
that I am a physician with an MD degree
and that this is a teaching hospital where
junior doctors work closely under the
supervision of attending physicians, but
she wouldn’t listen”.
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Questions for Discussion
1. How should medical students and residents state their level of training during their
introduction to a patient?
2. What approach should junior physicians or students take when speaking with a
patient who does not want to be seen or examined by a “doctor in training”?
3. What strategies can be used by medical students and residents to help the patient
better understand how a teaching hospital works?
4. How should an attending physician approach situations where the patient refuses to
see anyone except an attending physician?
1

Competencies
ACGME

CanMEDS

Professional Values (PROF1)

Professional

Interpersonal and Communication Skills (IPCS)

Communicator

Intended Objectives of Case
1. Discuss and identify learner-specific factors that might improve patient relations.
2. Describe an approach for students and residents to adopt when explaining their role in the healthcare of patients.
3. List specific things that should and should not be done when explaining, and discussing their involvement in
patient care.
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Expert Response
Involving Learners is a Social Contract
by Jennifer Tang MD, FRCPC, MA

For many patients and families, a visit to the ED is the scariest
day of their lives. It is understandable that they want to
receive the best care possible. Having a learner walk into the
room rather than the attending physician may make the
patient feel as if their concerns are not being taken seriously.
Television dramas like Scrubs, ER, and Gray’s Anatomy may
be the only exposure that the general public has had to
medical learners. While it may be entertaining, television
doesn’t always reflect the training and supervision that
learners receive in teaching hospitals.
Medical learners should be transparent about their level of
training when introducing themselves. They should wear
their identification badges visibly and reassure the patient
that their case will be reviewed with the supervising
physician. With so many terms in the learner hierarchy
(medical students, interns, residents, fellows...) saying that
you’re a resident may not mean anything to a patient. I
suggest that residents introduce themselves by saying, “Hi
Mrs. Armstrong, I’m Dr. Callaghan and I’m a resident doctor
training to be a specialist”.

Dealing with Rejection
Learners should not take it personally when a patient refuses
to have them involved in their care. In response, they should
remain calm and professional and not force the issue.
Defensiveness will likely escalate the situation and increase
the patient’s antipathy towards learners. It may be
reasonable for the learner to inquire about why the patient
prefers to be seen by the attending. However, if any hostility
is perceived, the learner should politely excuse themselves
and get their attending physician.

The Patient’s Perspective
There are many reasons why Mrs Armstrong may not want
learners involved in her care including fear, prior negative
experiences, or cultural considerations. Certain groups fear

the medical establishment because of historical situations
where respect for their personhood was superseded by their
role as teaching subjects. In 2010, a study by Wainberg et al.
[1] examined female patients’ expectations of
gynaecological operating room personnel. It found that only
19% of patients were aware that a medical student might do
a pelvic exam in the operating room while they were under
anesthesia. 72% felt that it would be important to obtain
consent for this procedure. This article ignited a debate
about informed consent and the role of learners [2]. An
earlier study by Hicks et al [3] detailed other unethical
behaviour that medical students witnessed or were
pressured to participate in. However, medical education has
come a long way since then and it is now widely accepted
that the involvement of trainees in patient care without
consent is unethical.
When I was a medical student one of my attendings told a
patient that they had “no choice” regarding the involvement
of learners because “this is a teaching hospital”. It is
important to emphasize that even in teaching hospitals
patients have the right to reasonable accommodations in
choosing their practitioner. However, the attending should
explain that teaching hospitals rely on learner involvement
and that some procedures and care will not be safe or
possible without them. Accommodations that adversely
affect the care of other patients should not be considered
reasonable.

Addressing the issue with the Patient
Attending physicians should communicate in a gentle and
empathetic manner with patients who have refused learner
involvement. Providing reassurance that they will be cared
for regardless of their preferences can be followed by an
exploration of the reasons why the patient refused. Clarifying
misconceptions and explaining graded responsibility may
ease their opposition. Many patients express misgivings at
being the “first” person a learner performs a procedure on,
not realizing that they have access to high fidelity simulators,
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Expert Response
animal/cadaver models, and/or standardized patients. When
I see a patient that requires a procedure that a learner would
benefit from performing, I ask the patient for their
permission without the learner in the room to minimize
feelings of coercion. Patients appreciate being and it is
important to thank those who allow learners for their
contribution to medical education.
Beyond the patients we see in the ED, education of the
public is important to ensure that patients understand the
role of learners in our medical system. This can occur in
many ways: media campaigns can explain residents’ roles,
television shows can use medical consultants to ensure the
accurate portrayal of medical trainees, and medical learners
can get involved in community outreach events. The more
the public interacts with accurate material about medical
learners the better understanding that they will have of their
roles.

References
1. Wainberg S, Wrigley H, Fair J, Ross S. Teaching pelvic
examinations under anaesthesia: what do women think? J
Obstet Gynaecol Can. 2010; 32(1): 49-53. PMID: 20370981
2. Picard, A. Time to end pelvic exams done without consent.
2010 January 28. The Globe and Mail. Accessed: October 14,
2015.
3. Hicks LK, Lin Y, Robertson DW, Robinson DL, Woodrow SI.
Understanding the clinical dilemmas that shape medical
students' ethical development: questionnaire survey and
focus group study. BMJ. 2001; 322(7288): 709-10. PMID:
11264209

Conclusion
Learner involvement in patient care is an important part of a
social contract. If learners do not gain adequate experience
during their training, it may negatively impact the care of their
future patients. At the same time, we must respect patient
autonomy and try to find a compromise between patient rights
and the greater good. Being involved with patient care is a
privilege, not a right.
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Expert Response
Balancing Patient and Trainee Expectations
by Benjamin Schnapp

MD,

Abra Fant

MD,

& Michael Gisondi

Balancing Patient and Trainee Expectations
This case wonderfully illustrates a simple conflict of expectations.
Physicians expect that patients who seek care at teaching
hospitals will agree to treatment by a team of providers,
including some providers-in-training. Patients expect the very
best care and, unfortunately, some believe that involvement by
trainees leads to suboptimal treatment [1]. Patients commonly
refuse care by students in the setting of sensitive exams or
procedures [2] and a small minority prefer not to have
inexperienced residents perform necessary procedures [3].
While we take for granted that patients at academic medical
centers understand the hierarchical roles that underpin medical
education, research has shown that this is not the case [4].

MD

The Ethics of the Matter
It is possible that Mrs. Armstrong does not fully understand the
roles of the providers who are caring for her. Consistent with the
bioethical principle of autonomy and the ethics code of the
American Medical Association [5], we must provide maximum
disclosure of provider roles and comply with patient preferences
to the greatest extent possible.
Patients should participate in medical education strictly because
of altruism and should not be tricked or forced to receive care
from providers they are uncomfortable with [6,7,8]. In cases like
this, we should attempt to transfer care to the preferred provider
or arrange reasonable accommodations to respect the patient’s
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Expert Response
preferences. However, there is no ethical obligation of physicians
to honor unreasonable patient requests; for example, a patient
cannot demand a male physician when only female physicians
are available.

communication with patients allows students to participate in
patient care ethically as both a provider and learner.

Improving the Encounter
Even if Mrs. Armstrong’s request is reasonable, there may be
options that allow the resident physician to participate in her care
without violating her autonomy. As the supervising physician, Dr.
Brown should directly address Mrs. Armstrong’s concerns. There
is likely an underlying reason for her request and, if Dr. Brown
can understand her motivations, they may be able to reach a
compromise. Dr. Brown should begin the encounter by clarifying
roles and reassuring the patient that the supervising physician is
in charge of all treatment decisions. With patients like Mrs.
Armstrong, an early appearance by the attending (possibly along
with the medical team) could provide reassurance that learners
will not delay or compromise care. This approach also serves to
emphasize the team-based nature of care at an academic centre
with each team member playing a valuable and unique role.
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Moving Forward
Given the confusion surrounding trainee roles and titles, John
should consider being more explicit with his introductions. He is
certainly within his rights to introduce himself as, “Dr. Callaghan”
– in fact, introducing himself as a “Doctor” is professional and
more likely to elicit a relationship of respect with the patient.
However, he should also provide a description of his role within
the medical team and an acknowledgement of the supervision
provided by his attending. Both John and Dr. Brown may benefit
from communications training that simulates difficult situations
like this one. One study showed that participation in a simulationbased program increased preceptor confidence in addressing
patients who refuse learners’ participation in their care [9].
Conclusion
The critical lesson for both John and Dr. Brown is that clear and
explicit communication is key to any successful patient
interaction. While John’s education is important, the priority for
every encounter is patient care. Open and honest
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Curated Community Commentary
By Brent Thoma MA, MD, FRCPC, MHPE(candidate)

Over the last week the ALiEM community has
had a solid discussion on the issues raised in this
case. The following commentary was curated
from the first 19 comments made on the original
blog post. Following a detailed review, I believe
the discussion can be summarized by outlining
five main themes.
1. Listen to the patient
The importance of listening to the patient was
reiterated time and time again. There are dozens
of reasons why a patient might not want to be
seem by a learner. Perhaps they have had bad
experiences in the past, they might have
misconceptions of the role of trainees in
medicine, they could feel like a ‘guinea pig,’ they
might have a rare or misunderstood condition,
or maybe they are just sick of telling their story
over and over again [1]. Regardless, we will not
be able to figure this out unless we listen to
them and working to understand why a patient
feels the way that they do should be our first
step in this situation.
2. Be honest
Several comments focused on the best way to
introduce oneself to patients. The consistency
between all of the examples was that they were
extremely honest about the level of training of
the learner and the role that they would play in
the patient’s care.
3. Clarify any misconceptions
This is the second point on the list for a very
important reason: patients might not have any
misconceptions. Assuming that they do before
hearing their rationale is likely to seem
paternalistic and worsen rather than improve the
relationship that the patient has with learners. In
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the event that listening to a patient does identify
misconceptions about the role that learners play
within the healthcare system as it often will [2], it
may be appropriate to tactfully address their
concerns. This strategy will not be appropriate in
many interactions and learners will need to
tread carefully to ensure that the conversation is
building rapport rather than becoming
acrimonious.
4. Remember that the patient is the
vulnerable one
Patients presenting to the emergency
department are frequently in a very vulnerable
position. The common adage that the patient
“shouldn’t have come to a teaching hospital if
they didn’t want to be seen by learners” may be
frequently untrue. The hospital that a patient
presents to is much more likely to be related to
proximity and/or the availability of the services
that they need than it is related to the presence
or absence of learners. This is especially true for
patients with emergent or rare illnesses.
5. And that it’s not about you
It can be tempting for learners feel
unappreciated when hearing that a patient does
not want to be seen by them after all of the
resources, energy, and time that they have put
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Curated Community Commentary (continued)
into learning to take care of patients in the best
way possible. As it is unlikely that they have ever
met you before, it is not personal from their
perspective so learners should not respond to it
like it is. It’s important to remember that, to a large
degree, the patient has the right to determine who
will take care of them and a good therapeutic
relationship must be built upon mutual respect.
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The Medical Education In Cases (MEdIC) series puts difficult
medical education cases under a microscope. We pose a
challenging hypothetical dilemma, moderate a discussion on
potential approaches, and recruit medical education experts
to provide their insights. The community comments are also
similarly curated into a document for reference.

The purpose of the MEdIC series is to create resources that
allow you to engage in “guerrilla” faculty development —
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enticing and engaging individuals who might not have time
to attend faculty development workshops to think about
challenging cases in medical education.
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