
594 MJA • Volume 183 Number 11/12 • 5/19 December 2005

MED ICAL  EDUCATION — RESEAR CH

attendee numbers.13 Other institutions are
actively providing feedback to presenters to
improve presentation, including computer-
ised audience-response systems.14,15 Sur-
veys of attendees to elicit topics and
specialties that accurately reflect partici-
pants’ needs have also been employed.16,17

Some Australian hospitals are using profes-
sional development for presenters, such as
occurs in “Teaching on the Run” training
modules, which were designed to help
improve the quality of teaching and supervi-
sion by clinicians.18

Despite suggestions that grand rounds
have been dying out, two recent reports
from the Mayo Clinic13,14 supported contin-
uation of grand rounds, although not of the
kind that appears to be common in Aus-
tralia. There has been criticism of meeting
styles that focus too much on esoteric diag-
noses.19

Although grand rounds are ostensibly for
education, they also have non-educational
benefits. Such benefits — including profes-
sional contact, a forum for general discus-
sion and an opportunity for exchange of
ideas — were considered valuable by our
respondents. Most respondents also
acknowledged a positive impact of grand
rounds on “hospital climate”.

Should grand rounds continue? This is a
question for clinicians within an institution
to decide. It may be appropriate for each
group of clinicians to carefully define the

aims of their meetings. We recognise that
grand rounds as currently run may be edu-
cationally flawed. However, our personal
observations suggest that presenters and
organisers are increasingly identifying
desired outcomes and employing different
formats and educational strategies to
improve the value of these sessions.

In answer to the original question about
whether grand rounds are diminishing or
dying out in Australia, to paraphrase Mark
Twain, “reports of their death have been
exaggerated”.
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“Bucket seat bursitis”

Allen E Gale
Physician (Allergy), Adelaide Aerobiology Laboratory, PO Box 401, 
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TO THE EDITOR: I have had increasing pain in my right hip
over recent years, which now appears to have been caused
by pressure from the lateral wing of the bucket seat in my
car. The use of the right leg for both the brake and
accelerator (my car is an automatic) explains why the pain is
unilateral. The discomfort, which became intolerable
recently when I was on holidays and driving an automatic
hire-car with stiff bucket seats, was relieved by sitting on a
roll of towelling!

The diagnosis was finally confirmed by ultrasound. The
report revealed that “a small amount of fluid was present in the
greater trochanteric bursa. Pain was accurately localised to the
bursa over the greater trochanter . . .”.

My wife has suggested an appropriate name for the condi-
tion — “bucket seat bursitis”. She has already discovered that

only three modern car manufacturers offer a flat seat as an
alternative to bucket seats. I have now had the offending
bucket seat wings removed at modest cost without disfiguring
the seats. I wonder how commonly this condition occurs and
why the old bench-type seats were replaced by bucket seats? ❏
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