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I n ancient Greece, a group of traveling “wise men,’’ known as sophists, lectured on a large
variety of subjects. Their presentations were spectacular and highly influential because they
spoke beautifully.1 Socrates, on the other hand, tried to develop the minds of young people
by asking a series of carefully conceived questions; he taught his students to think.1 Socrates

considered the sophists to be poor teachers, and they believed that he was a dangerous eccentric.
Socrates continued his efforts, which eventually led to his death. The debate continues. Which
method of teaching is the best? This article, which is admittedly biased, addresses this serious question.

THE PRINCIPAL GOAL OF AN
INSTITUTION OF HIGHER

LEARNING

Students go to an institution of higher
learning expecting to be taught. If the stu-
dents are fortunate, excellent true teach-
ers will gradually shift the responsibility
for learning back to them. Unfortu-
nately, however, the brains of many stu-
dents have already been programmed to
act as sponges that hold on to informa-
tion just long enough for the students to
make an A on an examination.

The students may or may not realize
that unless they use the material they
memorized, a few months or years later
they will remember very little about the
subject and will no longer pass the same
examination. Also, they may not know
how to use the residue of information that
they do remember in a thought process.
So, whatever information they remember
lies there—inert and helpless—waiting and
hoping to be used before it vanishes. An
excellent teaching institution stimulates
the curiosity of students and leads them
to ask themselves questions and to seek
the answers themselves. The best medi-
cal schools and teaching hospitals teach
their students how to think about medi-
cal problems, and the best students con-

tinue to do so after they leave the insti-
tution.

THE PAST

The Carnegie Foundation asked Abra-
ham Flexner to survey the performance
of American and Canadian medical
schools. He reported the results of his
findings in 1910.2 He concluded that the
proprietary schools should either close
their doors or become affiliated with uni-
versities. He believed that by doing the
latter, the universities would use stricter
requirements for the admission of stu-
dents to medical schools and that the
curriculum would be more carefully
designed. He obviously hoped that teach-
ing methods would improve too. He was
distressed that the students were forced
to listen to numerous lectures each day,
but were not permitted to see patients.
He also favored the addition of full-time
faculty members who could spend more
nonlecturing time with trainees. His
plans were implemented and medical
education was revolutionized.

THE PRESENT

There has not been a second Flexner-
type report on medical schools. How-
ever, there has been a recent survey of un-
dergraduate education in American
research universities. The Boyer report,

From the Division of Cardiology, Department of Medicine, Emory University School of
Medicine, Atlanta, Ga. The author has no relevant financial interest in this article.

SPECIAL ARTICLE

(REPRINTED) ARCH INTERN MED/ VOL 164, AUG 9/23, 2004 WWW.ARCHINTERNMED.COM
1605

©2004 American Medical Association. All rights reserved.



also funded by the Carnegie Foun-
dation, was published in 1998, af-
ter Boyer’s death in 1995.3 The mem-
bers of the Boyer Commission came
to the following conclusions regard-
ing the teaching of undergraduates
in American research universities:

Some of their instructors are likely to
be badly trained or even untrained
teaching assistants who are groping
their way toward a teaching tech-
nique; some others may be tenured
drones who deliver set lectures from
yellowed notes, making no effort to
engage the bored minds of the stu-
dents in front of them.3

The Boyer report also relates the re-
sults of poor teaching in research
universities:

Many students graduate having accumu-
lated whatever number of courses is re-
quired, but still lacking a coherent body
of knowledge or any inkling as to how one
sort of information might relate to oth-
ers. And all too often, they graduate with-
out knowing how to think logically, write
clearly, or speak coherently.3

Because most of the teachers in
medical schools and teaching hos-
pitals are the products of the under-
graduate education offered by re-
search universities, it is highly likely
that their style of teaching will be
similar to the experience they had
as undergraduates, ie, unless they re-
belled sufficiently along the way and
developed an effective teaching style
of their own. The leaders of educa-
tional institutions, such as medical
schools and teaching hospitals,
should determine if the educa-
tional goals discussed earlier in this
section are being achieved by their
students. Do their students learn
how to learn during the time they are
at the educational facility?

TRUE TEACHING

Gilbert Highet’s statements about
teaching are like a breath of fresh air,
although he wrote about it decades
ago.1 He wrote that teaching has 3
stages: “First, the teacher prepares
the subject. Then he communi-
cates it to his pupils, or those parts
of it that he has selected. Then he
makes sure they have learnt it.”

Hightet’s observations are on
target and eliminate the wandering
lecturers: the modern sophists who

come, speak, and leave. The mod-
ern sophist has no idea whether he
or she really communicates or
whether the members of the audi-
ence “learnt it.” In fact, guest soph-
ists commonly arrive—sell their
product—and leave without know-
ing what they have accomplished.
What the lecturers do is not true
teaching. They merely give the lis-
tener a polished source of informa-
tion. True teaching is more than sim-
ply announcing information at
lectures. Actually, even minilec-
tures between 1 teacher and 1 stu-
dent are often forgotten by the stu-
dent. The goal of a true teacher is to
stimulate students to think and talk
rather than to listen to the teacher
talk. The true teacher commonly
works with a small group of stu-
dents and guides them through the
thinking-learning process, which in-
cludes the following steps:

• The acquisition of informa-
tion from appropriate books, jour-
nal articles, the Internet, lectures,
and true teachers.

• The conscious designation
that the information is worth re-
membering.

• The decision to make an ef-
fort to link the information to some-
thing already stored in the brain and
to use the information frequently.
This action improves the student’s
memory.

• The rearrangement of the in-
formation into a new perception,
concept, or idea. This is known as
thinking.

• Repetition of the process
listed above until the student is flu-
ent in the subject being studied. This
is known as learning, which is many
steps beyond the acquisition of in-
formation.

Most important, the true
teacher knows his or her students
and is able to identify their strengths
and weaknesses. The true teacher
recognizes what a student knows
and spends little time discussing that
area of knowledge. The true teacher
also recognizes what the student
does not know, but should know,
and discusses the deficiency until the
student understands. The actions
and words of the true teacher indi-
cate that he or she cares about the
thinking skills of the students as well

as their futures, and the students
know it. Lecturers who appear and
disappear cannot achieve this rela-
tionship with students; therefore,
they, along with their messages, are
quickly forgotten.

LECTURES

A bad experience with lectures was
described by Hamilton Holt, who
was president of Rollins College in
Florida in 1931. According to Wil-
liam H. Honan,4 Holt shocked his as-
sociates when he said that he learned
“virtually nothing” at Yale or Co-
lumbia because the lectures were ex-
amples of probably the worst scheme
ever devised for imparting knowl-
edge. Holt belittled the usual lec-
ture by stating that it was “that mys-
terious process by means of which
the contents of the professor’s note-
books are transferred by means of
the fountain pen to the pages of the
students notebooks without pass-
ing through the minds of either.”4

From my vantage point as a
committed teacher of medical stu-
dents, house officers, and practic-
ing physicians, it is clear that the
sophists of ancient Greece have re-
turned in increasing numbers. They
come and they go, but their influ-
ence is virtually nil. Their lectures
may actually be harmful to some stu-
dents who wish to learn clinical
medicine, because the students may
be left with the notion that listen-
ing to lectures must be the best way
to learn. Here is what commonly
happens. The members of the audi-
ence arrive at the lecture hall, but
have no questions that they hope the
wise lecturer will answer. The lis-
tener’s attention fades in and out as
the polished talker discusses in great
detail the nuances of his or her fa-
vorite subject. Modern slides are
shown after 2 or 3 persons assist in
making the computer work. The
slides are beautiful, showing excel-
lent artwork with a large amount of
detail. The slide is moved along
quickly because as many as 50 slides
must be shown. These distractions
stimulate the creation of the follow-
ing formula: “The teaching value of
a slide is inversely proportional to
its cost.” Such complex slides are vis-
ible testimony that the lecturers do
not realize that effective speakers
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show few details, but talk about con-
cepts. The excellent lecturers, whose
numbers are few, discuss subjects
that are, for the most part, familiar
to the members of the audience.
They commonly talk about things
that the members of the audience ac-
tually do. Their language is under-
stood by the listeners. They simply
push the envelope a little farther.
They do not merely restate what can
be found in standard textbooks: they
synthesize and summarize informa-
tion that can be found in numerous
journals and remote sources, as well
as from their own body of work,
which often is not available to ev-
ery member of the audience. Even
so, it is the persona of the lecturer
that forces people to listen. Success-
ful lecturers convey to the mem-
bers of the audience their love and
enthusiasm for the subject, as well
as their desire to make their mes-
sage clear. The successful lecturer’s
aim is to stimulate the listeners to
look further into the matter and,
when possible, to convince them that
they must use the information that
has been dispensed.

I have always been impressed
by Rhodes scholars and wondered
about the type of pedagogy that was
used by Oxford teachers to accom-
plish their goal. Willie Morris,5 a su-
perb author, pointed out that the
teachers at Oxford believed that good
lecturers are rare. He wrote:

There was, of course, no compulsion to
attend lectures, many of which were as
exciting as television weather surveys;
indeed, according to one of her many bi-
ographers, Christopher Hobhouse, Ox-
ford has looked with some disdain upon
lectures as somewhat obsolete since the
invention of the printing press in the
mid-fifteenth century.

Although Sir William Osler was
a great lecturer, he rarely lectured
about clinical problems.6 His fa-
mous lectures dealt with the hu-
manitarian aspects of practicing
medicine and the behavior of doc-
tors. He championed the bedside
teaching of clinical medicine. He,
more than anyone else, believed that
teaching medicine was done best by
observing carefully and thinking
about patients with medical prob-
lems. However, he wrote his house
officers a letter from Freiburg, Ger-

many, in which he revealed his ex-
citement about an excellent lecture
given by a Dr Baumler.

The subject was diseases of the oesopha-
gus, and spontaneous rupture, perfora-
tion, and haemorrhage were discussed
in a most exhaustive manner. After-
ward, in his private room, Dr Baumler
raised the question of the value of such
teaching to the medical student and sug-
gested that the same might be got in a
shorter time from books. Possibly; and,
though I am strongly opposed to our
present system of over-lecturing, I could
not but feel that the men who had lis-
tened and taken notes had got their in-
formation in a much more interesting
and instructive manner than if they had
read the subjects in any text-book.6

So, even Osler admitted that there
was such a thing as a good lecture.
I agree, but also as I stated earlier,
good lecturers are rare. I have de-
termined that about 1 out of 25 lec-
tures can be classified as good. Ac-
cordingly, one must conclude that
most lectures are a waste of time, be-
cause lecturers often give the lis-
tener no more information than is
found in a single book or journal.
There are those who believe that the
lecturers who do only that will
gradually vanish. Such lecturers were
perhaps necessary as a source of in-
formation many years ago, when
books and journals were scarce and
the Internet had not been invented.
Today, as the educational responsi-
bility is passed from the teacher to
medical students and house offic-
ers, the true role of the teacher is to
determine whether the informa-
tion is used by them in a thought
process or in the direct care of pa-
tients.

CLINICAL TEACHINGS

Highet,1 the master teacher of teach-
ers pointed out that there were 3
types of teaching: the lecture
method, in which the teacher talks
to the student; the Socratic method,
in which the teacher asks the stu-
dent carefully thought out ques-
tions and the student talks; and the
third method, in which the teacher
gives the student a designated task,
and the student reports back to the
teacher. The teacher then decides if
the student understands what he or
she has read, seen, or heard.

A true teacher recognizes that
all individuals do not learn equally
well by reading. Accordingly, the
true teacher should engage poor
readers in a give-and-take interplay
to help them fill in the blank spots.
The true teacher also tries to teach
students not only how to read but
also how to understand what they
read. This process usually requires
teaching them not to turn the page
of a book or journal until they fully
understand what is written on the
page. Furthermore, students should
be encouraged to recast the words
into their own language. If they can-
not do that, they have a serious read-
ing problem.

Highet1 pointed out that good
teachers often use all 3 methods of
teaching. The best teachers, he be-
lieved, could analyze the students’
learning problems and determine
which method of teaching was
needed to solve them.

COMMENTS ABOUT
TEACHING HOSPITALS

All hospitals should be teaching hos-
pitals. Some of them will be associ-
ated with medical schools and offer
teaching programs for students and
house officers and senior staff mem-
bers. The majority of hospitals in the
United States have no students or
house officers, but they, too, should
offer teaching programs for the prac-
ticing physicians who are on the
staff. The teaching-learning con-
cepts expressed earlier in this ar-
ticle apply to the teaching pro-
grams that are offered by both types
of hospitals. Obviously, the teach-
ing programs in the hospitals in
which the members of the medical
staff are responsible for teaching
medical students and house offic-
ers will be different from those in the
hospitals in which there are no medi-
cal students or house officers.

The teaching sessions for medi-
cal students and house officers
should include encouragement in
self-teaching; morning reports;
teaching ward rounds; teaching con-
ferences that teach either problem
solving or clinical skills; medical
grand rounds during which pa-
tients are discussed; and lectures.7

Of these, self-teaching and teach-
ing ward rounds are the most valu-
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able. Teaching conferences that
teach either problem solving or clini-
cal skills and medical grand rounds,
during which a patient’s problems
are discussed, are next in impor-
tance. Lectures are occasionally use-
ful, but they are poor substitutes for
any of the other teaching sessions.
(For more details regarding the
implementation of these teaching
sessions, see references 7 and 8.)

The teaching program for prac-
ticing physicians in hospitals in
which there are no students or house
officers usually consists of lectures.
The physicians must prove that they
have attended a specified number of
lectures each year in order to re-
new their license to practice. Some
hospitals also offer teaching ses-
sions that are designed to improve
physicians’ skills in performing vari-
ous parts of the examination. Inno-
vative directors of medical educa-
tion, recognizing that lectures are of
limited value, try to create pro-
grams that require the actual use of
physicians’ brains, rather than stuff-
ing them with material that will soon
be forgotten.

The continuing education of
practicing physicians is an exciting
challenge. Continuing education
courses and lectures given at na-
tional meetings are rich sources of
information. The information
gleaned from such sources will be
most useful for the physicians who
actually learned how to learn dur-
ing medical school and house staff
training, because they will use the
information in a thought process and
will realize that they must use the in-
formation in their daily work when
they return home or it will be for-
gotten. Many creative directors of
medical education are undoubt-
edly trying to develop conferences
that teach rather than limit the peda-
gogy to lectures. They may orga-

nize problem-solving conferences
that are excellent substitutes for lec-
tures.

SUMMARY

Generally speaking, there are 3 meth-
ods of teaching clinical medicine: lec-
turing, Socratic-like questioning, and
assigning patients to students so that
the students’ work and understand-
ing can be checked by a true teacher.
Lecturing, though sometimes valu-
able, is not the best way to teach clini-
cal medicine. Those responsible for
the teaching of clinical medicine must
not, as Osler pointed out, overlec-
ture.6 Also, we clinical teachers must
remember that we have a definite ad-
vantage over the teachers of basic sci-
ences. We can link our teaching to the
patient in front of us. We can check
the skills of the house officers and
medical students. We can teach them
to ask themselves questions about the
patients assigned to them and urge
them to pursue the answers.

A true teacher must teach train-
ees how to continue their medical
education after they leave the insti-
tution. This process is carried out
through teaching methods other
than lecturing. The approach of the
teaching-attending on ward rounds
is perhaps the most effective method
of teaching clinical medicine, ie, if
he or she knows what to do and is a
true teacher. Teaching sessions dur-
ing which a patient’s problems are
discussed by 1 or 2 experts are also
important teaching techniques.
These sessions have replaced grand
rounds in many institutions.

Practicing physicians are ex-
posed to a plethora of new informa-
tion during postgraduate courses and
at national meetings. They, too,
should be skilled at using the infor-
mation in a thought process and
must, when appropriate, use that in-

formation in their day-to-day work
with patients.

When lectures dominate the
pedagogy of an educational institu-
tion, then the “teachers” there are
probably overlecturing and under-
teaching.

Accepted for publication November 21,
2003.

My views regarding teaching
medicine were tempered by several
great teachers of medicine. I have been
especially influenced by the wisdom of
Dr Eugene Stead, who was the first
full-time professor and chairman of the
Department of Medicine at Emory
University, Atlanta, Ga. Of course, nei-
ther Dr Stead nor others are respon-
sible for the statements I have made
herein; I alone am responsible for them.

Correspondence: J. Willis Hurst,
MD, MACP, Emory University School
of Medicine, 1462 Clifton Rd NE,
Suite 301, Atlanta, GA 30322 (jhurst
@emory.edu).
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