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Introduction

Health care providers face many challenges in the day to day pursuit of their careers, and
those who chose to teach health professions students face the further challenge of
efficiently and effectively providing teaching to these learners. No matter what type of
learneri resident, medical student, physician assistant or nurse practitioneri and no matter
what their level of skill or training, the challenge of integrating teaching into your day to day
routine remains. Fortunately tools and techniques have been developed to assist the
preceptor. A tested and valuable approach is the One-Minute Preceptor.

Initially introduced by Neher, Gordon, Meyer, & Stevens( 1 992 ) asStdphe AFi ve
OMi croskill sé Mod e the @né Mitlite Predeptoa dtratefyehascheen n g , 0
taught and tested across the and has been welcomed by busy preceptors nation (Irby

1997a, 1997b; STFM, 1993). The dissemination of this technique has been allowed and
encouraged, and we are pleased to be able to present it to you as part of our Preceptor
Development Program.

At the end of this module you will be able to:

1) List the Steps of the One-Minute Preceptor model of clinical teaching.

2) Explain how each step fosters effective and efficient teaching.

3) Demonstrate understanding of the One-Minute Preceptor on a sample learner
presentation.

4) Integrate the One-Minute Preceptor model into your clinical teaching.



MAKING THE MOST OF TEACHING TIME

Much of clinical teaching involves the learner interviewing and examining a patient and
then presenting the information to the preceptor. This strategy is common both in the office
and hospital setting. Studies have indicated that, on average, these interactions take
approximately 10 minutes and the time is divided into several different activities. (See
Figure 1.) Much of the time is taken up by the presentation of the patient by the learner.
Additional time is spent in questioning and clarifying the content of the presentation. As a
result only about one minute of time is actually spent in discussion and teaching.

The One-Minute Preceptor approach allows the preceptor to take full advantage of the
entire encounter in order to maximize the time available for teaching. The teaching
encounter will still take longer than a minute but the time spent is more efficiently used and
the teaching effectiveness is optimized.

FIGURE 1: HOW TIME IS SPENT IN TEACHING

Questioning

Discussion
One minute

Presentation
Six minutes

THE METHOD

The One-Minute Preceptor method consists of a number of skills that are employed in a
stepwise fashion at the end of t hEchktepasraner 6s
individual teaching technique or tool, but when combined they form one integrated strategy

for instruction in the health care setting.

Table 1: The One-Minute Preceptor Teaching Method

Get a Commitment

Probe for Supporting Evidence

Reinforce What Was Done Well

Give Guidance About Errors and Omissions

Teach a General Principle

o g ok~ WD E

Conclusion




AN EXAMPLE:

Let us look at a sample presentation in order to help illustrate the steps of the One-Minute
Preceptor model and their practical application.

You are working with student from a physician assistant program who is in your office for
the final six-week preceptorship before graduation. The student has just finished seeing a
patient and is presenting to you in your office while the patient waits in the exam room.

Student: Hi Ejust saw Mrs. Winkler. She is a 67-year-old woman who comes in today
with a complaint of fever, cough and shortness of breath. As you may know, she has
a 30-pack year smoking history and carries the diagnosis of mild COPD. She began
getting sick about two days ago with what she thought was a cold but by yesterday
she had more chest congestion and a temperature of 101 orally. She also noted that
she was more winded than usual in her usual activities at home. Yesterday her cough
was productive of whitish sputum but by this AM it had become yellow to tan with
streaks of blood. She noted chills this AM and her temp was 100.5 and she called to
come in. She has noted some increase in her wheezing but denies chest pain, except
when she coughs.

AShe is on Capoten and HCTZ for high blood
and has been using this about every two hours since last evening. She has no

allergies, got a flu shot this year and had the Pneumovax 2 years ago.

i On p h wheiix warking hard at breathing with wheezes heard without a
stethoscope. HEENT is basically normal but her lung exam reveals diffuse wheezes
expiratory wheezes and decreased breath sounds in the area of the right middle
lobe..." [Student pauses here waiting for your response]

Step One: Get A Commitment

At this point, there are many teaching techniques you could employ, but the One-Minute
Preceptor method suggest that you get a commitment from the learner 7 to get him or her
to verbally commit to an aspect of the case. The act of stating a commitment pushes the
learner to move beyond his or her level of comfort and makes the teaching encounter more
active and more personal. This can show respect for the learner and fosters an adult
learning style.

In this situation the learner stopped the presentation at the end of the physical exam. An
appropriate question from the preceptor might
pat i eThis Aagproach encourages the learner to further process the information
gathered. You obtain important i nformation on the
the learner is given a higher sense of involvement and responsibility in the care of the

patient. If the answer is correct, then there is the opportunity to reinforce a positive skill. If

the response is incorrect, an important teaching opportunity has occurred and the impact



of the teaching is likely to be greater since the learner has made the commitment.

Not all learners will stop at the same point in their presentation, but the preceptor can still
get a commitment. Additional examples include:

AWhat other diagnoses would you consider i
AWhat | aboratory tests do you think we sho
AHow do you think we should treat this pat
ADo tyliunk this patient needs to be hospital
ABased on the history you obtained, what p

By selecting an appropriate question, the preceptor can take a learner at any stage and
encourage him or her to stretch beyond the current comfort level and further develop his or
her skills.

Notice that questions used in getting a commitment do not simply gather further data about

the case. The goal i's to gain i nsi ghQuestioning by thehe | e
precept or f or specific data r eveinlost tthhee phriheacr enpetra
example above, the learner needs the opportunity to give you an assessment of the patient

based on the data collected.

Step Two: Probe for Supporting Evidence

Now that you have a commitment from the learner, it is important to explore what the basis

for his or her opinion was. The educational setting often rewards a lucky guess to the

same degree as a well-reasoned, logical answer. In the clinical setting, it is important to
determine that there is an adequate basis for the answer and to encourage an appropriate

reasoning process. By t he same token it is important tc
demonstrate the use of appropriate supporting evidence.

When the learner makes a commitment and looks to you for confirmation, you should

resist the urge to pass immediate judgment on his or her response. Instead, ask a question

that seeks to understand the rationale fort he | ear ner 6s answer . The
depend on how the learner has responded to your request for a commitment:

AWhat factors in the history and physical su
AWhy would you choose that particular medi ca
AWhy do you feel this patient should be hosp
AWhyyda feel it i s Iimportant to do that part

There are significant benefits from using this step at this time. You are able to immediately
gauge the strength of the evidence upon which the commitment was made. In addition,
any faulty inferences or conclusions are apparent and can be corrected later. This step
allows the preceptor to closely observe the vital skill of clinical reasoning and to assist the
learner in improving and perfecting that skill. Our learner in the role-play will get a further
chance to demonstrate the ability to integrate and use clinical data.



Step 3: Reinforce What Was Done Well

In order to improve, the learner must know what he or she did well. The simple statement
AThat was a g oo dotsguffidesteThd leatner 3 nod sure & the presentation

was Agoodo because it included current medica
Comments should include specific behaviors that demonstrated knowledge skills or

attitudes valued by the preceptor.

Examples:
AYour diagnosis of Oprobabl e pneumoni abd w:
physica. You <c¢l early integrated the patientos

making that assessment. 0

AYour present ati on Yowhas thevahieflcomplaing fallowed leyd .
detailed history of present illness. You included appropriate additional medical
hi story and medications and finished with

With a few sentences you have reinforced positive behaviors and skills and increased the
likelihood that they will be incorporated into further clinical encounters.

Step 4: Give Guidance About Errors And Omissions

Just as it is important for the learner to hear what he or she did well, it is important to be

told what areas need improvement. Just as reinforcing positive behaviors helps foster
continued growth, identifying areas of relative weakness helps improve performance. In
framing comments it is helpful to abBxumassionsextr e
suchas fAnot besto or Ait i s prefer judghéntwhiey car
getting the point across. Comments should also be as specific as possible to the situation,
identifying specific behaviors that could be improved in the future.

Examples:
Al n your presentation, you mentioned a temj
tell me the vitals signs when you began your physical exam. Following
standard patterns in your presentations and note will help avoid omissions
and will improve your communicat i on of medi cal i nformati on.

Al agree that at some point compl ete puln
helpful, but right now the patient is acutely ill and the results may not reflect
her baseline, and the testing may be very difficult for her. We could glean
some iIimportant information with just a peak

The comments are specific to the situation and also include guidance on alternative
actions or behaviors to guide further efforts. In a few sentences an opportunity for behavior
change has been identified and an alternative strategy given.

It is important to reflect here that a balance between positive and constructive criticism is
important. Some preceptors may focus on the positive, shying away from what may be



seen as criticism of the learner. Others may focus nearly exclusively on areas for
improvement without reinforcing what is already being done well. As with many things in
life, balance and variety are preferable. (For more information about giving feedback, see
thePDPmonograph on fAiFeedbacko.)

Step Five: Teach a General Principle

One of the key but challenging tasks for the learner is to take information and data gained
from an individual learning situation and to accurately and correctly generalize it to other
situations. There may be a tendency to over generalizei to conclude that all patients in a
similar clinical situation may behave in the same way or require the exact same treatment.
On the other hand, the learner may be unable to identify an important general principle that
can be applied effectively in the future. Brief teaching specifically focused to the encounter
can be very effective. Even if you do not have a specific medical fact to share, information
on strategies for searching for additional information or facilitating admission to the hospital
can be very useful to the learner.

Examples:

ASmokers are mor esmokerskie beyinfettdd avith gram-negative

organisms. This is one situation where you may need to broaden your antibiotic

coveragetobesure to cover these more resist
-OR -

ADeci ding whether someone needs to be

challenging For t unately there are some crite
-OR -

Al n | ooki ng f wevhatantibidticsrtonchobse tma disease, | have found

it more useful to use an up-to-date handbook than a textbook which may be several

years out of date. o

Because of time limitations it is not practical to do a major teaching session at that
moment, but a statement or two outlining a relevant and practical teaching point can have
a significant impact on the learner.

Step Six: Conclusion

Time management is a critical function in clinical teaching. This final step serves the very
important function of ending the teaching interaction and defining what the role of the
learner will be in the next events. It is sometimes easy for a teaching encounter to last
much longer than anticipated with negative effects on the remainder of the patient care
schedule. The preceptor must be aware of time and cannot rely on the learner to limit or
cut off the interaction.

The roles of the learner and preceptor after the teaching encounter may need definition. In
some cases you may wish to be the observer while the learner performs the physical or
reviews the treatment plan with the patient. In another instance you may wish to go in and
confirm physical findings and then review the case with the patient yourself. Explaining to

ant |

r

tre:
i a t



the learner what the next steps will be and what his or her role is will facilitate the care of
the patient and the functioning of the learner.

Example:
A OK, now weol | go back in the room and 120
patient. Af t er t hat, |l 6d |l i ke you t @usaex)Japdat he n
CBC.When wedOve gotten alll those results, | e
deci sion about the need for hospitalizatio

The teaching encounter is smoothly concluded and the roles and expectations for each
person are made clear in a way that will facilitate further learning and optimal patient care.

SUMMARY

You have learned and seen examples of the six steps in The One-Minute Preceptor
teaching model. Although it is useful to divide something into discrete steps, it is hard to
remember several items in order, especially when you are first using them. To help you
with this challenge you will note that the back cover of the book may be cut into a pocket
size card to carry with you so you can remember the steps.

The One-Minute Preceptor is a useful array of proven teaching skills combined to produce
a method that is very functional in the clinical setting. It provides the preceptor with a
system to provide efficient and effective teaching to the learner around the single patient
encounter. It is not intended that this technique should replace existing teaching skills and
techniques that already work well for the preceptor or to avoid the need to learn further
techniques. It is one approach that can help you in the very challenging work that you do.

Table 1: The One-Minute Preceptor
Method

1) Get a Commitment

2) Probe for Supporting Evidence

3) Reinforce What Was Done Well

4) Give Guidance About Errors and Omissions
5) Teach a General Principle

6) Conclusion




REFERENCES

Irby, D. (1997, February). The One-Minute Preceptor. Presented at the annual Society of
Teachers of Family Medicine Predoctoral meeting, Orlando, FL.

Irby, D. (1997, June). The One-Minute Preceptor: Microskills for Clinical Teaching.

Presented at teleconference from East Carolina Univ. School of Medicine, Greenville, NC.

Neher, J. O., Gordon, K. C., Meyer, B., & Stevens, N. (1992). A five-step "microskills"
model of clinical teaching. Journal of the American Board of Family Practice, 5, 419-424.

STFM. (1993, February). The One-Minute Preceptor. Presented at the annual Society for
the Teachers of Family Medicine Predoctoral meeting, New Orleans, LA.

RELEVANT PRECEPTOR DEVELOPMENT PROGRAM TOPICS

Feedback
Setting Expectations
Integrating the Learner into the Busy Practice

Teaching Styles / Learning Styles

10



A Preceptor Development Program

The One Minute Preceptor THUMB NAI L O
PDP

This is a stepwise strategy, which efficiently incorporates a series of proven educational techniques. The
procesdegins after the learner has seen a patient and has presented the case to the oréoeptor.
examples, a patient with a sore throat has been presented to you.

STEP ONE: Get a Commitment
Why: Learner becomes more active in teaching encounter.
Allows you to assess how learner has processed information presented.

Exampl es: AWhat is your working diagnosis for
AiWhat other diagnoses would you consider in
Aiwhat | aboratory tests do you think we shoul

STEP TWO: Probefor Supporting Evidence
Why: Uncovers learners reasoning process for arriving at conclusion.
Exampl es: AwWhat factors in the history and phy
AWhy would you choose that particular medica

STEP THREE: Reinforce What Was Done Wdll
Why: Behavior specific positive feedback will promote and encourage desirable
clinical behaviors.

Examples:i Your physi cal exam was complete: you covV
areas including nodes and an abdominal exam for hepatosplenonzef) y . 0
Al 1 i ked vy oiuYioutabkintd aecownttitep atl i age,tredest
exposures and symptoms in deciding which diag

STEP FOUR: Give Guidance About Errorsor Omissions

Why: Behavior specific constructivieedback discourages incorrect behaviors
and corrects misconceptions.

Exampl es: AYour ear exam appeared to be uncomf
review some useful tricks at the end of the day that give you better control
oftheotoso pe . 0
AAl 't hough trimethoprim/sulfa wild.l kil |l strep
the body, it does not cover strep throat.

STEP FIVE: Teach a General Principle
Why: Helps learner to effectively generalize knowledge gained from this specific
case to other clinical situations.
Exampl es: A Remember t15h% of peopgteavhoeare aarriers about 10
of strep and could |l ead to false positive str
i Al t hsultag@ribiotics can kill strep in the test tube and in other parts
of the body, they do not effectively treat st

STEP SIX: Conclusion
Why: Helps control time and sets clear agenda and roles for remainder of encounter.

Examplei OK, now weo6ll go back in the room |16l sh
swabWhen we have the results | et me know and |
treatment plan with the family. o

Source Neher, J. O., Gordon, K. C., Meyer, B., & Stevens, N. (1992e-step "microskills" model of
clinical teachingJournal of the American Board of Family Practise419424.
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Introduction

For the community preceptor, teaching is not a full-time job. When there are long periods
of time between precepted rotations, it can take a few days to get back into the routine of
teaching. Yet those first days of a rotation are critical for helping a learner adapt to a new
practice environment and a new preceptor.

Developing a system for orienting and clarifying expectations with a learner can help each

rotation get off to a good start. While the first day of a rotation (usually Monday) is almost

always hectic, taking the time to orient the learner on that first day saves the preceptor

time and energy the rest of the rotation by preventing learner mistakes and unintended
transgressions of office norms. A systematic orientation also helps a preceptor tailor the
rotation to different Ahdetaprovides & ffamgwark fori giving a r n
learners feedback and evaluating them.

In this monograph, we will explore the four steps of setting expectations: 1) orienting

|l earners to the | ogistics of the practice and
performance, 3) selecting mutually-agreeable rotation objectives, and 4) providing

feedback about whether they are meeting the set expectations. We will present several

tools that preceptors can immediately use with learners, including: a checklist of orientation

topics and expectations to discuss with learners, a timeline of activities, and tools to gather

and share information about a | earnerds backg

This monograph is geared to experienced and new preceptors alike. By the end you will be
able to:

5) Go through the process of setting expectations with a learner.

6) Share specific tasks in this process with others in your office.
7) ldentify your own expectations of a learner on a given rotation.
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AN EXAMPLE

Throughout this monograph we will demonstrate the different steps of setting expectations
with an example learner.

It is Tuesday evening and you are catching up on paperwork. On your calendar you
see that you have a third-year medical student coming Monday for a four-week
rotation, Lisa Jones.

Several months ago, the arrival of your last student coincided with a particularly busy
morning at the hospital. You were delayed getting into the office and the student
spent an hour reading magazines in the waiting room. You were pleased with his
clinical skills, but as you filled out his evaluation form at the end of the rotation, you
realized you had not observed him in some of the categories listed on the form. When
you asked for his feedback about the rotation, you were surprised to hear he had
wanted learn more about managing chronic back pain; this request would have been
easy to meet had you known his interest.

You want to prevent some of these surprises with the upcoming rotation. What will
help assure that it gets off to a good start?

Orientation

Before learners can focus on learning objectives and developing clinical skills, they need to
know their way around your office. Where can they leave their belongings? How do they
use the phone? A systematic orientation helps learners promptly answer these initial
guestions so that they can focus on the main purpose of the rotation.

In the orientation, a learner needs to learn about the practice, the community served by the

practice, and the rotation. At the same time, a preceptor needs to determine thelear ner 0 s
past experience and current skill level (Table 1).

Introduction to Practice

Learners need a tour of the practice that includes instructions for basic office systems,
resources available for the learner, introductions to the staff they will be working with, and
some characteristics of the practice and the population it serves.

Introduction to Community

Orienting learners to the community served by the practice and resources in the
community can help them better understand trends in the patient population and the

context of individual Fopexample, yaurdedrnen reight be likelydoo n c e r
see many repetitive-motion injuries because of the chicken-processing plant down the
road.| f the cl osest batt er e dsaway,rhe or 8he might lavettoe r 1 s
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learn about alternative resources for patients experiencing domestic violence.

It is also

helpful to tell the learner where the nearest grocery store, ATM or bank, and Laundromat
are, and explain the most direct routes from learner housing to the practice and to the

hospital.

Table 1

Orientation Topics
Introduction to Practice
Learner work space, reference materials
Dress code: name tag? lab coat? how formal?
Hours & days patient care is provided at practice
Parking, phone system, and mail
Staff introductions and roles
Unique learning opportunities (clinical activities, patient
population, provider interests)

Introduction to Community
Community characteristics, community resources
Where to buy groceries, do laundry, etc.

Overview of Rotation

How rotation fits into |l earnero6s c

Introduction to Learner
Rotations completed
Experience and skills mastered
Areas needing work

q

Overview of Rotation

Addressing the objectives of this rotatd
goals is similarly important. It may not be obvious to a learner how an internal medicine
rotation is relevant given her intended specialty of child psychiatry. Helping learners find

relevance can enhance their enthusiasm for the rotation and their motivation.

Introduction to Learner

While learners are adapting to the practice, the preceptor is getting to know the learners. A
one-page form can help learners outline their background, identify the rotations they have
completed, and describe their interests 1 in general, clinically speaking, and specific to the
rotation (DaRosa, Dunnington, Stearns, Ferenchick, Bowen, & Simpson, 1997; Society of
Teachers of Family Medicine, 1992). Figure 1 shows such a form that has been completed
by Lisa Jones, the third-year student mentioned in the example above. A blank form is

provided in Appendix A.

17
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Figure 1

Learner Background

Learner Lisa Jones Age 26 Preceptor Mike Smith
Course Internal Medicine clerkship Dates of Rotation February 17126

Personal information (anything that will help the preceptor get to know you a bit):

| have an MPH in Maternal and Child Health and worked for a year doing WIC education at
a health department in Washington state before starting med school. My grandparents live
in this county (I 6m staying with them) an
years.

Medical interests:

Aspects of medicine you like the most, and why:

| like interacting with patients and being able to address their needs. | also like the
challenge of developing a good differential diagnosis.

Aspects of medicine you like the least, and why:
| 6m daunted by t he bl sannoaalyge intd givate practice d i ¢
anymore with managed care and all the different insurance companies & HMOs?

Career interests at this point:
| 6m thinking about pediatrics.

Clinical background:
Rotations completed:

(] Family Medicine [ Medicine [ OB-GYN [J Pediatrics
[JPsychiatry [ Surgery [1 Other:

Ot her types of clinical/ ambulatory <care
| was with a family physician for the 2-week rotation during our first year.

Special Requests:

Indicate any special topics, skills, or problems you hope to address during this rotation,

and describe how your special interests might be addressed:

| want to get better at f o coonexpedende withproceduress

like suturing and givings h ot s . I 6m al so interested in
homeless shelterintowni | 6d be interested in spending
arranged.

Indicate any special areas on which you would like to receive direct feedback during this
rotation:
History-taking, differential diagnosis, how to be more efficient in presenting cases.

The | earnerodés skills, attitudes, and | evel of
days of the rotation by observing the learner working with a patient directly (either in

person, or less intrusively, through video monitoring). Lear ner s6 case prese
provide some of this information in their omissions or additions of extraneous information.
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Orienting Efficiently

One strategy for efficiently covering these various topics is to enlist the aid of your staff in
orienting learners. Who in your office might best give a tour of the facility, introduce staff
and their various roles, and show the learner how to use the phone? Do you have patients
that might enjoy showing a learner around the community? The more these orientation
responsibilities are shared, the less work for you and the more aware and invested your

of fice staff and community members are in the
Introducing the learner to the practice can start before the learner arrives. Some
preceptors choose to send in advance a fisite
name, address, and phone number of the pract i c e ; providerso name
describing the mission, patients served, and procedures done at the practice; directions to
the practice; and instructions regarding who to report to on the first day of the rotation and
at what time.
Example
Tuesday evening you putupanotetostaffon t he ki tchen refrigera
name, school, and rotation dates. Wednesday morning you ask your office manager
t o orient Lisa on t he first mor ning of t
backgroundo form ( Fi gurWhenlthe stident arrlvesata8:3@ o c o

Monday morning, the office manager gives her a tour and introduces her to staff. She
gives Lisa a patient brochure that lists your office hours and clinical services and a
copy of an article that the local paper did on your practice a few years ago. Lisa then

completes the flearner backgroundo for m.

Once Lisa fills out the form, the office manager brings her back to your office. You
introduce yourself and explain the plan for the rest of the day: she will shadow you
this morning, and then see patients and present to you this afternoon. After you finish
seeing patients this evening, probably about 6:00, you two will sit down and talk about
your expectations and objectives for the rotation.

Clarifying Expectations

Once the learner knows the way around the practice and you have developed a sense of
his or her level, it is time to clarify expectations of learner performance. While many
components of the learner orientation can be delegated to other staff in the office, it is
important that the learner discuss expectations directly with the primary preceptor. You are
responsible for guiding his or her clinical education and for completing the evaluation.

You may want to discuss these expectations with the learner at lunch or in the evening of
the first day of the rotation. To make sure that you have adequate time to talk with the
learner (45 minutes to an hour), you can have this meeting put on your schedule a few
weeks in advance.
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There are three parties whose expectationsarer el evant f or your | earne
of the school or residency, the learner, and you (Table 2).

The clearer you can be in discussing expectations of learners, the more likely they are to

meet them -- and the easier it is to hold them accountable if they fall short of the

expectations.

The School or Residency

The school or residencybds expectations are | a
which the course director usually sends preceptors before the rotation starts. The course

curriculum will likely tell you what knowledge and skills the learner is expected to develop,

and whether the learner is expected to conduct community outreach or a research project

in addition to the clinical work. Some curriculum objectives are more specific than others

and you may want to seek clarification with the course director.

Table 2

Clarifying Expectations

School or Residency Expectations
Course objectives
Evaluation criteria

Learner Objectives
Specific knowledge, skills, attitudes sought
Grade expectations

Preceptor Expectations

Daily routine: hours, call

Office policies: dictation, which patients seen

Values: interaction with patients, staff

Preceptor and learner interaction: how to present cases

If a problem arises: absentee policy, emergency contact

Rotation objectives basedopportunifles act i c

Sometimes there are more curriculum objectives than are feasible to accomplish in one

rotation; in these cases, it may be useful to select four or five objectives that are

particularly appropriate to your practice. While the curriculum objectives outline the content

of the rotation, the evalwuation form clarifie
performance. Is the learner expected to show mastery in a particular skill or merely be

introduced to it? This information guides your daily choices about which patients the

learner should see and what level of autonomy to give him or her.

Al so be familiar with the schtorcdOnsdometgprspoe ct at i o
rotations, preceptors assign the | earnersdé gr
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grade based on preceptorsd comment sAreeyoud c o mp |

expected to assign a grade?

The Learner

It helps you to know what knowledge, skills, or attitudes the learner wants to develop or
further hone during this rotation. To the extent that learners take an active part in defining

their | earning objectives, they may betomore |

their needs and be more motivated. At the same time if the learner has an unrealistic
expectation for the rotation, such as performing advanced procedures on his or her first
rotation, now is the time to recognize it and help the learner identify more realistic
objectives.

Another motivating factor for learners is the rotation grade. What kind of grade is your
learner trying for? You can clarify what performance level you expect for an honors grade
versus a high pass or for the various categories listed on the evaluation form.

Your Expectations

You have many expectations about how learners will act. Spend some time thinking about
the unigue learning opportunities available at your practice and what your expectations are
of the learner. Below are some guidelines for topics to cover.

Learners need to know when they are expected in the office, whether they will have
evening and weekend call, and what sorts of activities are expected beyond seeing
patients in the practice. Let learners know if they are expected to round with you at the
hospital before going to the practice each morning, and who they should spend time with
on your days off or when you are out of the office. They also need to know how much
responsibility they will have in seeing patients. Furthermore, learners need instruction on
your office policies, such as whether they should dictate chart notes or write them, and
how long they are expected to spend with each patient.

Perhaps less readily identified are the expectations you have regarding the values and
attitudes a learner will demonstrate. For example, you might tell a learner that is it

i mportant to you that he or she addresses
clinical needs. Or you might tell learners they are expected to try to get to know the

patients beyond their clinical problems. In what ways do you expect learners to show
patients and staff respect?

Included in this discussion should be your expectations of the preceptor/ learner
interaction. When presenting cases, you may prefer that learners go through all of the
history and physical exam findings, or that they skip negative findings (depending on their
skill level). Explain when you plan to give learners feedback about their performance:
during case presentations, at the end of the day, and/or in weekly reviews. Describe your
mid-term evaluation process.

21
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During this discussion you can describe your precepting style and ask about their learning

style. Do you tend to engage in respectful pimping or prefer to give assignments for

learners to report the next day? Do they learn best by watching first or doing, by being

quizzed or researching? By discussing your styles, you can help map out strategies for
communicating more effectively throughout the rotaton(s ee monogr aph on fATe
Styles and Learning Styleso).

Go over with the learner what he or she should do if a problem arises. Review the school
or residencyodos absentee policy and identify t
The learner may also want to know how to reach you in an emergency.

Finally, you might discuss with the learner any particular expectations that are unique to

you as a preceptor because of your experience, interests, or community setting i clinical

or otherwise i thatgobeyond t he school or Foexanple gy 6s e x|
treat a lot of patients with chronic back pain, you could decide that all learners at your

practice will learn about chronic back pain management. Or perhaps you handle a lot of

wor keornspbe ncsati on cases and could share your kn
You may be active in the local medical society or heavily involved in a hospital merger; you

could bring learners to these meetings. If your practice emphasizes quality assurance, you

could require each learner to conduct a chart audit and report the results at a provider

meeting. These expectations, along with the initial orientation topics, are outlined as a

checklist in Appendix B.

Rotation Objectives

Once you have discussed your various expectations with the learner, it is time to set

specific rotation objectives. This step may occur immediately after discussing expectations

on the first day of the rotation. Or you may opt to wait one or two days to get a better
sense of theleasner 6s skill s and so that the |l earner
objectives. In either case, it is important that time be set aside to determine the rotation
objectives with the learner, just as you took time to clarify expectations together.

The rotation objectives should be limited in number (more than 5-7 will be hard to
accomplish), should reflect the expectations of the school, learner and you, and should be
mutually agreeable to you and the learner. They can include clinical knowledge, skills, and
attitudes that the learner is expected to develop, and should include specific strategies for
meeting each objective. Writing these objectives down can help you and the learner keep
track of them (Society of Teachers of Family Medicine, 1992). Some preceptors prefer a
less formal verbal agreement on the objectives. Figure 2 shows medical student Lisa
Jones 0 o Aplenkformiserevided in Appendix C.

When you have identified clinical objectives for the rotation, it is helpful to share them with

other staff (Figure 3 and Appendix D). If receptionists, nurses, and your partners know

what the | earnerds interests are, they can in
particular chief complaint are on the dayds s
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Figure 2

Rotation Objectives
Learner Lisa Jones Preceptor Mike Smith
Course Internal Medicine clerkship Dates of Rotation February 1-26
Together we have identified the following specific objectives for this rotation:

x improve efficiency in collecting history and physical findings -- in outpatient care you
don6t have as much time to collect a h

x for acute visits: in history-taking, exam, and case presentation, focus on the
patientdés chief compl aint

x differential diagnoses: thinkofand pr esent the worst <cas
in trouble if we missed something; common diagnoses presenting common
symptoms, and common diagnoses presenting uncommon symptoms

x when presenting cases: commit to an assessmentandplani don 6t | ust
history and exam and wait for preceptor guidance

x practice giving shots, suturing, and drawing blood

x spend a morning or afternoon with the office manager talking about practice
finances and insurance billidoff)fg (do t hi

Example

In your first day with Lisa, you notice that she spends a long time in the room with each
patient, even when the chief complaints are relatively straight-forward. She also tends to
ramble as she presents cases and needs some work on her differential diagnoses. These
were rotation objectives she mentioned on
sense given her stage of clinical training. An area of weakness that she has not mentioned
but that you want her to work on, is presenting an assessment and plan after she presents
a patient 6s subj ¥auwanvteenmurage herlig be mdrei proactive in
resolving cases and not wait for your assessment.

Together, you develop six rotation objectives (Figure 2) that draw on your observations
and on her priorities, as outlined on the
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Figure 3

Learner Request for Clinical Experience

Learner Lisa Jones Preceptor Mike Smith

Course Internal Medicine clerkship

Dates of Rotation February 1-26

To: Receptionists, Nursing Staff, Providers

This learner would like to have more exposure and hands-on experience
in the following areas during this rotation. Please make a special effort to
involve the learner in these activities:

1. shotsi please call in Lisa for all flu shots

2. drawing blood

3. suturing

FOLLOW THROUGH: FEEDBACK ABOUT MEETING EXPECTATIONS

By clarifying expectations and developing mutually agreeable rotation objectives, you have
created a Airoad mapo for the | earnerds educat
Over the course of the rotation, you will need to refer back to this map to make sure you

are still on track. Setting expectations accomplishes little if it is not combined with feedback

to the learner about whether he or she is meeting those expectations (see module on

AGi ving Feedbacko) .

Is the learner being exposed to the clinical experiences needed on this rotation? It may be
necessary to remind staff about incorporating the learner for specific clinical cases.

Is the learner meeting your expectations? Refer to the expectations and rotation objectives
as you give feedback to the learner both in response to case presentations and as you
debrief at the end of the day. If the learner is not meeting your expectations, you need to
let him or her know early on, so that there is ample time to modify behavior before your
evaluation is completed.

Some preceptors c¢hoesoe atta ocno redviedinutaaxdarbmmind a 30
which they fill out the evaluation f andn based
then go over it with the learner. This mid-rotation evaluation is usually not a part of the final

grade and is not sent to the school or residency. It serves to show learners your

assessment of their performance so far and to identify areas they need to work on for the

rest of the rotation. Having learners assess themselves first using the same form will help

involve them in the process, and it provides a good lead-in for your assessment. The

ensuing discussion should include a plan for addressing the areas that the learner needs

to work on (see module on fAEvaluationo).
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At this point you may need to rethink the rotation objectives if they have proven to be
unrealistic or if you have identified other areas that are a higher priority to address. In this
case it is important to make sure the learner and you are both clear about any changes
and have planned strategies for achieving the new objectives.

Afinal45-mi nut e debriefing session or dAexit i
give and getfeedback. Fi r st and f oremost on | & gouimaeer s
initially stated clear expectations for the rotation, developed mutually agreeable rotation
objectives, and then given learners consistent feedback about their performance in relation
to those objectives throughout the rotation, your end-rotation evaluation of their
performance should come as no surprise.

As you sit down with the learner to discuss the evaluation, once again refer to the
expectations you had outlined and the rotation objectives you had both agreed to. The

terv

mi n

more you can objectively compare a -lipengoalser 0s

the easier it is to justify your assessment.

In this same session, you may want to get feedback from the learner about the orientation
process and your expectations. What in the orientation helped the learner feel situated in
the practice? What new or different topics might be included in future orientation sessions?
Were your expectations realistic for this level of learner? Did the learner identify other
unstated expectations of yours that should be made explicit with future learners? It can be
helpful to have learners write down their suggestions at the end of the session or to take
notes during this session.

Thelearners6 f eedback is i mportant input in an
Share this feedback with the relevant staff and encourage their assessment as well. Also
review your own observations about orientation and your expectations. Together, these
three perspectives will help you identify any needed changes in the process of orientation
and setting expectations.

Example:
At your mid-rotation evaluation of Lisa, you tell her that she is presenting cases

much better: she is regularly presenting assessments and plans, and her
presentations are more succinct. You note that she is still spending too long on

as s e

each patientdéds history and physical, and vy

in that regard. You also raise your concern that she is not reading as much as you
expect, and you give her specific suggestions about selecting reading topics.

Your final evaluation reflects her improvements in efficiency seeing patients and her
increased reading in the second half of the rotation. As you debrief about the
rotation overall, she suggests that you encourage future learners to present to you
based on their reading; she thinks this will help motivate learners to do the amount
of reading you expect. You think this might be an individual style preference, but
say you will keep her suggestion in mind with the next learner.

After talking with staff and thinking yourself about what to do differently next time,
you ask the office manager to develop a packet of materials that she will give each
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learner on the first morning of the rotation. This packet will include a site description,
a practice brochure, a copy of the
form. She will have the student fill out the learner background form that morning, in
preparation for your meeting that day. You also ask that the last patient slot before

lunch on the first and last days of the rotation be blocked out so that you will have

time to orient and debrief with the student.

A TIMELINE

newspap

The following timeline (Table 3) outlines actions for orient learners, clearly communicating
expectations, selecting rotation objectives, and giving feedback about whether
expectations and objectives are being met.

Table 3

Timeline of Activities

Before the Learner Arrives
Review the course objectives and evaluation form.
Identify your own expectations as a preceptor.
Solicit staff help in orienting learner.
Block out time(s) to meet with learner.

As the Learner Arrives
Orient learner to practice, community, and rotation.

Assess |l earnerodés | evel and bac

Meet with | earner to discuss
expectations for rotation.

Agree on 5-7 rotation objectives, perhaps written.

Tellstaffl earner s cl i ni cal rotati
can bring learner in for relevant cases.

During the Rotation
Refer to expectations and rotation objectives as you give
learner feedback on cases presented, during daily
debriefing, and at mid-rotation evaluation.
Check to make sure staff bring learner in for cases
related to clinical rotation objectives.

At the End of the Rotation
Refer to expectations and rotation objectives as you
evaluate learner.
Collect feedback and note changes needed in
process of setting expectations for next rotation.

S

o
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Summary

Setting expectations for the | earnerdés perfor
rotation off to a good start. Setting expectations saves time and energy in correcting
uni ntended mistakes, helps the preceptor tail

needs, and provides a framework for giving feedback and evaluating learners.

In this monograph, we have presented four steps of setting expectations: orienting learners

to the logistics of a practice and rotation, setting expectations of their performance,

selecting mutually-agreed upon rotation objectives, and providing feedback about whether

they are meeting the expectations and rotation objectives. Orientation includes introducing

the learner to the practice, the community it serves, and the rotation and assessing the

l earner 6s knowl eRirgeec eamtdorskinded etvelcl ari fy t he
| ear ner 06 sownexpectatidans Rreceptors should be prepared to explain their
expectations regarding the | earnerds daily ro
interaction, what to do if a problem arises, and unique learning opportunities at the

practice. Providing feedback to learners throughout their rotation about whether they are

meeting expectations is critical.
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@ Appendix A: Learner Background Form
PDP

LEARNER
PRECEPTOR

School, Course Dates of Rotation

Personal information (anything that will help the preceptor and practice get to know you a
bit):

Previous clinical experience:

Rotations completed: Other clinical experiences you have had:
___ Family Medicine ___Pediatrics ___Medicine

___ Psychiatry ___OB/GYN ___Surgery

___ Other:

Clinical interests:
Aspects of medicine you have particularly enjoyed or disliked so far, and why:

Career interests at this point:
Special Requests for this Rotation:

Specific topics, skills, or problems you hope to address during this rotation and how your
interests might be addressed.

Areas in which you would like specific feedback during the rotation:
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@ Appendix B: Setting Expectations Checklist
PDP

l. General Orientation Preceptor Expectations
Introduction to practice Daily routine:
A Learner work space, references* /e\ Hours/ days learner in the office
A Dress code: name tag, lab coat?* AlLearnerds level of resj
A Hours/ days patient care provided* _autonomy in providing patient care
A Parking, phone system, and mail* A Hospital rounds, night/weekend call
A Introduce staff & responsibilities* A Times preceptor is off & what to do
A Unique learning opportunities A Amount of reading expected
(clinical activities, patient population, . o
provider interests) Office policies:
A Directions for writing chart notes,
Introduction to community dictating, writing Rxs, referrals

A Which patients learner should see
A How long to spend with each patient
A Hospital policies

A Community characteristics*

A Community resources, arranging
visits to them*

A Where to buy groceries, do laundry,

,§ Show patients & staff respect (how?)
. . A Other:
Overview of rotation

ARel ate rotation to | eppetep®rcuder MRradiént

plans A Format for case presentations
A Regular time & process for feedback
Introduction to learner A Integrating teaching & learning styles
A Rotations completed* A Learner must explain own needs
A Experience and skills mastered AHow you evaluate | ear ne
A Areas needing work takes to get an honors
Il. Clarifying Expectations If a problem arises:

,§ Absentee policy, how to notify office
A A contact for questions or problems

Expectations of School or A How to reach preceptor in emergency

Residency
. Rotation Objectives:
A Course objectives A Required activities based on
A Criteria included in evaluation form practiceéds unique oppor
learn to manage chronic back pain,
Learner Objectives conduct chart audit, etc.)
A Specific knowledge, skills, attitudes
A Specific knowledge, skills, and you notice learner needs to work on

_attitudes to develop
A Grade expectations
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Appendix C: Rotation Objectives

PDP
* This form is to be completed in the first week of the rotation and then referred back to
during mid-rotation and end-rotation evaluations. Both the preceptor and the learner
should be given a copy.

LEARNER PRECEPTOR

School, Course Dates of Rotation

The learner and preceptor agree to the following specific objectives for this rotation
(regarding | earnero6s knowledge, skill s, or
clinical problems, psychosocial issues; etc). Strategies for meeting these objectives

include:

~

A
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Appendix D: Learner Request for Clinical Experiences

PDP * Post in a prominent place in the clinical area or distribute copies to staff.
Learner Preceptor
School Year Rotation Dates
Course

To: Receptionists, Nursing Staff, and Providers

This learner would like to have more exposure and hands-on experience in the following
areas during this rotation. Please make a special effort to involve the learner in these
activities:

~

A
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A Preceptor

Devel opment

Program

Setting Expectations Checklist

General Orientation

Introduction to practice
[J Learner work space, reference materials*
[1 Dress code: name tag, lab coat?*
[1 Hours/ days patient care provided*
[1 Parking, phone system, and mail*
J Introduce staff, describe each one’s role
and
responsibilities*
[1 Unique learning opportunities (clinical
activities, patient population, provider
interests)

Introduction to community

[1 Community characteristics*®

[1 Community resources, arranging visits to
them*

[1 Where to buy groceries, do laundry, etc.*

Overview of rotation
[ Relate rotation to learner’s career plans

Introduction to learner

[1 Rotations completed*

[ Experience and skills mastered
[J Areas needing work

Clarifying Expectations

Expectations of School or Residency

[ Course objectives
(] Criteria included in evaluation form

Learner Objectives

[ Specific knowledge, skills, and attitudes to
develop
[ Grade expectations

Preceptor Expectations

PDP

Daily routine:

[1 Hours/ days learner in the office

[1 Learner’s level of responsibility and
autonomy in providing patient care

[1 Hospital rounds and night/weekend call

[1 Times preceptor is off; what to do then

1 Amount of reading expected

Office policies:

[1 Directions for writing chart notes,
dictating, writing Rxs, making referrals

1 How patients selected for learner to see

[1 Length of time to spend with each patient

[0 Hospital policies

Values:

[1 Show respect to patients and staff -- how?
[1 Get to know patients beyond clinical
problems?

1 Other:

Preceptor/learner interaction:

[l Format for case presentations

1 Regular time and process for feedback

(1 Integrating teaching and learning styles

[] Learner responsibility to explain needs

[] Criteria to evaluate learner performance
(Awhat it takes to

[1 Learner self-evaluation before discussing
preceptords evaluation

get

If a problem arises:

[] Absentee policy, how to notify office

[1 A contact for questions or problems

[] How to reach preceptor in an emergency

Rotation Objectives:

[1 Required activitiesbas ed on
unique learning opportunities (i.e. learn
management of chronic back pain, learn
wo r k er sdystemgoattepd hospital
management meetings, conduct quality
assurance chart audit, etc.)

1 Specific knowledge, skills, and/or attitudes
you notice learner needs to work on

Y be covered by office staff -- Staff can initial boxes as they go over these topics with the learner.
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A Preceptor Development Program

Setting Expectations TimelineA THUMBNAI L O

Before the Rotation

e Know t he s c hoolRedeweoxrpesnbjdctavas anal evaluation criteria as
listed on the evaluation form.

Identify your own expectations as a preceptor.
Solicit staff help in orienting learner to practice and community.
¢ Block out time on the first day of the rotation to discuss expectations with learner.

As the Learner Arrives

Orient learner to the practice, community, and rotation.

Assess | earnerod6s | evel and background.

Meet with learner to discuss school, learner, and your expectations of rotation.

Agree upon 5-7 rotation objectives. Consider writing them down.

Let clinical staff know Ilatogsortheyrcéndelpc! i ni cal o

During the Rotation

e Refer to expectations and rotation objectives as you give learner feedback on cases
presented, during daily debriefing, and at mid-rotation evaluation.

¢ Make sure clinical staff are bringing learner in for cases related to clinical rotation
objectives.

At End of the Rotation

e Refer to expectations and rotation objectives as you evaluate learner.
e Collect feedback and note changes needed in process of orientation and clarifying
expectations for next rotation.
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Introduction

As a community preceptor working with residents or students for a week, month, or

semester at a time, you get to know your learners well. You have more one-on-one time

with them than many of their faculty at school or even during residency. This close working
relationship offers an excellent opportunity
strengths and weaknesses and help further develop their skills.

Giving effective feedback to learners is instrumental in helping them learn. Learners who
receive regular feedback about their performance perform significantly better (Scheidt,
Lazoritz, et al.., 1986; Stillman, Sabers, & Redfield, 1976, 1977), develop better judgment
(Wigton, Kashinath, & Hoellerich, 1986), and learn faster (Hammond, 1971) than those
who do not. Furthermore, learners like feedback; they identify it as one of the most
important qualities of a good preceptor, second only to clinical competence (Wolverton &
Bosworth, 1985). Learners often report that they want more feedback from preceptors.

This monograph is geared to experienced and new preceptors of both students and
residents. In it we will:

Review the defining characteristics of feedback

Identify barriers that prevent preceptors from giving more feedback
Outline an approach to giving effective feedback.

Discuss how feedback can be incorporated into the busy office setting.

TWO SCENARIOS

Throughout this monograph, examples will help demonstrate feedback at work. Here are
two approaches to feedback that yield different outcomes.

Scenario I

You observe a first-year family practice resident performing a Pap smear. You see

her quickly insert a cold metal speculum, which causes the patient to jump and say

A O u cYou dip not provide specific feedback on that episode, thinking that perhaps

the resident is nervous about being observed on the first day of the rotation. On a

second occasion two weeks later, you observe the same technigue, which again

results in patient discomfort. You t el |l the resident, Al dont¢
appreciated your handling of the speculumiyou di d t haThetesdenbr e t o
becomes defensive, sayingt hat you had told her BEBatee was
in the rotation you ask the nurses for their opinion, and they state the resident

seems self-conscious during Pap smears and that her technique remains rushed

and uncomfortable for patients.

Scenario I
At the beginning of a one-month office-based rotation, you tell your first-year family

practice resident that feedback is a key component of learning and improving as a
professional. You give her a handout on how to accept and integrate feedback. On
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observing a Pap smear, you see her rapidly inserting a cold speculum, which

causes the patient tAtierthewrgeduenydu cenangntthaDu c h . 0
she did an excellent job of visualizing the cervix and obtaining the specimens

correctly. In addition, you describe her use of the speculum, pointing out the
patient6s r espons eYoodncoarage lgerto veaen the speculpng i n .

let the patient know what she is going to do, and make slower movements. On the

next occasion, you observe thatther esi dent i s careful and se
comfort and does a good job of obtaining the necessary specimens. After the

procedure, you specifically recount the changes you observed and praise her
technique.She says, AThanks, | owaenhespecelureandIl nee.
tried to take a little more time insertingitt That made a Yauialbofrening nc e . 0
her that a careful look at the vaginal vault and external genitalia are key

components of a complete pelvic exam and ask her to consciously focus on that

part of the procedure during the next exam. When you check in with the nurses later

in the rotation, they report that the resident seems very skilled in performing Pap

smears and pelvic exams and is attentive to patient comfort.

The second scenario had a better outcome than the first. The resident was more open to
the feedback and integrated it the next time she did the procedure. How did you act
differently in the two scenarios? This monograph will outline the steps you can take to
make the most of the feedback you offer learners.

The Benefits Of Feedback

Feedback helps learners in a variety of ways. It helps learners evaluate their own

performance. Preceptor feedback serves as a mirror in which learners can see what they

do well and what they need toimprove. | t hel ps | earners under st anc
expectations and whether they are meeting those expectations. Furthermore, a system of

regular feedback encourages learners to try new skills: they can challenge themselves,

experiment with new skills, and receive guidance that helps them develop mastery before

being graded.

Feedback al so makes phttmavidep anoppaertanityiar thekpreeeptari e r .
to show i nterest i nltfacétaies noenmumnioatich.d~eedbaak plsne nt .

helps the preceptor be proactive in identifying and addressing potential problem learning

situations.( See t he monograph on fAiDealing with the I
Feedback makes the evaluation process easier, because the learner already knows the
preceptords assessment of his or her perfor ma
At the same time that a preceptorés feedback
learners can help a preceptor hone teaching skills.

Characteristics Of Feedback
What exactly is feedback? In his seminal article, Jack Ende defined feedback in medical

education as Ainformation describing students
activity that is intended to guide their future performance in that same or in a related
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activityo Féetlbadk addresgesd Spgcific actions, and its goal is learner
improvement.

Feedback is sometimes confused with evaluation, but the two differ in important ways.
(See Table 1.) Feedback is given as close to a given relevant event as possible, while
evaluation is given at the end of a rotation. Feedback is often informal: brief sessions are
fit in at appropriate times during a busy workday. Evaluation is usually performed in a more

formal setting, where the | earner and precept
Table 1
Feedback Compared to Evaluation

Feedback Evaluation
Timing Timely Scheduled
Setting Informal Formal
Basis Observation Observation
Content Objective Objective
Scope Specific Action/Global Performance
Purpose Improvement AGradingo

The basis for both feedback and evaluation should be objective data: specific behaviors

that the preceptor has observed. However, feedback focuses on specific events or actions,

while evaluation encompasses a broader level of performance and skills. The underlying

purpose of both feedback and evaluation is improving learner performance; however,

evaluation includes a summative grade that is not a part of feedback. (For more
information on evalwuating | earners, see the m

Learners Want More Feedback

Learners often report that they do not get enough feedback from preceptors (Gil, Heins, &

Jones, 1998; Irby, Gillmore, & Ramsey, 1987). Sometimes learners do not recognize the
information which preceptors shared with them as feedback. It can help to explicitly label
comments as such: ATo give you some feedback,
concise, and | liked how you focused on the relevant history. On the other hand, a

neurologic exam did not seem necessary. Next time, conduct a focused physical exam just

as you focused your history in this case. o

Most preceptors can give more feedback than they do. Preceptors sometimes think
providing feedback is unnecessary, requires too much time, or is awkward to express.
Each of these barriers can be overcome.

AWhy say t hleheodwiaowmnmse?r s know Acally thdyeftendanoe doi n
When people are first learning new skills, they do not have the experience or context for

judging their own performance. What is obvious to you, an experienced clinician, is

probably still unclear to learners.

AThat epi sode was .pSowmdiraes Yoy notca belaviar thmed i y
potentially troubling, but you are not sure the learner consistently does it. This can be

40



especially true at the start of the rotation. You can check with colleagues and staff to see if
they have observed similar behavior.1 t i s al so okay to fAact on tF
issue with the learner immediately i it is easier to prevent a potential problem than curb it

once it has fully developed. ( See t he monograph on ADealing wi
Situattyoonmopgpht say to the | earner, @Al donoét Kk
do, but in this case | not i c aefotalsaftassesamentd 0, or
and see if this behavior is addressed.

Al donodt Heedlvaek ddes noteneed to take a lot of time, and it is essential for

helping learners improve. See the last section of this monograph for specific strategies on
integrating feedback into the busy office setting.

AThis i s awkwar d. o iNMaaypreceptorsdid got receideanichnsi ve. 0
feedback in their own training. Or the feedback they received did not adequately recognize

their skills or suggest strategies to improve their weaknesses. These preceptors would

naturally feel that learners get defensive in a situation during which feedback was

provided. The following model can help take the mystery and awkwardness out of giving

learners feedback. Furthermore, the more feedback you give, the easier it gets and the

|l ess Al oadedo each individual feedback encoun

How To Give Feedback

Feedback is an ongoing process that occurs throughout a rotation -- and throughout a
| ear educatios. Usi ng t he Al MPROVEO strategy can hel
with a | earner, assess the | earnerdés perfor ma
in a way that encourages improvement. This strategy is summarized in the table below.

Table 2
Give Feedback To Help Learners IMPROVE
I Identify rotation objectives with the learner
M Make a feedback-friendly environment
P assess Performance; Prioritize the feedback you give
R Respondt o t he | eassessmentb s sel f
o be Objective: report specific behaviors observed,;
describe potential outcomes of behavior
Vv Validate what the learner has done well or
suggest alternative strategies
E Establish a plan to implement changes (if needed);
have learner summarize feedback and plan

| éIDENTIFY Rotation Objectives With The Learner

The first step is preparing the learner for feedback. To facilitate a smooth feedback
process, set expectations with the learner early in the rotation regarding the content that
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will be assessed and the process you will use to give feedback. Taking time at the start of
the rotation to clarify what is expected of the learner will ultimately save time by minimizing
learner confusion and mistakes. In an initial orientation session in the first few days of your

rotation, state your expectations of the | ear
objectivesaswellas t he school or r eBogetherdevelop sevemlx pect at
specific, mutually agreeable rotation objectives. ( See PDP monograph on @S

Expectationso f o Mhisstepidentiiesthedacun aftyagurdfeedback for the
rotation.

During this initial orientation, let the learner know that feedback will be an integral part of
therotaton.The | earner is |l ess |likely to be fAcaught
if he or she is expecting feedback.

Describe your feedback process and discuss with the learner when feedback will be given:

for example, in response to case presentations or directly observed encounters, in

debriefings at the end of each day, and/ or in weekly reviews. State whether other

providers and office staff will provide feedback as well. Nurses and receptionists may see

a different side of the learner or see the learner engaged in different tasks, and their

feedback to the learner can complementyourown.As k about the | earner 6:
experiences with feedback (were they negative? positive?) and keep these in mind as you

start giving the learner feedback.

Train the learner to receive and make use of your feedback. Encourage learners to set

their own goals for the rotation, assess themselves against those goals, ask for your

assessment of their progress, seek clarification when they are unclear about your

feedback, and discuss improvement strategies for their weak areas. Giving learners a one-

page Ainstruction sheetod on r ec &a)eanfaglitatt eedbac
this orientation process. (See learner handout in Appendix A.)

Mé MAKE A Feedback-Friendly Environment

You want to create a climate in which it will be easier for the learner to receive feedback.
You can take several concrete steps to foster this environment:

Show your interest i rAsktatboet his oelerbackgroans and fiiture at i o n
career goals, and show the linkages between the rotation and these goals. Learners are

less likely to feel threatened by feedback from someone who seems supportive than

someone who seems to be judging them.

Make it clear that you and the learner are partners working towards a common goal of
expanding his or her clinical knowledge. Seek t he | earnerés input as
for the rotation and as you assess his or her performance.

Show your interest in what the learner does well as well as what he or she can improve.

Because some learners may associate feedback only with criticism, it is a good idea to
make your initial feedback positive.

42



Show that feedback is a natural part of the clinical experience. Let the learner see you
giving and receiving feedback from colleagues, staff, and patients. Regularly ask for the
| earnerdos feedback about youill precepting and

Pé Assess PERFORMANCE

Directly observing the learner work with a patient, either in person or less intrusively

through video monitoring, is the best way to
attitudes. Patients and learners are likely to feel more comfortable with your (or a video
cameradbds) presence in the exadeameoeocountarsfyoyou ob

tell them about this teaching strategy in advance. Noting extraneous information or

omissions, in case presentations, compleme nt s t hi s direct observat.i
performance.( For mor e i nformation, see videotape on
Learnerso.)

While you want to present information from your own observations, it is helpful to hear

what other staff has observed about the learner. Your office staff may observe learner
behaviors that you have notseen. They can provide you with info
behavior that they have witnessed; you can then pay particular attention to these issues. If

you observe inappropriate behavior or weak skills that seem incongruent with your other
observations of the learner, it can be helpful to confer with other providers and staff about

this aspect of the | earnerodés performance: hayv

You may want to encourage staff to give feedback to the learner themselves. The learner

can develop a greater appreciation for the knowledge and skills of the staff, and staff may

feel more invested i rpontektaff mhyenatfeal eomfdrsablee ducat i on
criticizing future clinicians by pointing out negative behaviors, but all staff can reinforce

positive behaviors in learners. If staff are going to provide ongoing feedback to learners, it

is important that they also receive training in effective feedback andthatyoui ncl ude st a:
role in providing feedback during the | earner

Pé PRI ORI Tl ZE What Feedback To Gi ve

Identify what priority points you want to focus the feedback on. If you provide too much
feedback (more than four or five comments), it will be hard for the learner to retain any of
it.

Is the feedback that you are planning to give something that the learner can use to

improve his or her future performance? Sayi ng to a new | earner, MnAYc
nervous in there T you were fidgetingal ot and your questions were
may not help the learner. This should be followed by some concrete suggestions for how

he or she might act differently in the future
getting to know the patient. Then f ocus on char actSemeibehaviorg t he
are easier to change than others. For exampl e, a | earner6s qui et

going to change overnight. However, if it is inhibiting communication with the patients, it is
important to address. A learner cannot change a youthful countenance, but might benefit
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from suggestions about how to demonstrate confidence and maturity if his or her young
appearance seems to disconcert patients.

The technique of @As andngandéndimggvibh pasitivie tomments m by s
may help initially; however, be wary of using the same technique all the time. Some
learners report that as they figure out the pattern, they begin to discount the positive
feedback as fAmere suigmrcoatingo of the critic

It is best to give feedback immediately following an encounter, while the experience is still
fresh i n t he However ifrthe ledrer isnhidelmgrushed, upset, or otherwise
distracted, you might tell the learner you have some feedback and suggest a time to talk
later in the day.

Ré RESPQMDe ar ner-AssesSehtf

Before you share your assessment, have the learner assess his or her own behavior in the
encounter. Learners are less likely to be defensive if they critique themselves first, and you

can then incorporate their observations into your feedback. This method also gives you a

sense of their self-assessment skills. Youmightsay:iLet 6 s tal k about how
What did you like about your history and exam (or case presentation, or rapport with the
patientf?Wh at woul d you want to do differently nex

Learners will often defer to your assessment,
exams tend to be thorougho), or deeaountebe what
(AThe patient preseinltee dwa sh ea rh i esaEsmpurgyeatheiaedn tl oy) .
learner to assess him- or herself first and to focus on his or her own behavior in this

particular encounter.

Oé Be OBJECTIVE ¢é Describe eévweci fic Beh

Base your feedback on direct observations of the learner. When you describe what you
have witnessed, there is less room for inferences and interpretations than when you report
what you have heard from someone else.

As you begin to give your feedback about the encounter, describe the specific action you
observed, without any interpretati oRortbef t he |
next several steps, |l etds | ook at three examp

Case 1: You are providing positive feedback to a student who has accurately identified
and focused on the primary concern of a patient, scheduled for a routine check up for
hypertension, who has just lost her husband.

Case 2: You are providing constructive suggestions to a learner whose case presentation

of a 9-month-old with diarrhea and vomiting did not discuss symptoms or an assessment
of dehydration.
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Case 3: You are providing constructive suggestions to a quiet, reserved learner who is
having trouble developing rapport with patients.

e Case l:Youmightstartout by sayi ng: AYou placed your
as she described her husbandés death | ast
e Case 2: You might start with, AYou did not

symptoms of dehydration, or discuss whether you thought the baby might be
dehydrated. o

e Case3: You might say, AYou took a | ot of not
much eye contact with the patient. You also did not ask any questions about her
home life, or follow up when she said that she had been feeling stressed | at el y. 0

Describe Potential Outcomes

Follow this description of observed behavior with possible outcomes from the behavior:

e Casel:iShe came in for a routinely schedul ed
husbandds deat h was Itfseemes that she was comforeed by mi n d .

your gestures. o

e Case2:iWe miss an i mportant diagnostiWe tool
need to know how sick the baby is -- whether we can wait a day and see if she
i mproves, or whether she needs an |V now. o0

e Case3:iWwoubve talked about how youdre a quiet
del ving into patientés personal -lbnigves, esp
rotation. However, to be able to take care of your patients, you need to establish
rapport and dingonwiththera't 6 s ¢

Vé V AL | DPadittve Behaviors, Or Suggest Alternative Strategies

At this point reinforce positive behaviors or suggest alternative behaviors, such as:

e Casel:iSometi mes the most i mportant thing we
concern and sympathy. o

e Case2:iWhat are the symptoms and physical ex
a baby is dehydrated?o

e Case3:MReaching out to your patients involve
good eye contact, smiling, and asking about their interests and activities helps
establish rapport. o
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E€é ESTABIAIPIAH
Make a Plan to Improve Performance in Weak Areas

What does the learner need to learn or do differently next time? What strategies can you
suggest to help the learner acquire this knowledge or change the behavior? For example:

e Case2:il 6d | i ke you to read tonight on the di
dehydration in children and present it to me over lunch tomorrow. | n par ti cul ar
like you to review the different states or degrees of dehydration and how a baby
would look in each of them. Also, what criteria would you use to select between
di fferent treatment options available?o0

e Case3:A"With the next patient, 106d | ike you tc¢
four minutes of the encounter i focus on eye contact with the patient. Ask two
guestions about their home life, and ask follow up questions to any issues they
rai se. o

Have Learner Summarize Feedback and Plan

To make sure the learner has heard your feedback and synthesized it, you can ask them
to summarize it:
e Case2:iSo what will you include in the exam &
baby you see with vomiting and diarrhea?o
e Case3:MWhy donodot 3ecthis feedlbaoknvwahat are some concrete steps
you can take to establish rapport, and why

The Al MPROVEO strategy can make it edthelpsr f or
you prepare a learner for feedback and provide specific information geared to improving
future performance.

Integrating Feedback Into The Busy Office Setting

How do you i mplement the Al MPR®@YWESsuggestionat egy i
about finding time for feedback and where it should occur:

Finding Time for Feedback

In the initial orientation, your staff can help explain the feedback process and gather
information about the | earnero6és bacRMpenound (i
directly observing your learner with patients, you do not need to watch a complete history

and physical on the same patient. Watch the history of one patient, then go in and perform

the physical with the learner. Have the learner come get you before doing the physical with

another patient. Selecting the first or last patient to observe your learner with may reduce

the disruption to your patient schedule. You can also bring in a video camera and

television to videotape encounters and then watch them with your learner at a convenient

time.

We have discussed the need to provide feedback as promptly after a specific encounter as
possible. But how do you do this, given your busy patient schedule? Your feedback to
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directly observed encounters and case presentations throughout the day could be brief i
prioritize 2-3 key points. You do not need to give feedback on every case presentation.

However, you do want to give more extensive feedback on a regular basis. It can help to

set aside 15-20 minutes each day to review cases and go over feedback and teaching

points in more detail: you can do this over lunch, in the car on the way to hospital rounds,

or at the end of the day. (If you lunch in public places, beware of confidentiality issues.)

During the day, make notes about the topics to cover during the time set-aside. (See the
monograph on fAlntegrating the Learner in the

The mid-rotation evaluation complements the day-to-day feedback provided in case

presentations and daily debriefings. In this 30-minute exercise, preceptors and learners

eachi ndependently fill out the school or reside
performance thus far, and then they go over it together. This mid-rotation evaluation is

usually not a part of the final grade and is not sent to the school or residency. It serves to

show learners your assessment of their overall performance so far, to identify areas they

need to work on for the rest of the rotation, and to develop a plan for addressing the

| ear ner s 6 Magireghkearrers asaess themselves first helps involve them in the

process and provides a good lead-in for your assessment.

Location

Where should feedback occur? The learner is less likely to be defensive about constructive
criticism when it is given in private. When possible, respond to case presentations and
debrief with the learner in your office. Conduct the mid-rotation evaluation in private with
minimal interruptions.

Summary

Feedback is a critical component of clinical education; it helps learners learn faster and
helps preceptors both teach and evaluate more effectively. Learners want more feedback
than they usually receive.

Giving feedback does not have to take a lot of time or alienate learners. To facilitate a

smooth feedback process, set expectations with the learnerearlyint he | ear ner 6s r
regarding the content that will be assessed and the process you will use to give feedback.

Base your assessment and feedback on learner behaviors that you observe yourself.

Make sure that the feedback you give is prompt, frequent, limited to a few priority issues

that the learner can act on, objective, worded in a thoughtful way, and balanced with both

positive reinforcement and constructive criticism. The Al MPROVEO strategy ¢
remember these steps.
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How to Give Feedback To Help Learners
IMPROVE
Pocket Reference

i ldentify rotation objectives with learner
T Make a feedback- friendly environment
T Assess Performance -- Prioritize the feedback
i Respondt o t he | eassessmantd s
i be Objective: report specific behaviors
observed; describe potential outcomes
T Validate what the learner did well
or suggest alternative strategies
I Establish a plan to implement changes;

Have learner summarize feedback and plan
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Appendix A: Learner Handout on Receiving Feedback

The purpose of feedback is to gather information about your performance in a given
activity in order to improve it. Receiving feedback is an instrumental part of learning.
Learners who receive regular feedback about their performance perform significantly
better, develop better judgment, and learn faster than those who do not.

Yet receiving feedback can sometimes feel awkward or threatening. There are steps you
can take to be an active partner in making sure the feedback you receive helps you
improve your medical knowledge, skills, and attitudes:

Set the stage:
A Consider feedback as an opportunity for growth rather than a threat of criticism.
A Identify goals for yourself for this rotation, discuss them with your preceptor, and
develop mutually agreeable rotation objectives.

Seek Feedback:
A Assess your progress according to the rotation objectives you set.
A Ask for feedback on your progress in these particular objectives i both in daily
encounters and periodic reviews.
A Seek feedback on what you are doing well in addition to areas you can improve.

Respond to Feedback:

A If a preceptor approaches you with feedback at a bad time (when you are feeling
rushed or stressed), set up an alternative time, and follow up.

A Ask for specific examples if your preceptor has not offered them.

A Seek clarification on points that are unclear. Summarize the feedback at the end of
the discussion to make sure you have understood the feedback.

A When receiving constructive criticism, discuss strategies to improve your
weaknesses, and make a concrete plan to implement those strategies. Set up a
time to revisit your progress.

A If you feel criticism is due to a personality conflict between you and a preceptor, talk
to a friend or trusted adviser.

Source: adapted from Rider, E. A., & Longmaid, H. E. lll. (1995). Feedback in clinical
medical education: Guidelines for learners on receiving feedback. JAMA, 274, 938i. Cited
with authordés permi ssion.
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A Preceptor Development Program

How to Give Effective Feedback

PDP The goal of feedback is to IMPROVE performance

| é | dretationiolbjegtives

Clarify your expectations of the | earnero6s
With the learner, develop several specific rotation objectives

Base your feedback on expectations and objectives

Let the learner know that feedback is an integral part of the rotation

M é Ma keedback-friendly environment

Describe the feedback process: when ito
Show interest in the | earnerdés educatio
Start with positive feedback; point out strengths as well as areas to develop
Ask for feedback about your precepting

s 9
n

P é Per f oassessment& Prioritize the feedback

Directly observe learners conducting histories and exams

Gather information from partners and staff and encourage them to give feedback

Can this feedback help the learner improve?

What key points do you want to address?

Balance positive feedback and constructive criticism

Give feedback as soon after an event as possiblet when | ear ner i sn
stressed

(@)
—

R é Restpontdhe | eassessmands sel f
e Ask f or | eassesaneentéansl use ietd léad into your feedback

O ée Objective
e Describe specific actions you have directly observed
e Describe potential outcomes of the behavior
e Dond6t make global judgments about the indi

V é Valwihcaatbes done wel | or suggest alternative
e Encourage continuation of positive behavior, OR
e Suggest alternative behaviors when | earner

E é Estafani sh
e Make a plan if change needed
e Encourage learner to summarize feedback and plan
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A Preceptor Development Program

PDP Evaluation: Making It Work A THUMB NAI L o

The G.R.A.D.E. Strategy

G é Get Ready

Review course expectations

Review Evaluation Form

Consider unique Opportunities/Challenges of your site
What are your Expectations for the learner?

R é Review Expectations with Learner
Meet very early in the experience.

Determine knowledge/skill level.

Review: Program Goals, Your Goals,Le ar ner 6 s Goal s
Describe the Evaluation Process

A é Assess

Observe

Record

Provide Feedback Regularly
Have Learner Self-Assess

D é Discuss AsseRBosmment at Mid
Formal Meeting

Learner and evaluator fill out form in advance

Compare evaluations together.

Discuss differences and how expectations are being met.

E é End with a AGradebo
e Complete evaluation in advance
e Schedule sufficient time.
e Support your evaluation with examples
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Introduction

Evaluation is a valuable process that begins before the rotation starts and integrates fully
with the entire learning experience. The result of a well-integrated evaluation process is an
enhanced learning experience for the learner and increased satisfaction for the preceptor.
Integrating evaluation into the entire educational experience and linking it with other
important teaching skills, such as setting expectations and providing effective feedback,
can actually make a difficult task easier and more effective.

Many preceptors find evaluation to be an unpleasant task associated with their community-
basedteaching. They enj oy teaching, but dislTh&ke havin
occasional difficult situation resulting from conflict over a grade can leave an unpleasant

aftertaste.]| f eval uation was just Agivingthea gradeo i
preceptor.

This monograph discusses the importance and benefits of evaluation and provides a
practical roadmap to the process of evaluating learners, starting before the rotation begins
and continuing throughout the entire clinical experience.

The goals for this monograph are to:

1. Review characteristics of evaluation and discuss why it is important.

2. Discuss pitfalls in the evaluation process.
3. Outline a practical system for effective evaluation.
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Evaluation: A Challenging Component of Teaching

One of the reasons that some preceptors dislike evaluating learners is that things can go
wrong. Read the scenario below and make a mental list of items that may not have gone
perfectly in this situation.

It is the next to last day of the rotation and the learner, with whom you have been

working for a month, hands you a form that you have never seen before. She
states, A | need you do a final evaluation
noon t o nvoulookatyodr packed schedule and decide that if you are lucky

you can fit in a 30-minute session between AM rounds and the start of office hours.

You recall that the learner arrived the Monday after you were on vacation for a week

and you did not get to do your usual orientation.

That night, when you get home from admitting a patient at 10:00 PM, you reflect on

the student 0 Shepvaswvdrypleasannaoddriendly and was really well

liked by your office staff. Her clinical performance was adequate but not as good as

the last student you had. There were times when you recommended that she do

some reading and report back to you and it was not done. A couple of patients said

they had felt the | ear neYoulwlasthedormhandsed e ip
sections where coveringt he | earner 6s history taking s
and you realize that you never directly observed those skills. You decide she will

probably be happy with a High Pass.

u
k

After a very hectic morning arriving late to the office from rounds, you finally meet at
1:00PM and reviewtheform. The | earner 1 s irate saying
career depends on it!o The | earner point
never told me | needed to do better on that. How can | improve if you never told

me! O

S

o
3

The evaluation process is a key component of community-b ased t eachi ng. I
were able (with the aid of hindsight) to identify several areas where the preceptor in the
example may have avoided some of the problems leading to the uncomfortable result. By
consciously and conscientiously integrating the evaluation process into the entire learning
experience, you can simultaneously enhance the quality of the educational experience and
avoid or minimize the potential discomfort of the process.

Evaluation: Why is it Important?

There are three key reasons for effectively evaluating those whom you teach. First,
evaluating learners is a basic expectation of teaching health professions learners in the
community. Almost every school or training program expects some type of report, form or
grade for learners that they send to you for teaching. Although the level of detail and
complexity may vary depending on the rotation, some expectation of evaluation is implied
when you agree to work with a learner. Evaluation is a critical function of the role of

At e a cJasetas yoar chemistry professor was obliged to give you a grade, you are
expected to evaluate the learners that you teach.
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Second, many community preceptors volunteer their time and energy to teach because
they want to return something to the profession and play a role in the future of health care.
Accurate and meaningful evaluation is a key component of that role. By evaluating
learners, you are helping to judge future members of your profession to see whether they
possess the appropriate knowledge, attitudes and skills for their level of training. This
assessment is important to the school or program that is making decisions regarding
advancement, promotion and licensing based (in part) on your evaluation. In addition, you
are modeling for the learner how to assess his or her current strengths and weaknesses in
order to continue professional growth and development.

Finally, effective and ongoing evaluation can enhance the quality of the learning
experience and set the stage for future professional growth. When integrated into the
entire learning experience, the evaluation process can enhance the educational value of
the rotation for the learner. Developing a strategy and a system for accomplishing this is a
primary goal of this monograph.

Evaluation: What is it?

Many people think of evaluation as the brief meeting at the end of a learning experience,
but this is only a small part of the picture. This evaluation session is a scheduled, formal
session between the learner and preceptor. The content should be based on objective
data from personal observation. One end product is a summary of performance that
contributes to a grading process established by the school. The evaluation session takes
only a small proportion of the time relative to the length of the learning experience, but
requires a significant amount of background work to be valid and effective.

The evaluation process is an ongoing series of steps and interactions that form the
foundation for the information that you share in your final evaluation session. This process
should be fully integrated into the entire rotation. The entire educational experience i from
setting expectations on the first day, to ongoing observation and behavior-specific
feedback 1 is part of the evaluation process. An awareness of evaluation should be
maintained throughout the rotation.

One component of evaluation is assessment. Al t hough fiassessmento i s
interchangeably with Ahawediffereat meéaoings whentappked ih wo wo
education. Assessment is the on-going process of collecting information about the

| earnerds current | evel o tnydumdailywoek aithé¢he leasnkerj | | s
you are continually becoming more aware of what he or she knows and does not know. In

this way, you identify areas where the learner needs to improve. Think of assessment as

Afan educational d i aBpsed snithss @dudatmmal dtagnesis,lyeiare n e r .
able to provide ongoing feedback to the learner. When summarized over a period of time

and analyzed in terms of improvements made, your assessment is the basis for your

evaluation. An accurate ongoing assessment is the basis for effective feedback and a

functional evaluation.

Feedback is the act of providing the information you have gathered from your ongoing
observations and assessment back to the learner. It is best if it is very specific to the
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behavior observed and given as soon after the event as possible. Feedback and
evaluation sessions are sometimes confused, thought they differ in several important ways
(Tablel).Feedback i s b e s givends soontafter the le@rming siwidtion@s
possible. Evaluation sessions are usually events scheduled at specific times. Feedback is
often informal -- fit into a busy day at appropriate, brief sessions. Evaluation sessions are

usually performed in a more formal setting

Table 1

Comparing Feedback and Evaluation Sessions

Feedback Evaluation

Timing Timely Scheduled
Setting Informal Formal
Basis Observation Observation
Content Objective Objective
Scope Specific Actions Global Performance
Purpose Improvement AGradingo & | mp r‘

There are some important similarities. The basis for both feedback and evaluation should
be objective data -- specific behaviors that you have observed. In addition, the content of
both the feedback and evaluation sessions should be as objective as possible. The scope
or focus of feedback is on specific events or actions, whereas evaluation should
encompass a broader review of performance and skills.

The underlying purposes of feedback and evaluation may seem to be very different IF the
emphasis of evaluation is solely on generating a grade. As you progress through this
monograph, you will see that an integrated approach to evaluation makes it an important
tool for enhancing learning and professional growth.

Evaluation: What Can Go Wrong

As you observed in the opening scenario, one of the chaberfgevaluation is that, without careful
attention, a welmeaning preceptor can wind up in an uncomfortable and unpleasant situation.
There are a number of things that can go wr&@wgne potential problems and pitfalls are listed in
Table 2.
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Table 2

Potential Problems with Evaluation

AHal o Effecto
O o plssofficient Evidence
AYou never told me t}|
A Bu | NEED Honors! o
n U-b h Should they pass?
ALake Wobegono Effec

ThediHal o

Ecanf make giving a realistic and practical evaluation difficult. The term

refers to the situation where one unrelated but outstanding characteristic has an effect on
other aspects of evaluation. For example, a learner who is very nice, friendly, outgoing and
well-liked by staff but clinically mediocre could get a very high grade. On the other hand, a
quiet, reserved, introspective but clinically excellent learner could receive a mediocre
grade. It is important to look beyond personality traits and consider the entire package of
underlying knowledge, attitudes, skills and performance when evaluating the learner.

A O o p-snsufficient Evidence: At times a preceptor will arrive at the end of a rotation

with a sense that t he

| e ar nsmmeasaspbatid ooshena nc e i

cannot recall the details of specific instances where this was demonstrated. This lack of
data makes it challenging to explain to the learner why a certain area was evaluated as it
was and what specifically could be done to improve. Paying close attention to specific
instances of clinical performance and having a system for recording them will greatly assist
the preceptor in doing an accurate evaluation and explaining it to the learner.

fiYou never

t oThedpreceptor oftenahais!c@rtain standards of performance in

mind against which each learner is compared. If the final evaluation is the first time that

t hese di

never

expectations are

scussed
t ol Wis imgortanthoaliscuss your criteria for evaluation as early in the

with the | ea

rotation as possible and give ongoing feedback on areas needing improvement. For
example, you may expect a learner to read about common clinical problems encountered
during the rotation. You should mention this very early in the rotation and state that you will
periodically ask the learner what he or she has learned from the reading. If the learner is
not meeting your expectations in this area, you should give specific and clear feedback
with examples of what was not done. When you arrive at the final evaluation session, your
assessment of whether the learner has met your goal will be well supported.

fiBut I

N E E DMokt tearrers aré gyimarily focused on their professional growth

and development, but some bring expectations for a particular grade or evaluation to the
rotation. The final day of the rotation is not the best time to become aware of these goals

and perceivedneeds.An early discussi

on

of

t he fdrthkear ner 6

rotation will help you determine how to help the learner meet those goals -- or explain to

the learner why those goals are not realistic in your setting.

A Udo h - Should they pass? Occasionally the preceptor will arrive at the end of the
rotation with the realization that, despite significant and sometimes heroic effort on his or
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her part, the | earner 6s p eNoW,atthemeery enel ofthe mai ns s
rotation the question i s, A SHbedihadevatudtionssndte ar ne
the best time to begin contemplating this issue. If a learner appears marginal or
problematic it is crucial to get help early. Contact the school or training program.
Significant help and guidance is available and should be sought early. (See PDP
monograph on ADealing with the Difficult Lear

The fALake Wo b eddgratayy tlafi$ sensetimes used to make evaluations

Apainl esso may invoke memories of the Prairie
mythicaltoonof Lake Wobegon, fAwhere all ®ome | earner
preceptors consider that if they give all learners a high grade in spite of their performance,

t hen everyone s houNotexdartly. Botratipesoh@kandghe te&ner are

mislead and unable to benefit from the opportunities for growth and improvement that an

accurate evaluation can provide. The evaluator has abdicated his responsibility to the

learner, to the school and to the health profession. Future patients and the profession, as

well as the learner, may suffer as a result.

These are a few of many potential pitfalls. The good news is that most of these situations
can be consistently avoided, making evaluation a useful educational tool rather than an
uncomfortable chore. Incorporating evaluation into the learning environment from the very
beginning of the experience is essential. What follows is a strategy to help you to
accomplish it.

Evaluation: Making it Work

The key to avoiding evaluation pitfalls is to recognize that evaluation is not just something
that you do for an hour at the end of the experience. It is vitally linked to the entire
experience. When this connection is lost or ignored problems are more likely to occur.
Integrating evaluation throughout the rotation will make evaluation easier and more
productive and will help it to have a positive educational effect long after the learner has
moved on. Our G-R-A-D-E strategy (Table 3) can help you do so.

Gé Get Ready

One of the most difficult but perhaps most important parts of the evaluation process is
Aget t i n dhechallande condes from the fact that this is best done before the learner
even arrives. Fortunately it can be integrated into another important component of
community-based teaching, setting expectations.

Before you first meet the | earner, review a ¢
evaluation form. If this is a new rotation for you or if it has been a while since you have

worked with this type of learner, it is best to ask the school or program for the expectations

and evaluation form at the time you schedule the rotation. If you are unable to get a copy

in advance, ask the learner at the very beginning of the rotation to give you a copy --

ideally before you sit down together for an orientation meeting.
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Table 3

The G-R-A-D-E Strategy for Evaluation

G é Get Ready
— Review course expectations
— Review evaluation form
— Consider unique opportunities/ challenges of your site
— Review your expectations for the learner
R é Review Expelectrmaeri ons with
— Meet very early in the experience
— Determine knowledge and skill level
— Review program goals, your (¢
— Describe the evaluation process
A é Assess
— Observe
— Record
— Provide feedback regularly
— Have learner self-assess
D é Di sAssessment at Mid-Point
— Set a formal meeting
— Learner and evaluator fill out form in advance
— Compare evaluations together
— Discuss differences and how expectations are being met
E é End with a AGradeo
— Complete evaluation in advance
— Schedule sufficient time
— Support your evaluation with examples
— Highlight items that can be worked on in the future

Even if you have had learners for the same rotation before, a brief review of the
expectations of the school or program and a review of the criteria that you will use to
evaluating the learner can help you focus from the start. It is useful to reflect in advance on
your schedule for the period of the rotation and the status of your practice for that time
period. If there is time when you or your partners will be away, or if the rotation is during
your busy season, you may need to be more creative in scheduling time for feedback and
evaluation, not to mention patient care and teaching.

Decide in advance what YOU want from the learner. What are your goals? What do you
expect from the learner? When does the learner need to be in the office or hospital? What
are your Aon c¢ aWHhatdornatdp ywe Wwaat hates writeh in? What style of
case presentation do you prefer? Above and beyond the expectations of the school,
knowing in advance what your expectations are will set the stage for a successful rotation
and evaluation process. (For more information in this area, see the PDP monograph on
ASetting Expectations. 0)
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Ré Review Expectations with the Learner

Now that you have determined the expectations of the school or program and your
expectations for the learner, it is vital to review these with the learner. This discussion
should occur very early in the experience as part of an orientation meeting. You should
also review the goals and expectations of the school or program with the learner. You may
wish to highlight specific methods by which these expectations can be met in your setting
or indicate some goals that may be challenging (e.g. male physical exam in an

obst et r i c iDanobfsrgebtd réview yoyr expectations for the learner. The more
specific you can be and the earlier you tell the learner, the more likely the learner will be
able to implement your suggestions and meet your requirements.

Finally, review t heWhhtelaes thedearbes hogetomet ramahei on s .
experience? Are there specific clinical entities that he or she wishes to see, or specific

procedures he or she expects to learn? Does he or she wish to achieve a specific grade?

Not all learners are up front with (or have even thought about) their own expectations, but

this kind of questioning promotes an adult learning style. Knowi ng t he | earner 6
expectations up front can help you avoid potential problems and conflicts that can come

from unrealistic or unmet goals.

The training level of the learner should be determined at this time. This can vary
significantly for learners at the same stage of training. For example, two medical students
in the middle of their third year may have had completely different clinical rotations i one
may have had OB-GYN and surgery another may have had medicine and pediatrics. As a
result their knowledge base and skills may be quite different and your expectations and
your criteria for evaluation will need to be different.

At the very beginning of the rotation, you should discuss how you plan to evaluate the
learner. How and when do you plan to give ongoing feedback? How can the learner give
you feedback on how the rotation is meeting his or her needs? When will the evaluation
sessions occur? Review with the learner the actual form that he or she will be evaluated on
and the criteria you will use.

As you will see, this early meeting and discussion with the learner sets the stage for a
productive learning experience that is likely to be free of unpleasant surprises for anyone.

AéAssess

Once you have reviewed the school or programb
also the mechanism and criteria for ongoing assessment and evaluation, you can now
readily assess the | earnerdés performance in a
manner. Assessment should be an ongoing process throughout the rotation. The preceptor
Sshould compare the | earnerdés performance to t
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Observation is a key component of assessment. Observing learner/patient encounters
(history and physical exam), presentations, and reviewing notes or write-ups provides the
basis for your evaluation.

Important data from observation can sometimes be lost. Time passes quickly and useful
details from the beginning of a rotation may be lost to memory by the end. A method for
briefly recording observations may be helpful in remembering useful details. A note card in
a pocket or notes slipped into a file folder can give the preceptor a quick way to jog the
memory. A short phrase, a diagnosis or a patient name may be enough to recall the
desired details. This card or these notes can be used to provide more behavior-specific
feedback at the end of the day and can be saved to help you remember at evaluation time.

Regular feedback is a key component of the evaluation process. Issues, concerns or
problems should not be saved up for the end of the rotation. Timely, directed feedback will
give the learner the opportunity to try to improve and will give you a chance to observe the
| ear ner 6 dsuededsas.rBy the sanme token, positive comments on a good
performance, quality interactions with patients, etc. should not wait for an arbitrary
scheduled time. Few things reinforce good behavior and growth like timely, positive
feedback.

Asapracticing professional, much of the Af-o@ayback?o
performance must come from self-assessment. Encouraging learners to assess

themselves promotes this important behavior and gives you valuable data on how they

view their own performance.For exampl e, asking the | earner,
encounter with that patient went?0 before giyv
perspective to both the learner and preceptor.

DéDi scuss Eval uatoidn at t he Mid

After you have charted a clear course for the learning experience by discussing
expectations early, and are tracking the | ear
the next step is to do a formal evaluation at the midpoint of the learning experience. Time

passes very quickly -- taking the time to do a mid-rotation evaluation creates a valuable

opportunity to review the rotation to date, detect any unexpected issues, and plan for the

remainder of the educational experience.

It is important to schedule a specific time for this meeting. Doing so distinguishes this
session from your ongoing feedback and defines it as a summary of performance to date
and an opportunity to plan for the remainder of the experience. A minimum of 30 minutes
is needed to ensure adequate time for discussion.

Both the preceptor and the learner should prepare for the mid-rotation evaluation. If an

evaluation form will be used for the final evaluation, make two extra copies. Before you

meet, you should fill out one and the learner should also complete a copy. By filling them

out separately, you avoid infl ueAskdheleagnerdamach ot
think about whether the rotation has met his or her needs and expectations so far and to

be prepared to discuss any suggestions for improvement at the meeting.

63



At the meeting, compare forms and review the
di screpancies between the | earnerds assessmen
and expectations revisited. Areas of good performance and areas for improvement should

be highlighted and specific recommendations for improvement given. Areas where either

your or the | earnerods expectations are not be
improvement agreed upon.

This mid-point evaluation providesane x cel | ent opportunity to shaj
and development for the remainder of the experience. It can also point out important

issues that are best detected before the final evaluation, such as misinterpreted

expectations or discrepancies in preceptor and learner evaluations. A relatively small

amount of time and effort during the middle of the rotation can dramatically improve the

ultimate satisfaction of the learner and the preceptor.

EEEnd with a Grade

After a great deal of discussion, we have come to the step which we usually think of as
evaluation i the final evaluation. This time, because we began the process before the start
of the rotation and kept evaluation in mind throughout the experience, we are prepared to
provide a high-quality evaluation with less effort.

It is important to schedule sufficient time for a formal, private meeting. Consider setting
aside an hour. A late start and an interruption or two can whittle away a half-hour down to
nothing, and near the end of the rotation, options for rescheduling are limited.

Take the opportunity to complete the evaluation in advance. This allows you time to
carefully refl ect oni hishoeherkeowledgee skilfssattitpdes, f or man c
improvement during the rotation and where there is room for further growth. It is difficult to

do this effectively with the learner looking over your shoulder. Support your evaluation with

specific examples (this is where the notes you have kept can be very helpful). Rather than

just sayhawe & Ypaod rapport with patientso, de
this was apparent. Consider including examples on the written evaluation. This can be very

hel pful in giving the school or program a cl e

Some learning experiences require you to assign a specific grade for the rotation. This can
be one of the most difficult parts of evaluation. Some schools or programs give specific
descriptions of the level of performance expected for a particular grade, which may be
helpful. If you have had several learners for this rotation in the past, you have a useful
standard for comparison.You may wi sh to discuss the | earne
or colleagues who have had experience with this type of learner. You may also want to
contact the person at the school or program who is overseeing this learning experience; he
or she usually has experience with scores of learners and can give you valuable
perspective, advice and guidance, particularly if this is a new teaching experience for you.
It is most important that you be able to justify your final decision based on the actual
performance of the learner.

Your evaluation should be future-oriented. Although this particular learning experience is
endi ng, t h eucaliomand prafassiosal carder will continue long after. Apply
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lessons learned and areas for improvement to future goals and directions so that the
benefits of this experience can continue as long as possible.

The Paperwork

Like many other thingsinlfe and medi ci ne, Altds not mver un
that spirit, we should spend a moment discussing this aspect of evaluation. There are so

many different evaluation forms it is not possible to get specific here, but there are some

important general principles.

The preceptor should become familiar with the paperwork required as early as possible in
the rotation. Review the forms before or at the beginning of the rotation if possible. If you
have any concern or confusion regarding the materials or your role in evaluation, get in
touch with the contact person at the school or program to discuss it. When filling out the
form, you should be prepared to discuss how you arrived at your evaluation with the
learner and/or the school or program. Most of the time this level of discussion does not
occur, but if you are prepared, it means you have done a thoughtful and accurate
evaluation. Specific examples of performance should be considered whenever possible.

Many forms require or request written comments from the preceptor. These can be

extremely useful to the school or program. They can help describe the details of a less-
than-ideal performance and why a particular grade or assessment is warranted. They are
often i ncorporat ed hersummargddecumedts that agetusedtos or o
communicate the | earneros per f oYommaommentst o ot
should be as specific as possible -- describing positive attributes and strengths as well as
reviewing areas for improvement. Both the comments and the other aspects of the form
should reflect the | earneFdéds exampl é¢, | @avefiHoh
performance should be reflected by the use of superlatives in describing the learner and a

description of the areas in which expectations were significantly exceeded.

t
he

Complete any necessary paperwork as promptly as possible. It is surprising how quickly
the memory of a learner and the details of their performance fade as the parade of life and
practice moves quickly forward. Completing the paperwork in advance of your final
evaluation meeting gets most of the work out of the way before the learner has left and
while the experience is still fresh in your mind. You can also reserve the last 10 minutes of
your final evaluation meeting to wrap up any paperwork after the learner has left the room.
Prompt completion of the required forms makes the process much easier, and prevents
follow-up phone calls from schools, programs, or learners asking you to dig out those
papers and send them in.
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Summary

Evaluation is not just something that you do at the end of the rotation. It is not just
assigning a grade or getting some ink down on paper. Evaluation is an ongoing process
that should begin before the learning experience starts and should continue throughout the
entire rotation. Other important teaching skills and tools are vital components of effective
evaluation: setting expectations, assessing the learner, and providing effective feedback.
When integrated into the rotation, the evaluation process improves the quality of the
educational experience and contributes to the satisfaction of the learner and the preceptor.
The G-R-A-D-E approach can help accomplish that vital integration.

Evaluation is not just a grade, but a process for guiding and contributing to the growth and
development of our future colleagues in the health professions.
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Introduction

ATeaching at the bedsideodo is defi ne &ometsnes each
thought to be applicable only to the hospital setting, bedside teaching skills apply to any

situation where the teaching occurs in the presence of the patient, including the long-term

care facility and the office setting.

Teaching at the hospital presents additional challenges and opportunities for the preceptor.
The hospital preceptor is often working with a team of learners and frequently has
inadequate facilities for teaching. On the other hand, the hospital setting also provides
opportunities to expose the learner to a body of knowledge and skills that cannot be taught
the office.

This monograph has been developed to explore issues related to teaching at the bedside
and review teaching techniques and tips for all who find themselves at the bedside with
patients and learners.

The goals for this monograph are to:
1) Review past and recent history of bedside teaching.
2) Discuss the advantages and challenges of teaching at the beside.

3) Explore strategies for improving teaching at the bedside.
4) Review techniques for bedside teaching in the office setting.
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TEACHING AT THE BEDSIDE: Past and Present

The importance of bedside teaching has been discussed throughout the history of
medicine.

Like the modern preceptor, Hippocrates (460-370 BC) was both a teacher and a
practitioner. The first two principles of his Hippocratic method are:

1) observe all, and 2) study the patient rather than the disease. Although his exact
methods of teaching are not known, it is difficult to imagine how the importance of these
principles could be communicated unless patients were present during these teaching
encounters. The importance or observation and considering the patient and not just the
disease are as relevant today and are still best taught in the presence of the patient.

Sylvius (1614-1672), a French practitioner for whom the Sylvian Fissure was named, was
one of the first to record his thoughts on teaching on rounds:

AMy method (is to) |l ead my students by han
themeverydayt o see patients in the public hospi!l
symptoms and see their physical findings. Then | question the students as to what

they have noted in their patients and about their thoughts and perceptions regarding
thecausesofthe i I |l ness and t he (@yquotedin\Whitma, of t r e
1990: 23)

More recently, Sir William Osler (1849-1920), a renowned clinician and teacher in Canada,
England and the United States, became a strong proponent of teaching on rounds and

stressed the importance of teaching at the bedside. | n 1903 he stated, H@AHoO
t he wor k of tchtei csaluéd?e nlthéepraanswer i s, take him
him from the amphitheater i put him in the outpatient departmenti put hi m i n t he
(as quoted in Whitman, 1990: 24-25).He al so expounded that there
teaching without a patient for a text, and th

quoted in Whitman & Schwenk, 1997: 181).

With this historical support for bedside teaching, where are we now? A study in 1964
indicated that less than 20% of teaching on rounds was done in the presence of the
patient. In 1978 a similar study demonstrated a decline to 16% of teaching done at the
bedside. Given the challenges of modern medicine with shortened hospital stays,
increased acuity of illness in the patients and new requirements for oversight and
documentation, it is doubtful that the amount of teaching at the bedside has increased. The

conference roo m, nur ses?o s t ahbve decome the dr ofacto ilodation for
teacher/learner interactions at the hospital.

History makes it clear that teaching at the bedside has been a vital component of medical

training. We should strive to make it as productive and valuable as possible and to convey
the energy and excitement of these past shapers of the profession.
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TEACHING AT THE BEDSIDE: Obstacles to Bedside Teaching

If bedside teaching is valuable and important, why does it appear to be declining? A study
of potential obstacles revealed that time was considered to be the most significant factor
interfering with bedside teaching (Nair, Coughlan, & Hensley, 1998). Pressures to see
more patients, shortened hospital stays and competing demands for increased
documentation are contributing to this decline.

Preceptors may avoid beside teaching because of concern for patient comfort, yet
research has shown that a majority of patients enjoy and benefit from bedside teaching
(Nair, Coughlan, & Hensley, 1997; Simons, Bailey, & Zwillich, 1989; Wang-Cheng, Barnas,
Sigmann, Riendl, & Young, 1989). When conducted with sensitivity and respect, teaching
in the presence of patients can add to rapport and communication. Learners feel that the
bedside is an excellent place to learn a wide variety of skills and often value this teaching
more highly than their teachers (Nair et al., 1998).

Many teachers may feel uncomfortable in the role of bedside teacher. Lack of experience,
unrealistic expectations and discomfort with teaching in the presence of the patient can
lead to a reluctance to teach at the bedside. As will be discussed later, there are
techniques and approaches that help make bedside teaching more efficient, fun and
effective.

THE MANY TASKS OF ROUNDING

The bedside is an important location for teaching, but it is not appropriate for all rounding
functions. There are numerous functions that need to occur during rounds (see Table 1).
Detailed discussion of differential diagnosis or care plan options is best done in a more
confidential location. Administrative details and chart work will go more smoothly in a
comfortable location away from interruptions.

Presenting patients is usually best performed away from the bedside. Presentations done
in the presence of the patient need to be sensitive to the patient and understandable by
the patient. The typical format of patient presentation with its medical jargon may intimidate
or confuse a patient.

Mini-lectures or detailed discussions of differential diagnosis will almost always include
terminology or information that may be confusing or difficult for the patient to understand.

As the attending physician, you will be visiting all patients and this is a prime opportunity
for role-modeling and bedside teaching. Although there is an additional opportunity for
teaching and role modeling in interactions with families, this can disrupt a more formal
planned teaching experience. Judgment is needed on how to incorporate discussions with
family members into teaching.
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Table 1

Tasks on Rounds

Work rounds
Determine care plan
Administrative details/ Charges
Chart rounds
Review and sign notes and orders
Write notes
Teaching rounds
Listening to presentations
Mini-lectures
Teaching interviewing and physical exam skills
Ward rounds
Seeing the patients
Talking to families

TEACHING ON ROUNDS: The Conference Room

Since all rounding functions are not appropriate for the bedside, the conference room or
nurseso6 station i $herearcadwrdagas ang disadvantages to thesude.
of this location (listed in Table 2). There are also specific strategies to get the most from
this teaching.

As stated previously, time is the greatest obstacle to teaching, and if time spent in the

conference room or nursesodo station is not bu
teaching in any other location. It is important for the teacher to direct the focus of the
discussion and keep the flow of the many tasks going.

As teacher you must fulfill two roles simultaneously. While listening to a presentation or

di scussion, you are diagnosing the patAitent 6s

same time also you need to diagnose the learner i his or her strengths, weakness,
omissions and areas for improvement. Recognizing and remembering this dual role is half
the battle. One technique is to take two columns of notes during a presentation. In one
column list diagnoses and issues related to the patient, and in the second column list
issues related to the learner, the presentation, differential diagnosis and care plan. This
note-taking method will facilitate both of your roles as well as providing a record of learning
and patient care issues to address.
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Table 2

Teaching on Rounds
Advantages:
Comfortable/Quiet
Confidential
Time efficient
Good for work rounds, presentation skills and mini-lectures
Team teaching T Pharmacy, Social Work, Etc

Disadvantages:
No patient contact
Relies on presentation/chart

Strategies:
Keep to task and time.
Diagnose the patient and the learner at the same time.
Look for (and capture) teachable moments.
Focus on clinical problem solving.
Keep topics related to current patient care.
Keep learning tools handy and use them.

Carefully noting patient care and learner issues as they arise will also help identify

At eachabl e Altmugheany piece ai information can be presented to a learner at
any time, the impact of this teaching is enhanced if it is relevant to the clinical situation at
hand. For example, the role of magnesium deficiency as a cause for

refractory hypokalemia can be discussed at any time, but when a patient with hypokalemia
is identified, this clinical tidbit is much more meaningful and more likely to be remembered.
A quick note on your paper can help you take advantage of this opportunity.

The conference room is perhaps the best place to focus on clinical problem solving.

Discussion of an expanded differential is best done away from the patient, where it could

be confusing or frightening to the patient. Even if a patient presents with a clear-cut

di agnosi s, the discussi on ®8ychanding aspenthoithec ed by
case, you can exercise the clinical reasoning of the learners and help them to consider a

larger differential. For example, if a patient with an asthma exacerbation is admitted, the

di scussion could be expanded to include pul mo
patientbés | eft cal f Howewmowd thetwhahge ywur differemtialt e nder ?
di agnosi s an dhisaypesof uief discusso™o can add i nterest to

and foster improved clinical reasoning and allow discussion of additional clinical entities.

Use of the conference room or nurseso6 station
use of additional sources of information. Pharmacy colleagues, social workers and nursing

staff can be sources of valuable information and sometimes will attend rounds regularly.

Asking appropriate questions of these care team members can foster an interdisciplinary

approach for the learner. The preceptor can also role model the appropriate use of texts,
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journals and computerized sources of information. A frequent problem with learners is that
they feel they must carry all medical knowledge in their heads, and this modeling can help
foster adult learning and comprehensive care.

Teaching on rounds involves spontaneity. Often one does not know in advance what
issues or diagnoses are likely to arise. No one can be expected to speak
extemporaneously on all possible topics. When an important issue arises that may benefit
from a mini-lecture, reserve some time the next day for a brief review. You may also
assign a topic to a learner to present to the group at your next meeting.

TEACHING ON ROUNDS: The Corridor

It may seem that the corridor or hallway provides a location for rounding functions that are
best not performed in the presence of the patient, while at the same time allowing ready
access to the patient. Many teaching hospital hallways are clogged with clusters of
learners craning to hear a case presentation while straining under a load of charts and
dodging medicine carts and stretchers. At times these rounds can stretch on for hours and
at their worst may be referred to by the
finding related to ascites). At their best corridor rounds remain uncomfortable and at very

high risk for violating the patientsodé confi

Table 3

Teaching in the Corridor

Advantages

Allows ready access to the patient
May be needed as a bridge to bedside teaching

Disadvantages

Uncomfortable and tiring

Many distractions

Confidentiality very challenging

Not a good location for chart rounds or work rounds

Strategies

Limit corridor rounding
Be vigilant of confidentiality

In general the use of the corridor should be limited. While trying to increase your bedside
teaching you may find that brief hallway discussions are necessary, but an awareness of
confidentiality should be maintained at all times.
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TEACHING at the Bedside

Teaching in the presence of the patient has several advantages. The presence of the
patient strengthens the learning possibilities. As opposed to listening to a presentation or
reading off a blackboard, learners have the opportunity to use nearly all of their sensesi
hearing, vision, smell, touchito learn more about the patient and their problems. The
sterile facts and descriptions from a sterile presentation come alive and are tangible.
These characteristics alone can help the learner remember the clinical situation. | suspect
that you might be able to vividly recall certain patients that you saw early in your training:
the first patient you admitted with diabetic ketoacidosisi the fruity smell of the breath, the
air hunger of Kussmaul respirations, the decreased skin turgor. These experiences create
hooks upon which a great deal of clinical learning can be hung for long-term storage and
ready recall.

The presence of the patient allows for clarification of the history and physical. The case
presentation is the result of a great deal of processing and interpretation by the learner.
The bedside visit allows the teacher to clarify and confirm key aspects of the history and

physica. Was t he presentation of the characWNaseri sti

an abdominal bruit present in this patient with a hypertensive emergency? Confirming this
data is cruci al to patient care and al so
clinical skills if performed in their presence.

Bedside teaching is very well suited for using role modeling as a teaching technique.
Although it is possible to describe and discuss how to ask a question well or how to

prov

demonstrate sensitivity to a patientds comfor

demonstrate those skills and techniques in front of the learner. The learner may be more
apt to do as you do than as you say, and the positive results from good rapport and
technique speak for themselves.

There are some perceived disadvantages of bedside teaching. There is no question that it
takes more time. Given how effective it is as a teaching strategy, how can you find time to
teach at the bedside? One strategy is to avoid duplication. If an issue related to the history
or physical exam comes up in the conference room, save that time for a bedside visit. If
you are going to see a new admission after the conference room session, bring at least
one learner with you. We will discuss more strategies on how to incorporate bedside
teaching into a busy day in a later section. The truth remains that if you want time to do
bedside teaching, you will need to actively plan for it.
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Table 4

Teaching at the Beside

Advantages

Strengthens learning

Allows clarification of history and physical in the presence of the learner
Allows teaching of history and physical skills

Allows role modeling

Disadvantages
Takes time
Potential patient discomfort
Requires specific skills and techniques

Strategies
Go to the bedside with specific purpose.
Teach history and physical exam skills.
Teach observation.
Maintain a comfortable and positive environment for the patient and the learners.
Everyone should feel better after.

A concern for patient comfort is often expressed when discussing bedside teaching.
Several studies have shown that a majority of patients enjoyed the experience and felt that
they understood their problems (Nair et al., 1997). It seems certain though that patient
comfort is dependent upon what is done at the bedside and how it is done. Table 5 lists
several strategies to foster patient comfort during bedside teaching (Weinholtz & Edwards,
1992).

Table 5

Patient Comfort Issues

Provide advance notice of visit.

Limit length of time for patient comfort.

Explain all examinations and procedures to the patient.

All discussions and communications should be explained and understandable to the
patient.

Avoid or modify presentations at the bedside.

Visit the patient after rounds to answer questions and thank him/her.

If possible, one should provide the patient with advance notice of a bedside visit with a
brief discussion of its purpose and what to expect. The time spent at the bedside should be
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limited, probably to a maximum of 15 or 20 minutes. The teaching session can be very
tiring for the patient, especially since hospitalized patients are more acutely ill now than
they have been in the past.

All procedures that are to be performed should be explained to the patient, even
something as simple as a heart exam. In addition any discussion or communication about
the patient should be understandable by the patient and should be explained to the patient.
For this reason, one should avoid presentations at the bedside. Presenting about the
patient in the third person can be demeaning and confusing for the patient. Extensive
theoretical discussions may be very difficult to explain to the patient.

The bedside is an excellent place to teach history taking and physical exam skills. An
additional skill t hat I's often neglected 1is
illness, disease, or response to being hospitalized may often be found in the room or at the

bedside. Snacks on the diabet i c logastreaked dpdusn inbtleed si d e
emesis basin of a patient with cough and weig
the bedside table can shed important light. The bedside visit is the time to teach and

practice careful observation.

Bedside teaching is more efficient and effective when done with a specific purpose in
mind. Use the list you created in the conference room to identify the issues you wish to
review with the patient or physical exam findings you wish to confirm. What teaching
opportunities are presented? Limiting the focus of the bedside visit will help control the
time spent and make the visit more efficient.

After the teaching session is concluded, a learner or the teacher should return briefly to
see the patient to answer any questions that may have arisen as a result of the visit and to
thank the patient for his or her time and assistance.

It is important to maintain a comfortable environment for all participants. As discussed, the
patientds comfort L e aa ncemfcstéimpatannteoi Tthecbedsidei o n .
visit is not the place for pointed questioning or criticism of learners. This should be a place

for positive learning. By the same token, the preceptor should feel as comfortable as

possible in his or her role as bedside teacher. Avoid teaching topics that you are less
comfortable with. Use the skills and attitudes that come naturally to you most often, and
gradually hone and add new skills with repeated visits to the bedside. It is said that an

episode of bedside teaching is successful only when everyone involved feels better

afterward 7 patient, learners and teacher (LaCombe, 1997).
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BEDSIDE TEACHING: Getting Started

At this point we hope that you see the unique value of the bedside as a site for teaching. If
you are already doing some bedside teaching, we hope that you have inspiration and
ideas on how to improve your teaching. If you do not already do some bedside teaching,
the primary obstacle is getting started. Do not set unrealistic expectations. You may not
have the luxury of a full half-day spent moving from one stimulating clinical case to another
accompanied by a group of enthusiastic and appreciative learners. The key to doing more
bedside teaching is to start small.

First, budget some time for going to the bedside. Find a time when you are going to see a
patient anyway and make this a teaching visit by bringing one or more learners and
entering the room with a purpose. Even if you can only do it once or twice a week, you
have opened the door. This may add a little time to that normally spent with the patient, but
could provide a significant learning experience.

You may look at your patient list and feel that there are no interesting teaching
opportunities. Diagnoses that seem old hat to you may be new for your learner. All
patients, whatever their diagnoses, have histories and physical findings. A review of a
good normal exam can be valuable from time to time, and physical findings that are not
related to the diagnosis could be exciting for a learner (such as a benign seborrheic
keratosis, a torus palatini, or an accessory nipple). More routine cases are a good time to
strengthen observation skills. There is teaching and learning in any encounter.

If you are working with a team of learners, you do not need to have the entire team with
you to do bedside teaching. Take one learner with you to see a new patient whom he or
she has admitted. Ask another learner to accompany you when you need to discuss a
case with a family after rounds are completed. These less formal instances are still
bedside teaching and can be very valuable.

All the responsibility need not fall to you alone. Get your learners involved in selecting and
presenting patients. Inform learners that they will be asked to point out three physical
findings on a patient on bedside rounds the following day. Inform a skilled learner in
advance that you would like him or her to demonstrate a specific technique at bedside
teaching rounds. Have learners select the focus for a bedside visit or conduct a bedside
visit for their peers.

In modern medicine we are less reliant on our physical exam skills, and as a result they
are less finely honed. Bedside teaching is an opportunity for the preceptor to focus more
energy on these clinical skills. It may require some brushing up, so start small. Select an
area of interest and read a little. Dust off your medical school text on physical diagnosis
and stash it at the nursesd station or
reference. Some additional focus and bit of practice will polish up those skills quickly.

Table 6
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BEDSIDE TEACHING: Getting Started

Budget time for bedside teaching.

Start small.

Use the material you have.

Involve learners in bedside teaching.

See one or two new admissions at bedside.
Review your own physical exam skills.

Have references on H&P skills readily available.

TEACHING AT THE BEDSIDE: The Office Setting

There are significant opportunities for teaching in the presence of the patient in the office
or ambulatory setting. In the typical interaction, the learner sees the patient first, presents
the patient to the preceptor outside of the exam room and then both return to the room to
complete the visit. One can vary this order and all of these components allow chances for
bedside teaching.

Although typically the learner sees the patient first, seeing the occasional patient together
can allow an opportunity for significant role modeling. Although shadowing is usually
considered a technique for early learners, it may be judiciously employed with more
higher-level learners to demonstrate advanced techniques of managing the visit, advanced
guestioning and dealing with multiple problems presented by the patient. The outpatient
preceptor can often predict the challenges that certain patients will offer and can discuss in
advance the goals and strategies planned for the encounter so that the learner can be
actively analyzing the interaction.

As discussed in rounding techniques, it is possible to have the learner do his or her
presentation in the presence of the patient. This technique requires some preparation. The
learner should already be fairly adept at presentation and should be informed in advance
that this technique will be used. He or she should be encouraged to use terms that are
likely to be understood by the patient. The patient should be instructed to be an active part
of the presentation, clarifying or correcting parts of the presentation as appropriate.
Presenting at the bedside requires careful patient selection, but can be an efficient, useful
and enjoyable technique.
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Table 7

OUT-PATIENT BEDSIDE TEACHING

HISTORY TAKING
Advanced shadowing.
Select patient in advance.
Discuss anticipated issues and planned technique.
Instruct learner to be active observer and to critique the visit.

PRESENTING IN THE PRESENCE OF THE PATIENT
Learner should be skilled at basic presentation.
Inform learner in advance.
Learner should use language understandable to patient.
Patient should be actively involved in clarifying or adding to
presentation.

THE VISIT WRAP-UP
Allow learner to ask additional questions or clarify points.
Review physical exam and teach techniques.
Learner provides medication instruction and patient education
to patient.
Role model the clinician/patient relationship.
Thank the patient for his/her time and teaching.

Returning to the room to complete the visit invites the use of a variety of techniques. The
learner may be given the opportunity to ask additional questions or clarify points that arose
in the discussion of a presentation. This allows the preceptor to observe immediately how
the learner responds to feedback and advice. Role modeling the doctor/patient relationship
is a valuable component of the wrap-up portion of the visit. The learner can be given the
opportunity to provide medication or patient education, allowing the preceptor to observe
these skills. As at the bedside, it is important to thank patients for their help and their
contribution to teaching.

Summary

Bedside teaching has a long and venerable history and with good reason. Teaching in the
presence of patients provides unique and valuable opportunities to integrate the
knowledge and skills of medicine for the direct benefit of the patient. The teacher is able to
role model skills and attitudes which are vital, but hard to communicate with words.
Modern medicine has placed additional demands on all parties involved, but that is
insufficient reason to abandon a teaching tradition that spans several millennia. We must
renew and increase our efforts to pass on this tradition of medical education.
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Introduction

Every physician has a unique style of interacting with patients and every clinical instructor

has a distinctive style of teaching. Ther e i s no one #Arighto way to
similarly, in teaching there is no single preferred style. Clinicians and clinical teachers both

can vary their styles based on individual situations.

The purpose of this monograph is twofold. It will help you recognize your preferred style(s)
of interacting with | earners and provsoth&# a t o
you may more easily match your teaching techniques to their needs and preferences.

At the end of this module, you will be able to:

1) Determine your teaching style preferences by use of the teaching style
guestionnaire.

2) Describe the characteristics of adult learning.

3) Discuss how each style influences assessment and teaching of knowledge,
attitudes and skills.

4) Develop a strategy for using a learning style questionnaire in your teaching.

A large body of literature and numerous theories on teaching styles and learning styles
exists. We hope that this brief introduction and simple assessment tool will help you
recognize more quickly the learning styles of those you teach and more readily adapt your
teaching style to encourage professional and personal growth.
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Teaching Styles/ Learning Styles

We all have preferences or ways of doing things. Some appear to be genetic, such as left-
or right-handedness. Others are based on our previous experiences and often are based
on the inclination of those who taught us. Preferences can be modified to meet the
situation and adapted when necessary to provide a better outcome. Tennis players can
modify their serve and volleys in response to the strengths and weaknesses of their
opponents. The clinician often will change his or her style based on the characteristics and
needs of the patient.

Clinical teaching is much the same. Our preferred teaching style(s) might be based on how
we were taught. Even these may be modified by our successes in teaching or adapted to
meet a particular situation. Our learners have preferences, too. Experiences from their pre-
clinical and clinical training have influenced their attitudes and approach to seeking
knowledge and skill. These can vary dramatically among learners. Fortunately, they too
are able to change and adapt. An important initial step is to determine both the preceptor
and learner styles.

TEACHING STYLES: Self Assessment

Before we discuss some aspects of teaching and learning styles, take a moment to
complete the Teaching Styles Self-Assessment (found at the end of this module). Each
item is a statement from a preceptor to a learner. As you read it, consider how likely you
would be to use this style in your teaching. Focus more on the manner in which the
guestion or statement is given and less on the content. Indicate on the scale your
likelihood of using this style of question or statement. There are no right or wrong answers
i only preferences.
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TEACHING STYLES: Andragogy vs. Pedagogy

One way to look at teaching and learning styles is to consider differences between adult

learning (andragogy) and child learning (pedagogy). The term Apedagogyo ha
been used to apply to all teaching. Andragogy was introduced to highlight the differences

between learning and teaching in adults and children (Whitman, 1990). Characteristic of

each are described in Tablel.

TABLE 1: Pedagogy and Andragogy Contrasted

Pedagogy Andragogy
Conlcept of the Dependent Self-directed
earner
Focus of learning Foundation Application
Learning orientation | Knowledge for later Competency today

Role of teacher Director/ Expert

Facilitator/ Resource

The pedagogical style is teacher-centered: the teacher decides what is taught and how it is
taught. As a result, the learner is dependent on the teacher for everything, direction and
content. The focus of learning is to build a foundation of knowledge that may be useful

later.

Andragogy or the adult learning style is learner-centered, where the learner takes a more
active role in directing what they need. The focus of this learning is more on application of

knowledge and the development of competency in skills for immediate use. T h e

teacherd

role is more as a facilitator of learning and a resource to the learner. Adult learners take

responsibility for their education.

There are situations where each style is effective. At times, the teacher should take control
of the learning situation to ensure that the learner has a solid base of knowledge for future
use. At other times, learners must be encouraged to assess their own needs and direct

their learning.

Essentially all of the learners in clinical situations are technically adults, but are they all
Aadul t | Gneaoftheemmaim oharacteristics of adult learning style is motivation. Most
learners come from systems where the motivation and rewards for learning are external,
such as grades, honors, etc. For adult learners, the motivation becomes internal, where
the value and usefulness of the knowledge or skill are more important.

88



In the following questions from the Teaching Style Self-Assessment, decide which learning
style is reflected in each question:

Question 1: AWebve got a few minutes now &

This statement indicates a teacher-centered approach, using available teaching time
where the teacher selects the topic and mode of teaching.

Question 2: AWhat are the seven causes of

This style asks for a listing of seven specific causes of a medical problem. The implication
is that the learner will recite these from memory, a type of inquiry used in a pedagogic
style.

Question 3: A i s an Readphschapenso an d

that you wil/ know more about i1t.o0

In this example, the teacher determines the subject matter and the material and mode of
learning.

Question 4: AWebve gWwhat fWewl thi potuebi kewéo

The preceptor allows the learner to determine the content of some teaching time and
implies discussion rather than a more formal talk or lecture T a more andragogic approach.

Question5:i We saw two pati ent s Whatuséful things did t

you | earn and what questions remain?o

Here the preceptor asks the learner to assess what he or she had already learned about a
clinical problem and to determine what additional learning was needed 1 an adult learning
style.

Question 6: ALook carefully at your knowl e
me know tomorrow what needs improvement and how we can work on that over the
remaining three weeks. 0

An even more in depth self-assessment is asked of the learner and significant
responsibility for directing learning is offered.
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Look and compare your responses from your Teaching Style Self-Assessment.

You may notice that your answers do not fall neatly into one category or other. Your
preferences may be an even mixture of both styles. As we have discussed, there is no
right or wrong teaching (or learning) style and a variety of responses can indicate flexibility
and comfort in a variety of areas.

How can you use information from the questionnaire? As an adult learner, you have just
evaluated your preferences. Why you are more comfortable with one question style than
another? Are you able to use both the adult and the pedagogic style as the situation
requires? By comparing your style with the preferences of the learner, you may find
specific areas where you wish to adjust your usual teaching techniques. A version of the
guestionnaire for learners (the Learning Style Self-Assessment Tool) has been provided
for this purpose. This will be discussed more fully later in the module.

{LINK to Learning Styles Assessment Tool]

KNOWLEDGE, ATTITUDES and SKILLS

Knowledge, attitudes and skills are the content areas needed to produce a well-trained
professional. As a clinical preceptor, you must first assess the learner in these areas
before beginning instruction (Whitman & Schwenk, 1984). Much of our insight into these
areas comes from our questioning and interaction with the learner. The Teaching Styles
Self-Assessment Tool examines these areas.

Assessing Knowledge

Asking questions is the wusual w@Quk(1994) measur e
suggests that the mode and manner of questioning reflect four different teaching styles.

See Table 2. The teacher-centered Assertive approach is characterized by direct

guestions and answers, which relay information. Closely related is the Suggestive style,

where the teacher offers opinion, practical experience and suggests alternatives often by

relating personal experience. The Collaborative method moves toward being learner-
centered with acceptance and e x p latbeticasharing af o f
experience. The mode most learner focused is the Facilitative, where the exchange

extends beyond the clinical content to the feelings of student and preceptor.

Table 2: Teaching Styles

ASSERTIVE SUGGESTIVE COLLABORATIVE FACILITATIVE
Gives Suggests Elicits/ accepts learner Elicits/ accepts
directions alternatives ideas learner feelings
Asks fj'rECt Offers opinion Explores learner ideas Offers feelings
guestions
Gives Relates personal | Relates personal
. , experience experience Encourages
information )

(model) (empathize)
Uses silence
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See if you can determine which style each of the followings questions characterize.
Question 7: AWhat iIs the drug of choice for
This question reflects the Assertive style, asking for very specific information.

Question 8: AAmoxicillin is an option for tha
resistance patterns have made trimethoprim/s ul f amet hoxazol e a better

This is a Suggestive statement: the information given is provided as opinion more than fact
and experience is offered to back it up.

Question 9: AHow did you arrive at that diaghn

Que st i on Sdyourwoiki@ddiagnosis for this patient is . What
would you recommend for treatment and why?0o

Both Questions 9 and 10 are Collaborative: th
decision. This is a very useful assessment technique as it allows the teacher to assess not

only the answer itself as right or wrong, but the process by which that answer (whether

correct or incorrect) was arrived at.

Question 11: -rajwasaotmal?Wo wlhe txhat change your di :

This technigue varies a clinical situation in
knowledge.

Question 12: fAMr. Clyburn shared some #owf fi cu
did that make you feel ?0

This question reflects the Facilitative style, discussing the feelings elicited in a patient
encounter, and asking more about attitudes than knowledge.

Review your responses to Questions 7-12 on the questionnaire. Are there styles that you
prefer and feel more comfortable with? Are there techniques that you would like to
experiment with more to expand your repertoire? Trying new styles can help keep teaching
fresh and rewarding.
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Assessing Attitudes

Determining the | earnero6s profesé#ftaskknal atti tu
Learnersodo attitudes ar e ge nWhitmah& $chweekf1b8d)ct ed b
but discussion of these ideals and opinions should also be encouraged. The Teaching

Style Assessment Tool can be used to assess the attitudes of the learner.

One type of attitude is feelings. You will recall that Question 12 was discussed in the
preceding section. Exploration of feelings is a part of the Facilitative teaching style.
Understanding and processing the multitude of feelings that occur as part of health
professions training and practice is an important component of teaching and learning.

Look back at your response to Question 13: AT
approach that ethical situaton.What do you think you would do?:
from time to time in practice, and preceptors and learners may vary in their comfort in
discussing them.

Question 14 al so examines the | earnero6s a [
dealing with this patient. What Obuttonsd do you think th

y o ulPi®a high-level skill for the clinician to be able to comfortably self-assess an

unexpected emotional reaction to a patient.

ttit
i s s

Teaching professional attitudes involves more than an occasional discussion. Just as the
behavior of your learners most accurately reflects their true belief and attitudes, your own
professional behavior is the strongest message your learners will receive.

Whitman and Schwenk have suggested four behaviors, which can positively influencing
the professional development of your learners (Whitman & Schwenk, 1984).

1) Be capable: Demonstrate your belief in competency and excellence in providing
the best possible care to your patients. By demonstrating the highest quality of
patient care, you will help promote a similar value system in your learners.
2) Be sensitive: Demonstrate sensitivity to patient concerns as well as to the anxiety
and needs of the learner. Learner sensitivity to patient issues is best promoted by
the preceptordés visible sensitivity to pat
3) Be enthusiastic: Share your enthusiasm for patient care, teaching and learning 7 it
can result in more enthusiastic (and fun) learners. Learners respond most to
teachers who demonstrate a genuine interest in them and in patient care
4) Be yourself: Demonstrate your approach to patient care and honestly dealing with
the uncertainty and ambiguity of clinical care. Be willing to share how you deal with
the uncertainties and chal [Odngeas tthleatwoa ldls ,
knowo are the best answer.
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Preceptors and learners may vary in their comfort and willingness to explore the emotional
aspects of clinical care and the attitudes that underlie them. The Teaching and Learning
Self-Assessment Tools may help you determine where there is mismatch and when more
careful attention is needed.

Assessing Clinical Skills

History taking and physical exam skills are vital tools of the well-trained clinician, yet
providing appropriate supervision and feedback can be very challenging in the busy clinical
setting. Direct observation is an important aspect of training. The title of an article by
George Engel (1982) summarizes it well A Wh a t
instruments as medical students are taught to
Not all preceptors and learners are comfortable with direct observation. Your answer to
Question 15 (Al d&m going to watch you intervie
attitude towards direct observation. Whatever your response, it will probably not match all

of your | earnerds preferences.

Teaching clinical skills and procedures is a challenge. It is difficult to know how much

latitude you can give the learner while insuring the quality of patient care provided.

Whitman and Schwenk (1997) provide a useful m
do one,teachone 6 mod el

1) Demonstrate the skill, providing an opportunity for the learner to observe.

2) Supervise the learner who now is given the opportunity to practice the skill under
your watchful eyes.

3) Monitor the learner, giving him or her the opportunity to perform the skill with as
little interference from you as possible, taking into account the need to do no harm
to the patient.

4) Assist the learner, giving him or her the opportunity to perform the skill without you.
You might discuss the procedure in advance and debrief afterwards, and be
available, but not necessarily present, during the procedure.

Advancement from one step to the next is not contingent on an arbitrary number
performed, but on demonstration of competence and skill at the current level.

Look again at Questions 16-18 in your The Teaching Styles Self-Assessment Tool. Your

response to these questions can give you some measure of your comfort with allowing

|l earners to do procedur es -@podsofskilloecpmpetence. t he |
As expected, these responses will vary from preceptor to preceptor.

The comfort level of learners can also vary significantly. Learners, who indicate a high
level of comfort in their answers, may be highly skilled in clinical procedures or may have
an unrealistic estimation of their skills. On the other hand, learners may underestimate
their clinical skills and may need coaching to build confidence.
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Il n general, | earnersdé skills should be direct
learning-styles tool can help point out strategies to build appropriate self-assessment and
skill.

Personality Preferences and Teaching Styles

Volumes have been written on personality types and preferences. The topic is too vast to
go into great detail here. Nevertheless, we have all experienced variation in the
temperament or personality of the learners with whom we share our offices. There is the
gregarious and outgoing learner who seems more comfortable and at home in our office
after two days than we are. On the other hand, there is the quiet and introspective learner
whose excellent knowledge base and abilities needs to be carefully drawn out. There is the
quick-thinking learner who seems to relish the challenge of being put on the spot with
guestions in the hallway or the more cautious learner who prefers a chance to process a
guestion overnight and provide a comprehensive answer in the morning. Of course, the
true spectrum includes every variation in between.

The final four questions (Questions 19-22) in the Teaching/Learning Styles Self-
Assessment Tool can give you insight into your own preferences and those of your learner.
Recognizing your own characteristics and style is important in that there is a natural
tendency to presume that others will have similar preferences. Reviewing the reported
preferences of your learners can help promote their comfort in your office and allow you to
more quickly respond to their personalities.

Using The Teaching/Learning Style Assessment Tools

Two versions of the Assessment Tool are provided. The preceptor should complete the
Teaching Style Assessment Tool before beginning the module. Learners should finish the
Learning Styles Assessment Tool on the first day before the orientation to the office.

At the beginning of the rotation,ther e i s often a fAfeeling outo p
and the preceptor adjust to each other Thend | e
Learning Style Assessment Tool can facilitate this process. Completing the form early in

the rotationwillmor e accur ately reflection the studentod
answers may be influenced by their observations of your style.

Once you have t he | eaasessmentdosm, comparg it veth yout owe | f
completed self-assessment. Where are the similarities and differences? It is not expected,
nor is it wise, for you to adjust your style to completely match that of the learner. The

learner, who has a strong preference for teacher-centered learning, needs

encouragement, guidance and the opportunity to develop a more learner-centered style.

The learner reporting comfort with performing new techniques and procedures may need
closer monitoring to assure that his or her confidence is backed up by appropriate skill.
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Consider showing your self-assessment to the learner. This promotes a collaborative
approach to addressing style differences. The end result of this mutual self-assessment
can be recognition of the strengths of the learner and the teacher and expansion of each
per sono6s r styleseand peefererees toftheir mutual benefit.

SUMMARY

We all have natural preferences and styles that suit our personalities and experiences.
One of the challenges of teaching health professions learners is that we place ourselves in
a close working relationship with learners who have different styles and preferences.
Thoughtful self-assessment of our styles and preferences and identification of the
preferences of our learners will allow both preceptors and learners to stretch their abilities,
resulting in improved clinical and professional skills.
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Introduction

The vast majority of learning encounters proceed smoothly with significant benefit for the

learner and often a sense of reward and accomplishment for the preceptor. On occasion,
however, there is a learning situation where things do not run smoothly. This is usually the

result of many different factors involved in the interaction of individuals in a complex
medical educational system.

The truth is that the vast majority of times things go just fine. An additional truth is that
somet i mes Walope thatahis énonograph will help prepare you to prevent
potential problems and to deal more effectively with problems when they occur.

The goals of this presentation are to:

1) Review a strategy for the prevention of problem interactions.

2) Help you to develop skill in the early detection of potential problems.

3) Introduce you to an organized approach to the assessment and initial management
of challenging teacher/learner interactions.
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Dealing With The Difficult Learning Situation: Prevention

The ol d adage fian ounce of peoeviesntasont riue worr tc
teaching as it is in clinical medicine. It is generally much more efficient (and pleasant!) to

prevent a problem than to manage the negative impact once it has occurred. Approaches

to prevention in teaching can be divided into the categories of primary, secondary and

tertiary prevention (Table 1). In medicine, as in education, there are different kinds of

prevention. For primary prevention the goal is to totally avoid the problem before it occurs.

In secondary prevention the goal is to detect an issue early and act decisively in order to

minimize or eliminate the effects. Tertiary prevention is the management of existing

problems in order to minimize the negative impact of those problems. Each level of

prevention has its own characteristics and strengths.

Primary Prevention

As in medicine, the prevention of problems or issues before they occur is the ideal.

Fortunately there are several strategies that can help prevent difficult teacher/learner

interactions. Many of these are related to issues of expectations: those that the school or
program has for the experience, the | earneros
expectations for the | earnerés role and behayv

As the preceptor,youshoul d know t he school s specific ex|]
experience. Sometimes they may be non-specific and allow the preceptor a large degree

of latitude in structuring the experience. At other times, the school may be very specific in

the learning objectives that they have for the learner. You should know any specific

expectations before agreeing to teach the rotation and then review them at the beginning

of the rotation with the learner.

An important step is a detailed orientation of the learner and a part of this is to make
YOUR specific expectations known to him or her. What time does he/she need to arrive?
What are the night-call and weekend expectations? What format do you prefer for written
notes and case presentations? What is your dress code? These and many other issues of
value to you could vary significantly from site to site and should be specifically addressed
with the learner from the beginning. A clear understanding of your expectations and goals
can help the learner adapt to your environment and avoid significant problems.
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Table 1

Prevention

PRIMARY: Prevent the problem before it occurs.
Know the course expectations.

Orient the learner well.

Set clear expectations and goals.

Reassess mid-course.

SECONDARY: Early Detection

Pay attention to your hunches/clues.

Dondt wait.

Initiate SOAP early.

Give specific feedback early and monitor closely.

TERTIARY: Manage a problem to minimize impact.

D o nb& & martyr.
Do not give a passing grade to a learner who has not earned it.

Determine the | earnerods goal s

| f it ainodt wor kino. .. SEEK H

Learners also bring their own expectations to a rotation or learning experience. They may
expect a certain level of responsibility or be counting on clinical experiences that are not
available in your practice situation. Detecting any mismatches early can allow you to
inform them or negotiate options before problems develop. By the same token, knowing
ethsarhose and

t he

|l earnerso individual desires,

successful experience forthem.( See PDP monogr aph
information.)

on

ASetting

Even if a good orientation and discussion occurs at the beginning of the rotation, new or
unanticipated issues can develop for the preceptor and the learner once the rotation is
underway. A formal opportunity to sit down together halfway through the rotation creates
an opportunity to reassess and refine goals and expectations for both the preceptor and
the learner and can set the stage for an even smoother second half of the experience. For
more informationonamid-r ot ati on eval uati on,

Ma Kk i

ng it Worko.)

Ssee

t he
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Secondary Prevention

If primary prevention has not succeeded then early detection of problems is essential. The
parallel with medical practice continues. The clinician wants to detect a clinical problem as
soon as possible. Early identification of a clinical issue can make treatment and elimination
of that problem much easier. Mammography, Pap smears or blood pressure screening can
help identify medical problems early and allow them to be managed more simply and
effectively in order to reduce the negative impact on the health of the patient. In some
situations early detection allows for a problem to be eradicated. Even if the problem cannot
be eliminated, early detection can reduce the negative impact of the problem.

Just as early detection is key in the management of medical problems, it is crucial in the
effective management of difficult teacher/ learner interactions. Identifying educational
problems early facilitates early intervention and a better outcome. Even if an educational
problem cannot be eliminated, early detection can help minimize the negative impact on
you, your staff, your patients and the learner.

The Secondary Prevention (outlined in Table 1) depends on maintaining an awareness
that things can go wrong. Community-based teachers of health professionals are often
optimists in dealing with their learners. They have come to expect high quality learners that
they are able to interact with in a positive and pleasant way. As a result, early warning

signs of difficult interactions are often ign
other circumstances. It is crucial for the teachertopayc| ose attention to th
or feelings that things may not be quite right.

Addi ti onal Aiclueso can come from t hd&orcomment s

example, when a staff member who has previously interacted well with other learners

begins to comment negatively on the current learner in the office, this could be an
importantwarningsign.Every Ared f | ago shauldbeevaleated yusthsl ow f |
attention should be paid to every abnormal Pap smear. Not all will reveal an underlying

serious problem, but serious problems could be missed if you are not systematic in looking

at these warning signs as a potential indicator of significant issues.

Do not use fAiwait and seeo0 as t h&ouomaylwgnttway t o
bide your time and to sit back and observe.fi We |l | , maybe this is a pro
first week and wedlvéel Ibejewns tk i wmaAn extiuseffomosepacekw h i | e .
leads to another and before you know it the problem has grown or it is near the end of the

experience and there is no time to intervene. In the community educational setting you

must examine and address potential issues as early as possible due to the limited time of

thecontactt iWait and seed can bieasboot sdudationaberpdriericen e f f e ¢

Plan to institute an organized assessment of a potential problem situation early. Later in
t he monograph we wil|l introduce a ASOAPO met h
The earlier you begin looking critically at the situation, the more likely it is to succeed.

Not all situations require an immediate full assessment. When a problem appears minor,

the preceptor can give specific feedback on the issue to the learner and then to watch
carefully to see if that feedback is acted upon.
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The following example may illustrate this:

A third year medical student is beginning a clerkship in your office. During the first
week you have noted that the learner takes a much longer time in evaluating
patients than previous students. It is early in the third year and the student has had
one clinical experience in the hospital setting only. You arrange a feedback session

where you review the | earnerodés performance

specific suggestions and instruction in time management with patients. You monitor

closely the | earnerodés performance for the
The above i s a Ydushave ideatiigd a grobkere lsehaviar and have made a

simple intervention to determine if this problem exists. But you have not formally assessed

it. The key step is the follow up: monitoring closely for a limited time. If there is no longer a
problem, then only continued monitoring is needed. If the problem behavior continues,

then a very careful assessment needs to be made as soon as possible. Note that this is a
very different st r a# brighactife intereentiorwisamatle aadra driefs e e 0 .
period of observation follows. The chance of problem issues slipping through undetected is
minimized. The judicious use of quality feedback and close follow up is invaluable.

Tertiary Prevention

Sometimes in education as in medicine a significant problem can arise despite the best
efforts and intentions of the preceptor and the school. Preceptors often see it as a personal
defeat or failure if they are having a problem during a rotation. Nothing could be further
from the truth. Course directors know that there will be an occasional difficult situation and
are prepared and waiting to assist you. Seek help early and discuss your concerns with
someone who will understand.

Avoid the temptation t o sThereareidWealcdupleweekd | | us't
| e fThis dpes nothing to alleviate the negative impact of the problem on you, your staff

and patients and does not help the learner. If you have been trying all the tricks and

techniques that you know and are still not making any headway, then it is time to get help.

You do not need to be a martyr. Preceptors often feel that they have made a commitment
to work with the learner through the entire rotation or experience no matter what. When a
situation is having a significant negative impact on your staff, your practice, your patients
or your family, it is important to recognize it and to seek help in managing it. You are more
valuable to the school, your profession and future learners if you seek help early rather
than burn out over one bad experience.

It is important not to give a passing grade if you do not feel the learner has earned it. One

of the characteristics of a profession and a professional is self-governance. You have a

duty to prevent someone who may not be able to serve the profession well from being

passed along without important issues or concerns being addressed. Communication of

your concerns is important. A call to the course director or other contact person for the

program can help you decide an appropriate course of action and will communicate your

issues to the educational program. Some grade choices may be available, suchasfi L o w
Passo or Al ncompleted, which wildl require f ol
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programorschool. Pl ease give the grade that was earnec
performance and abilities are accurately reflected.

Prevention i A Summary

Many potentially difficult situations can be prevented by using the sound educational

techniques of setting expectations and feedback and thoughtful on-going evaluation. Other

issues can be detected early by being alert for and paying attention to the hunches and

clues that may indicate a subtle or developingissue. At ti mes, despite ever
intentions, a significant problem may occur and careful management is required. The next

section will outline a strategy for the assessment and management of the problems you

detect.
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DEALING WITH THE DIFICULT LEARNING SITUATION:
SOAP - An Approach to Problem Interactions

So you have paid attention to early warning signs and despite your best effort at primary
prevention you think t heraegin?\We reaommend&3OARMe How
format. This approach, adapted from Quirk (1994), is outlined in Table 2. In a step-by-step

fashion, it allows you to gather basic data, make objective assessments and develop a

differential diagnosis and plan of action. We will now examine each step in detail.

Table 2

SOAP - An Approach to Problem Interactions

Subjective
What do you/others think and say?

Objective
What are the specific behaviors that are observed?

Assessment
Form a differential diagnosis of the problem.

Plan
Gather more data? Intervene? Get help?

Soap -- Subjective

In assessing a potentially difficult preceptor/learner interaction, the subjective is usually a

Achief c\Whapwasitthattmade you consider that there may be a problem with

this interaction? Often the first indication that there may be a problem is when a learner is

Al abel edd by you or Wheme@ané¢ eiam ngoul sofdfeisce.i be
Auni nt eff@ersdreyd, @ étazy this can be an indicatioc
needs assessment.

Once you have a fAchief compl ai nt 0Whatdoetherst he h
in the practice think of this learner and his or her performance in the office? When office

staff has had experience with several learners, they can be insightful assessors of

l earner sé i nt keearpeeswil atenadt diffedently téwards staff or patients

than toward the preceptor who grades them. As a r e s u |sbbsgrvations maytnat f f 6
completely match your experience. Obtain data from all readily available sources and then
determine if a pattern of behavior exists.

Another source of data is the learner. Are they aware that there is a problem or potential
problem? A simple question about how they feel things are going may reveal that the
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learner is aware of an issue and is working to remedy it. For example, a learner who has

been 20 minutes | ate to the office twice in t
with the rotation?| 6 ve noticed that you have been | ate
w e e kThedlearner apologizes and reports that the clock radio they brought is not working

and they plan to buy a new alarm clock after office hours today. Awareness of the issue by

the learner is an important step in improving a problem behavior. Lack of awareness may

indicate a more significant concern and/or the need to be more directive.

These | abels and i mpressions s houthaproblent
Just as Afevero is a symptom of an wunder
may just be symptoms of a more specific
practice, it is important not just to recognize and treat symptoms, but to determine and act
on an appropriate diagnosis. More specific information will be needed.

C — T

Soap -- Objective

Once information is available on a general pattern of behavior or a general description of a
pattern of interaction, it is essential to then identify and list specific instances of behavior to
try to document the issues. It is very important to be able to describe specific instances of
behavior to the learner. The learner who is unaware that his or her actions or attitudes
trigger a concern may have difficulty reviewing his or her performance to determine exactly
what behaviors or episodes are responsible. You will need specific information to intervene
effectively.

The following are examples of specific behaviors that you might list:

AMore than 20 minutes | ate to the office o
week. O
AVisit Thursday morning with Joe White:
patient with a cold. o

ASpoke harshly to receptionist wheés rmestkiummg
visit.o

AUnable to recal/l i nformation on sympt oms
reviewed it on Tuesday at |l unch. o

Having a list of specific behaviors and specific instances of behavior (preferably written
down) will be extremely important in helping you make your assessment of the nature of
the problem and later decide on and initiate your plan of action.
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Soap -- Assessment

The next challenge is to analyze the information from the Subjective and Objective parts of
your assessment and to try to determine what the possible causes are--to work from the
symptoms and manifestations of the problem to determine a diagnosis. Trained clinicians
are highly effective at considering a wide range of possible explanations for a medical
condition. Unfortunately, we are less confident when it comes to assessing learning
situations. This does not come from an inherent inability but from the lack of practice and
experience. Just as the clinical learners you teach produce short and incomplete
differential for clinical problems, we tend be limit our assessment of potential sources of
learning difficulties. With practice and a little help we can produce an accurate differential
of learning issues as well. A guide to potential diagnoses for difficult preceptor/learner
interactions is listed in Table 3.

Cognitive

One diagnostic category for learning difficulties is the Cognitive area. Does t he | ear ne
knowledge base or skill base seem less than you expect for a learner at this level? It is

possible that it reflects a true deficit in their preparation. It could also be that the learner

has not had the same preparation as similar learners you have had. Learners of different

levels of training or from different schools or programs may have markedly different levels

of preparation. For example, one medical student in the middle of his clinical clerkships

may have had surgery and OB/GYN and another may have had medicine and pediatrics.

Their knowledge base and clinical skills may appear very different in the outpatient primary

care setting.

Another explanation is that the learner may have a learning disability. Dyslexia, spatial
perception problems, communication skill deficits and attention deficit disorder have all
been diagnosed for the first time in medical students (Quirk, 1994). Do not make
assumptions. A learner in a demanding professional training program may have a learning
disorder that has gone unrecognized. Learners can develop highly effective coping
strategies that work in the classroom, only to find that these same strategies do not work in
the unique demands of the clinical learning environment.

A learner may lack sufficient interest or motivation in your clinical area. A learner oriented
toward a primary care career may not be highly motivated to excel in your specialty area.
By the same token, a learner who is headed toward a career in a specialty area may not
fully appreciate the learning opportunities in a primary care experience. Lack of motivation
may not be a diagnosis in itself but could be a symptom of an underlying process. As a
result this should be a diagnosis of exclusion and all other reasonable possibilities
considered and excluded. Otherwise an important issue may be missed.
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Table 3.

Assessment - Differential Diagnosis

Cognitive  Knowledge base/ Clinical skills less than expected?
Dyslexia?
Spatial perception difficulties?
Communication difficulties?
Lack of effort/interest?

Affective Anxiety
Depression
Anger
Fear

Valuative  Expects a certain level of work
Expects a certain grade
Does not value the rotation
Does not want to be at your site
Does not value your teaching
Holds principles that conflict with those of
you or your patients

Environmental Hospital-care oriented
Not used to undifferentiated patient
Not time-sensitive
Not patient-satisfaction oriented

Medical Clinical depression
Anxiety disorder/ panic
Recovering from recent iliness
Hypothyroidism
Pre-existing illness in poor control
Psychosis
Substance abuse

Affective

A second category of possi bl e-refagd cangamns. News 0

learning situations frequently result in significant initial nervousness and anxiety. Severe

anxiety can be a crippling emotion and extreme nervousness can markedly affect
performance. It is important to separate normal nervousness from a more significant
problem. Does the anxiety manifest itself only in specific situations or is it more

generalized? Is the nervousness improving quickly, as the learner becomes familiar with

your setting? Does it respond to reassurance and encouragement or does it seem to

worsen?l s t he anxiety having a negat i vRersistdnf e ct

or severe anxiety should not be ignored.
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Depression can also severely affect performance. The depression may be a normal
response to a life situation. A learner returning to school after a recent death in the family
or a miscarriage may have difficulty in concentration and performance. Signs or symptoms
of depression could also be the result of a major depressive illness that is discussed
below.

Anger is an emotion that compromises relationships. The learner may have and display
underlying prejudices or biases toward certain ethnic, social or religious groups. He or she
may have and display a superior attitude toward staff and assistants. Anger may be a
result of not having been assigned to a preferred training site. It is important to recognize
anger and assess underlying causes early or it can have a significant effect on the
experience.

Fear is a specific form of anxiety. Prior negative learning experiences may severely impair
the ability or willingness of the learner to communicate openly with you. Early learners may
be intimidated by patient contact: they may fear that they will not be viewed as a
professional or be intimidated by the prospect of performing physical exam maneuvers on
a real patient. Learners (and practicing clinicians) can sometimes be compromised in their
work by the fear that they will harm a patient.

One strategy to establish an affective diagnosis is to consider what emotion or affect the
learner or learning situation produces in you. Do you feel anxious or nervous when you talk
to the learner? Are you sad or depressed after a day of working together? The affect the
learner produces in you can be an important clue to the affect of the learner.

Valuative

The valuative category of diagnoses is among the most common difficulties that arise.
They are usually the result of a mismatch between the values and expectation of the
learner and the preceptor. A learner may anticipate a light workload on an outpatient
rotation and may not expect the high volume and long hours required on this rotation. A
learner may expect an Honors grade when your assessment to date is that he or she has
been performing at a Pass level. A learner may have a primary interest in a different
clinical area and may not perceive your area as valuable to his or her education. A learner
may be too forceful in presenting his or her personal or religious values when talking with
staff and patients, which can lead to conflicts. As discussed earlier, many of these issues
can be detected early or prevented by a thorough orientation, review of expectations or
mid-rotation review. It is important to be alert for these common mismatches at all stages
of the learning experience.

Environmental

A marked change in the |l earning envirdédnment
learner who is used to hospital care may struggle in the outpatient setting and vice versa.

A learner may be used to a well-defined specialty clinic population and are overwhelmed

with the undifferentiated population in the primary care outpatient setting. Another learner
accustomed to the luxury of having lots of time with patients at an academic center
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becomes frustrated by the time pressures of the busy private clinical practice. Patient
satisfaction is an important part of modern clinical practice. A new learner may not have
fully integrated a strong concernforthep at i ent s0 sati sfacti on
providing care while learning.

Medical

Finally, a Medical diagnosis may be at the root of an educational issue. Her e t he
knowledge of illness and its manifestations can be helpful in considering possible medical
causes of learning difficulties. Anxiety or depressive symptoms may be the normal
response to a life event or situation as discussed in the affective section. Sometimes a
learner may present with a full-blown major depression or anxiety/ panic disorder. A recent
illness such as mononucleosis or pneumonia may effect performance, as may a previously
undiagnosed illness such as hypothyroidism. A pre-existing illness such as diabetes or an
eating disorder that is now in poor control can lead to difficulties in the clinical setting.
Mental illness, such as schizophrenia, may present with psychosis in a previously healthy
learner. Health professional learners are at high risk for substance abuse as are health
professionals. A healthy suspicion for substance abuse should be maintained when erratic
or substandard performance is present.

The assessment step can seem daunting, but there are two important facts to remember.
As a health care provider you are trained to make diagnoses, and the same skills you use
to develop a differential diagnosis on a patient will work with learning difficulties. Also, it is
not necessary to have a firm diagnosis in hand to determine a plan and to get the help you
need.

Soap -- Plan

At this point, you have determined that a difficult situation exists, you have collected
subjective and objective data and you have developed a working differential diagnosis.
Your next step is to decide on a plan (Table 4). Your plan of action must be highly
dependent on your differential diagnosis and the impact of the situation on you, your
practice and the learner. The following are possible courses of action.
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Table 4

Plan

Gather more data?
Observe and record
Discuss with learner
Contact school

Intervene?
Give detailed behavior-specific feedback
Make specific recommendations for change
Set interval for re-evaluation

Get help?
Get assistance from regional support or school
Transfer learner

Gather more data

For a mild situation where the current negative impact is minimal and further assessment
has not uncovered more serious problems, an approach may be to gather more data. You

may need more information in the OBJECTIVE area of your SOAP process in order to

produce a more accurate differential diagnosis. Observe and record more behavior-
specific data from direct observation and colleagues can help you decide on a next step.
This data will be of value in planning your own intervention or in communicating your

concerns to the school or training program.

Consider discussing the issue with the learner. Even at an early stage in your assessment

of the situation, this could shed additional light on the issue, including the learn e r 6 s

awareness of the issue and potential causes.

You may want to contact the school or training program at this point--even for what

appears to be a relatively minor concern. They can be a source of excellent advice and

guidance as well as moral support. | nf or mat i on may

be

avali

| abl

performance on other rotations, which might shed light on your concerns. If you do not call

and ask for this type of information, you are unlikely to receive it.

Intervene

Difficult learning situations that seem straightforward and are having minimal impact on the
practice, the staff, and patients may be amenable to intervention in the practice setting. If
the problem falls into a category that may be remedied by educational intervention (such
as a Valuative or a mild Affective issue), an attempt at intervention may be very
appropriate. Detailed specific feedback is the cornerstone of your intervention. The
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detailed observations you have made will identify your areas of concern for the learner and

will allow you to make specific recommendations for change. A set interval for
reassessment should be determined so that a d
lack of improvement) willoccur. ( See PDP monograph on fiFeedback
information.) Many learners will be able to act upon good feedback and make dramatic

improvement. It is important to recognize that if an intervention is not successful, the

problem may be a larger one than you had thought and help may be required.

Getting Help

Getting help should not be a last resort. As in clinical practice, an important first step is to
carefully consider the seriousness of the situation and then decide on an appropriate plan.
Just as you would not treat a mild pharynagitis in the hospital or a complicated myocardial
infarction at home, you must determine which issues can be appropriately addressed in
your setting and when you would need additional resources. It is not the duty of the
preceptor to solve all of the problems of the learner. As health care professionals you have
strong desire to help others and to solve their problems. Nonetheless, your relationship
with the learner is not a provider/patient relationship but a teacher/learner relationship.
There are clearly some diagnoses in our assessment for which additional resources should
be used.

As mentioned earlier, contact with the school can result in additional information or may
help you in selecting an appropriate intervention.

The primary responsibility for the well-being of the learner rests with the school or program
and it has significant resources to help learners in need. In some of these cases it may not
be appropriate for the learner to remain in your office. Transfer back to the school or
program should not be seen as a failure of the preceptor but rather as success for the
educational system--for the learner to get what he or she most needs.

Dealing With the Difficult Learning Situation:

Preceptor Issues

To this point we have focused on issues related to the learner. There are times when
difficult learner situations can occur due to preceptor-related issues (Table 5).
Unanticipated events can have a significant impact on a planned teaching experience.
Personal illness or an illness in family members may affect your ability to teach effectively.
Sudden events such as the loss of a partner or key staff can markedly affect the ability of a
practice to serve the needs of a learner. Unexpected financial or schedule-related
pressures could upset a previously planned learning/teaching experience. At times an
unanticipated personality clash with a learner will make it impossible to establish the
necessary close working relationship of the learner and preceptor.
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Most clinician teachers do not take their commitment to teach lightly and will often try to

work through unexpected difficulties and personal issues. There are two important

guestions to ask when preceptor issues are present: 1) il s t he presence of t
preventing you from doing what needs syo be do
affecting the education of the learner?

Often there is a strong tendency to ignore problems and their impact rather than consider
declining to take an agreed-upon learner. The result of this could be a LOSE/LOSE
situation for the preceptor and the learner.

Table 5

Preceptor Issues that May Affect Teaching

Health Issues: Personal, family
Practice Issues: Staffing, over-scheduling, financial issues
Relationship Issues: Personality clash with learner
Important Questions:
Is the presence of the learner preventing you from doing what
must be done?
Are your issues seriously affecting the education of the learner?

Think for a moment now about what type of personal situation would lead you to cancel a
rotation to which you had agreed. If you cannot think of one, then you may be prone to
putting yourself and the learner at risk and may need to reconsider your threshold.

CONCLUSION

This monograph has focused on the prevention, identification and management of difficult
learning situations. It is important again to put things back in perspective and to remember
that the vast majority of times learner/teacher interactions go along just fine. It is only
rarely that significant problems develop.

The careful application of the prevention techniques discussed in the first part of the
monograph can further reduce the occurrence and impact of difficult teacher/ learner
interactions. Maintaining a vigilance to help detect issues early and applying the SOAP
approach to assessing and intervening early can reduce the impact of the occasional
difficulty.

When the rare significant problem occurs, it is important that you seek help early and not
allow one experience to burn you out as a teacher. Getting the resources needed for the
learner as soon as possible benefits you, the learner and future learners that you will be

able to teach.
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PDP

A Preceptor Development Program

Dealing with the Difficult Learni
Prevention
The old adage fAan ounce of prevention is wort

teaching, as well as, clinical medicine. It is generally more efficient and pleasant to prevent
a problem than to manage the negative effects once it has occurred. Generally, prevention
can be divided into three groups:

X
X
X

X X X X X

X X X X

Primary: Prevent the problem before it occurs.

Secondary: Detect problem early before significant/ more difficult to manage.

Tertiary: Manage a problem to minimize impact.

PRIMARY PREVENTION

Know the course expectations.

Orient the learner well.

Set clear expectations and goals.

Determine the | earnerods goal s
Reassess mid-course.

SECONDARY PREVENTION

20 Prevention = Early Detection
Similar to what is done in medicine...

¢ Detect problem at an early and more easily managed stage
¢ Detect problem early before significant damage or injury is done

Pay attention to your hunches/clues.

Dondot wait .

Initiate Assessment early.

Give specific feedback early and watch response.

TERTIARY PREVENTION

I f it Aaindt workin.o Donoét
SEEK HELP. Contact the school, program or course director.

and

be

a

expectatio

martyr.
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A Preceptor Development Program

Plygaling with the Difficult Learni

An Approach to Problem Interactions

In spite of your efforts at preventing a problem, If you suspect at all that there may be a
problem, you can analyze the situationbyusinga 6S O A P& approach:

x SUBJECTIVE
U What do you/others think and say?
Ut Often consists of | abels or descriptors: i

x OBJECTIVE
U What are the specific behaviors that are observed?
U Be as specific as possible i What behaviors cause the labels to be used?
U This will help greatly in communicating with learner or with the school?

x ASSESSMENT
U Your Differential Diagnosis

e COGNITIVE: Knowledge base/ Clinical skills less than expected? Dyslexia?
Spatial Perception Difficulties? Communication difficulties?

o AFFECTIVE: Anxiety? Depression? Anger? Fear [e.g. of failure, of harming a
patient]?

e VALUATIVE: Is there conflict between your values and expectations and the
learners?

e ENVIRONMENTAL: Not functioning well in your setting (e.g. using hospital skills
in office setting.)

e MEDICAL.: Clinical Depression? Anxiety Disorder? Recovering from Recent
lliness? Hypothyroidism? Pre-existing illness in poor control? Psychosis?
Substance Abuse?

x PLAN
U GATHER MORE DATA = Observe and record. Discuss with learner? Contact
school?
U INTERVENE = Behavior specific feedback. Close monitoring. Reassess at set
interval.

U GET HELP = Contact school, course director or regional coordinator
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INTRODUCTION

If one thing is certain in life, it is that your office or clinic is a busy place. Managed care
and other changes are making it even busier. At the same time, your office is an
increasingly valuable site for training health professionals. With sicker patients in the
hospital for shorter stays, and a mandate for medical schools to produce more primary
care physicians, learners are spending more of their clinical training in outpatient
settings. How can you integrate these learners into your practice while maintaining your
sanity and your bottom line?

The best source of practical answers to this question is community-based preceptors

like you. The purpose of this monograph is to promote the exchange of these ideas and

helpful hints. We will explore five steps that are important in integrating learners into the
practice and provide exampl es $omeohthesditleasr pr ec
may be very helpful for your particular precepting circumstances; others may not. We

hope that you find at least a few new suggestions that you can use. As you read this
monograph, we encourage you to think about your own tips for teaching learners in a

busy practice. The ideas that you provide in the post-test will, with your permission, be

shared with other preceptors in future preceptor development activities.

This monograph is geared to experienced and new preceptors of both students and
residents. It will:

1) Identify five steps in integrating learners into the office

2) Share time-saving and efficiency-enhancing hints from other preceptors for each of
these steps

3) Help you identify and encourage you to share your own helpful hints
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FIVE STEPS TO INTEGRATING LEARNERS IN THE BUSY
PRACTICE

As you work to integrate learners into your practice, there are five steps to consider.
These are: 1) orienting the learner to your practice, 2) encouraging patient acceptance

of both your |l earners and your practiceds ro

patient schedule when working with a learner, 4) keeping the flow going, and 5) finding
time to teach. As we go through each of these steps, we will provide hints other
preceptors have found helpful in working with learners.

Orientation

The learner usually arrives first thing on a Monday morning to a busy office, often after
you have had a busy weekend. Learners and faculty report that without a clear
orientation process, it can take as long as two weeks for learners to figure out how to
pace themselves, focus their ambulatory care encounters, set priorities for patient visits,
write up charts, and present cases (Kurth, Irigoyen, & Schmidt, 1997). Taking the time
at the very start of the rotation to instruct learners in these areas will pay off in increased
efficiency throughout the rest of the rotation. (For more discussion of the topics to cover
inorientat i on, see the monograph on fiSetting

What does an efficient and effective orientation include?

Establishing a system for orienting learners can help assure that you will cover all the
relevant points with each new learner. For example:

e Some preceptors use a checklist to remind them of the topics to cover in orienting
the learner to their practice and clarifying expectations of him or her (see example in
Appendix A).

e If you have learners regularly, it can ultimately save time to write out these policies,
procedures, and expectations, and then answer questions after the learner has
reviewed your handout.

e Having learners write down their past experience, which you review in your first
meeting with them, is an efficient first step in your assessment of their level and
skills (see form in Appendix B).

e Developing 5-7 achievable rotation objectives with the learner can help you focus
your teaching for the rest of the rotation. Preceptors who go through this process
often write these rotation objectives down and hang them in the clinical area, to
make sure other staff are aware of the
relevant cases.
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Encouraging others to participate in the orientation process helps lighten your workload
andal so helps your staff ffeel IForexamspteed i n the |

e Your office manager can orient the learner to the office procedures, charting,
scheduling, etc.

e Your lab technician can do an OSHA orientation to your office.

¢ Some offices have learners go through the office as a patient. The learner registers
at the front desk and has a seat in the waiting room. Later, he/she is taken back to
an exam room by a nurse and is oriented to the exam room and nursing procedures.
This would be followed by lab orientation including the types of tests that are
available. Finally, the learner would stop by the billing window for an orientation to
the billing sheet and medical records. (DaRosa, Dunnington, Stearns, Ferenchick,
Bowen, & Simpson, 1997).

Finding time to sit down with a learner can be a challenge on a Monday morning.

e The preceptorodos detailed orientation need no
an initial orientation by staff and brief introduction by you, the learner can shadow for
part of the morning, allowing time for a more leisurely orientation at lunch.

¢ One preceptor prefers to meet his learners the evening before their first day of the
rotation, when they arrive in town. This arrangement allows more time to meet in a
less hectic environment.

A thorough learner orientation sets each rotation off to a good start. It familiarizes the
learner with office systems and your expectations in an efficient manner. It helps
prevent learner mistakes. While orientation requires some extra time at the start of the
rotation, this responsibility can be shared with office staff and there is some room for
flexibility as to when the orientation session is scheduled.

Patient Acceptance

Many preceptors who are thinking about having learners as a part of their practice are

concerned about how their patients will respond to the presence of the learner. Most

patients enjoy and benefit from the presence of learners. They | i ke the incre
ti meo wit hYoacap take savatat steps to assure this positive reaction and

prevent potential problems with your patients. For example:

e Hang a notice in the waiting room indicating that your practice is a teaching site.

Some schools or programs provide a certificate or plaque that indicates your
participation. Or, you can develop your own (see Appendix C).
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e Your office manager can submit an article for the local newspaper. This is useful for
patients and can be fun for the learner.

e The nurse or staff should check with patients to make sure they are willing to be
seen by a learner. It is crucial to instruct them on how to ask. Some have been
known to ask, AYou dondot wWhdthd propeoint®duaiona
most patients are happy to be seen by a learner. One preceptor introduces the topic
by asking the patient, AHow wONOTHEIIfyou
possible, avoid asking patients for permission to be seen by learners in front of the
learners; this is awkward for learners and patients alike.

e Staff can also post a notice in the exam room or vital signs area that a learner is
working with the doctor today and the patient should notify the staff if they have any
guestions or do not want to be seen by the learner.

e Review the schedule at the start of the day with the learner, and indicate which
patients would be particularly good for the learner to see and which patients prefer
not to be seen by learners. NOTE: Let the learner know in the initial orientation that
some patients prefer not to be seen by a learner and that the learner should not take
this personally.

¢ |dentify patients with interesting physical findings and let the patient know how useful
this is for learners to see or hear. Some patients will point out such a finding with
future learners and begin to instruct them on how to examine it.

stude

ke t

e One teaching practice dempteaahsribghavingdathe pat i ent
ear ne

patient fill out an evalwuation of the
friendliness, interest in the patient and listening skills, knowledge, overall care, and
whether the patient would be willing to be seen by future learners.

e Thank patients for their involvement in teaching the learner.

How patients react to your student will depend on how you present it to them. Patients
are more likely to appreciate your precepting activities if they perceive them as an
indication that you are an accomplished clinician, recognized by medical schools for the
knowledge you have to share with learners. They are more likely to be open to a learner
if they know in advance that they are to be seen by the learner and if they see their role
as helping teach the learner. They are also more likely to be receptive if they have the
extratime to be seenby alearner,r Pat i ents have more fface
seen by both the learner and you, but they will also have to wait longer while the learner
discusses the case with you. When these precautions are taken, most practices find
that patients readily accept and are interested in helping to train learners.
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Scheduling

Research has shown that the presence of a learner in a practice increases the workload
by about 45 minutes per day (Vinson, Paden, & Devera-Sales, 1996). Preceptors
address this issue in different ways: some see the same number of patients and have a
longer work day, others see fewer patients or schedule different kinds of appointments
when working with a learner. How do you deal with this?

Scheduling Patients

e Some preceptors block out a number of appointment spots on their schedule
(intermittently during the day, or the last two) when they are working with a learner.
This can be used as teaching or catch up time.

e Preceptors sometimes include more spots for walk-in acute problem visits on their
schedule when they have a learner. These are often more interesting and
appropriate for the learner and can often be handled faster than a complex follow up
visit or full history and physical.

Scheduling Learner Time

The learner does not have to spend every half-day of his or her rotation with you seeing
patients. Most preceptors share the teaching with others in their office. For example:

e Schedule a half-day from time to time for the learner with a practice partner or
another practitioner in the community. This can give you a break and some time to
catch up. In some offices, practitioners share a learner equally i although one
person still needs to be identified as the primary preceptor for purposes of continuity
and evaluation.

e Schedule a half-day for the learner to work with a nurse, lab technician, dietitian,
and/or front office staff. Learners often report that this exposure enhances their
appreciation for the other staffds rol
learners well as practitioners.

Schedule other activities for the learner. On some rotations, learners already have
community projects or tasks that they are required to do out of the office. Even if these
are not required, they may be valuable experiences for the learner. These activities
might include:

e Visiting a patient at home. Learners can take as long as they want to work up an

extensive patient and family history. This activity can be particularly helpful for new
|l earner s, giving them insight into the
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e Accompanying a patient to a sub-specialty consultation visit.

¢ Spending a half-day with home health, hospice, the health department, or other
community agencies you work with and refer patients to.

e Visiting an industrial site may shed light on occupational health issues that arise
among your patient population.

e Accompanying you on nursing home rounds, hospital rounds, and/or community
health screenings.

e Writing an article on a common or seasonal health topic for the local newspaper.

e Speaking to a community group or students at the local school on a health topic.
One community-owned clinic that teaches a high volume of interdisciplinary students
has a standing agreement that each student w
class about his or her profession and a health topic of his or her choice. The clinic
has patient education materialsavai | abl e for studentsd use ir

e Accompanying you to a hospital medical staff meeting. Learners tend to have only
limited exposure to the context in which their clinical care is provided. Attending such
meetings gives them a more in-depth view of both your role as physician and
business administrator of medical care.

Learner projects can contribute to the office. Learners can help provide follow-up phone
calls for patients, conduct Quality Assurance activities or assess community health

concerns, and develop patient e d Thedrickiiota mat er
make sure that learner activities both help you do high-priority work and are of interest
to the learner. One practice that precepts regularly keepsa | i st 1®fc MdPTomr it

projects which learners choose from. For each project, key steps of the project are
outlined and key contact people are identified (Doyle, Burkhardt, Copenhaver, Thach, &
Sotak, 1998). Learner activities can include:

e Making follow up phone calls to the patients the learner has seen. This activity helps
the learner develop better rapport with patients. This also makes patients more
willing to be seen by a learner in the future.

¢ A literature search conducted on a computer database or at a regional health library.
This helps learners develop life-long learning skills as it helps you get pertinent
information. Increasingly, learners have access to and training in computerized
literature searching. Furthermore, some universities will fax articles free-of-charge to
students on community rotations, while it may cost several dollars each to have
articles sent to you.
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e A chart review, to conduct a Quality Assurance audit for the practice (be sure to set
clear guidelines about what the learner should or should not look for in the chart), to
identify referral patterns, or to help the learner recognize different manifestations of a
common diagnosis.

e A survey of patient satisfaction or patient education needs.
e Develop patient education materials to hand out or post in the waiting room.

Precepting | earners tends t oPréceptogtehcetnthis he c i
fact differently: some have longer workdays for the month that they are precepting;

some schedule fewer patients or more work-in acute (focused complaint) visits. You can

provide periodic breaks for yourself throughout a rotation, while creating meaningful

experiences for learners, by scheduling learners to work half-days with your partners

and other staff in your office, with other agencies in the community, and in other types of

learning activities.

Keeping Things Moving

Keeping things moving along while teaching in a busy practice is a vital and ongoing
challenge. What do you do when things bog down and, more importantly, how do you
prevent this from happening?

Several measures can help prevent you from getting too far behind in the schedule.

e The learner does not need to see every patient. You can go over the schedule in
advance and indicate which patients the learner should see. This allows you to
select the most appropriate patients and fit in some time for the learner to write
notes and look things up i and time for you to see the rest of the patients.

e Oryou can develop a pattern: you see a patient while the learner sees another. After
you finish with your patient, you Seeasi ew t he
third patient while the learner writes his or her note. Then start the cycle again.

e Even if the learner is not seeing all the patients, you can still pull him or her in briefly
for interesting findings or appropriate procedures. Encourage your partners to grab
the learner from time to time for interesting cases. This can give you a brief break
and enhance the learning for the learner.

e Sometimes preceptors slow things down by trying to get too much teaching in
between patients. Using focused teaching techniques such as the One Minute
Preceptor can make efficient use of the time. Your famous 10-minute talk on
AAsymptomatic UTI O might have to wait.
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e Some preceptors have learners present cases to them in the exam room, in front of
patients. The learner goes in first to conduct a history and physical and then
presents as the preceptor conducts his or her own exam. This strategy increases the
precesptiofrabce ti meo with the patient, facild.i
from the patient, and allows the preceptor to see how the learner interacts with the
patient (Ferenchick, Simpson, Blackman, DaRosa, & Dunnington, 1997). When
using this strategy, learners should minimize use of medical jargon and should be
careful about raising sensitive issues or tentative diagnoses. Some learners will be
more comfortable receiving criticism out of the exam room, when they are not in
front of patients. ( See fnMgeaathit he Bedsi deod monograph.)

What do you do if you get way behind schedule?

e |tis okay to tell the learner to work on his or her charts or to read up on something
until you get your head above water. NOTE: This works best if you have informed
the learner in advance that this happens from time to time, so that it is expected and
they know to keep themselves occupied while you catch up.

e If you have a slow learner who is taking 45 minutes to see a cold, you can set strict
time | imits: ftygetdbasicdistdrysof tineichieficoreplaint and
pertinent physical findings. | want you to come out after 15 minutes with whatever
y 0 u h Htheslearder is not out when you are ready, go in and get him or her.

¢ One preceptor threatened to charge a slow student a dollar if he were not out of a
room by the specified time. Although the preceptor never collected, it added interest
and emphasis, and the learner sped up considerably.

e A sslow learner was taking copious notes during each encounter, practically
transcribing verbatim the words of the patient. The preceptor took paper and pen
away to help the learner be more efficient and rely on her memory of the history.
Another option is to give a very small note pad to the learner and require that he or
she only use one sheet per patient.

e There was a time when precepting advanced licensed learners such as residents in
your office did not reduce your efficiency in seeing patients. Recent Medicare
regulations require a high level of preceptor supervision and documentation and
have put a crimp in this efficiency. As a result, some preceptors have elected to
have the residents see only non-Medicare patients. For preceptors with a high
proportion of Medicare patients in the practice, it would be helpful to ask the
residency program for details on how to provide the necessary supervision and how
to document this. This supervision and documentation usually does not take as
much time as it would for you to see the patient yourself, but it does add to the time
involved, and it is important to do it correctly.

A daily challenge in precepting is setting a sustainable pace of seeing patients and

teaching. It will help to tell the learner in the initial orientation how long you expect him
or her to spend with each patient and then to go over strategies for being efficient as the
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need arises. Having backup activities for the learner when things get really behind i and
the | earnerdés understandi ng t hiacanhelphyowcatshi t uat i
up efficiently.

Teaching Time

Precepting is supposed to be about teaching, but sometimes it is difficult to find the time
or energy to get much formal teaching in. Recognize that there is a tremendous amount
of experiential learning that occurs in your office. At the same time, you want to optimize
the formal teaching that you do.

While seeing patients:

¢ |t can help to use techniques designed for the outpatient setting such as the One-
Minute Preceptor.

¢ Inresponding to a case presentation, briefly highlight one or two things and get back
to other aspects of the case later, as time permits.

¢ Sometimes when you do have a moment for teaching, it is hard to recall pertinent
topics. Jotting a note on the border of your patient care schedule or keeping a note
card in your pocket can help you keep track of teaching points to make or feedback
which you need to share with the learner.

e Likewise, you can encourage the learner to keep a notebook to record questions and
issues to discuss at later times.

Finding time to review:

e Spending a few minutes at the end of the day or half-day reviewing the list of
patients seen gives you an opportunity to review or solidify teaching points made
earlier in the day.

e Lunch time works well for some preceptors. Discussion of the morning cases over a
bag lunch or at the local Burger Barn can serve the dual purpose of nourishing the
mind and insuring that you get your lunch. Beware of confidentiality issues if you
lunch in public places.

e Travel time to and from hospital rounds can become a routine time for teaching and
feedback.

Other means of providing teaching:
e Many preceptors have the learner review a topic and present it to them the following

morning. The topic can be based on a case seen that day or on a patient scheduled
for the upcoming day. Set a specific time limit (5 minutes) and format for the
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presentation, and be sure that you give the learner a chance to present what he or
she has reviewed. By having the learner do the research, you save yourself some
time and also foster more active learning for the learner.

e For your five or ten most common teaching topics, you might want to collect
readings or dictate your talk and keep these materials in a folder that your learner
can readily access.

e Reflect on your teaching: ask yourself and your learner what teaching approaches
you have used, whether they were effective or not and why, and what i if anything 1
you might do differently next time. Doing this exercise regularly throughout the
rotation (for a few minutes every few days) will help reinforce your good teaching
habits and give you time to try alternatives to less successful strategies.

Whil e you can get fAbogg etk todmuemtéachimyeveryrdgyi ng t o
not setting aside any time for teaching will also result in adverse outcomes. It can help

to proactively set aside some time for teaching each day. Focus on brief teaching points

as you observe learner-patient encounters and respond to case presentations during

the day. And keep notes, or have your learner keep notes, to remind you about longer

teaching issues you can cover at the designated teaching time. Encouraging your

learner to seek knowledge from other sources as well promotes his or her active

learning and relieves you of some teaching time.

SUMMARY

Community-based preceptors are under increasing pressure to both see more patients
and teach more learners. Thus efficient and effective means of integrating teaching and
patient care are increasingly important. Experienced preceptors have developed a wide
variety of ways to integrate learners into their practices. This monograph has sought to
promote exchange of preceptorsdé6 ideas.

Some of these ideas may work better in your particular precepting circumstances than

others. To determine help how you might better integrate teaching into your busy office,

look at your systems in the following five areas: 1) orienting the learner to the practice,

2) encouraging patientacc e pt ance of both your | earners an
teaching facility, 3) adapting your patient schedule when working with a learner, 4)

keeping the flow going, and 5) finding time to teach. Use learner feedback and your
observations to enhance these systems.

As community preceptors, you are balancing learner training with patient care.
Undertaking these two tasks does not have to result in twice the workload. The
challenge i and reward 1 of community-based precepting is in integrating teaching and
patient care in synergistic ways that enhance each task and keep your work stimulating
and your workload manageable.
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Appendix A: Setting Expectations Checklist

Orientation to practice

Learner work space, reference
materials *

Dress code: name tag, lab coat? *
Hours/ days patient care provided *
Parking, phone system, email *

I ntroduce staff,
responsibilities *

Unique learning opportunities
(clinical activities, patient population,
provider interests)

p2!

Dt P

Orientation to community

A Community characteristics *

A Community resources, arranging
visits to them *

A Where to buy groceries, do laundry *

Overview of rotation
ARel ate rotation t
plans

Introduction to learner

A Rotations completed *

A Experience and skills mastered
A Areas needing work

Expectations of School or
Residency

A Course objectives
A Criteria included in evaluation form

Learner Objectives

A Specific knowledge, skills, and
attitudes to develop

A Grade expectations

* Topics that office staff might go over
with learners

Preceptor Expectations

Daily routine
A Hours/ days learner in the office
ALearner 6s | evel of

autonomy in providing patient care
Haspital @wwnds, night/weekend call
Times preceptor is off; what to do
Amount of reading expected

ffice policies

Directions for writing chart notes,
dictating, writing Rxs, referrals

How pts selected for learner to see
Length of time to spend with each pt
Hospital policies

P! @) PR

I > >

Values
A Show respect to pts & staff; how?
A &etto knovopds? car eer

Preceptor/learner interaction
Format for case presentations
Regular time & process for feedback
Integrate teaching and learning styles
Learner needs to explain needs
Criteria to evaluate learner

(Awhtaakes to get
Learner self-evaluation before

di scussing

~

Dt D

If a problem arises

A Absentee policy, how to notify office
A A contact for questions or problems
A How to reach preceptor in emergency

Rotation objectives

ARequirements
unique learning opportunities

A Specific knowledge, skills, attitudes
you notice learner needs to work on

based
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Appendix B: Learner Background Form

Learner Preceptor

School, Course Dates of Rotation

Personal information (anything that will help the preceptor and practice get to know you a

bit):

Previous clinical experience:

Rotations completed: Other clinical experiences you have had:
___ Family Medicine ___ Pediatrics ___Medicine

___Psychiatry ___OB/GYN ___Surgery

___ Other:

Clinical interests:
Aspects of medicine you have particularly enjoyed or disliked so far, and why:

Career interests at this point:

Special Requests for this Rotation: Specific topics, skills, or problems you hope to
address during this rotation:

Areas in which you would like specific feedback during the rotation:
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Appendix C: Sample Teaching Notice

Thank Youl!

This practice serves as a teaching site for students at the State University
School of Medicine.

As a patient of this practice,

you are helping educate future doctors in the skills necessary to be
competent and caring physicians.

Practice Medical Director
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Appendix D: Sample Schedule for a One Month Rotation

Learner: Jesse Banks, 4" year med student at State University Medical School

Preceptor: Jane Long, MD (day off: Wednesday)
Rotation dates: Feb 1-26

Learner interest:  Surgery (learner filled out Learner Background form on 1% day)
Project: Prevention: literature review, patient assessment, prepare office protocol and

present to practice clinicians (school requirement)
Community activities: Hospice, Health Dept (standard for all learners)

MON TUES WED THURS FRI WEEKEND
Feb 1 2 3 4 5 6-7
am Orient: Preceptor | Practice Project Preceptor -
___________ Officemgr | |partner |
pm Preceptor Preceptor | Practice Preceptor | Preceptor --
partner
8 9 10 Practice 11 12 13-14
am Preceptor Preceptor | management: | Project Preceptor ON CALL:
Office mgr, Preceptor
__________________________________________________ Frontoffice | |
Preceptor,
pm Preceptor Preceptor | Practice Preceptor | Mid ON CALL:
partner Evaluation Preceptor
15 16 17 18 19 20-21
am Off Preceptor | Surgeon in Project Preceptor --
S U DO (o)L PO OO EOS
pm 1 Hospice Preceptor | Surgeon in Preceptor | Preceptor --
town
22 23 24 25 26 27-28
am 8 Health Preceptor | Practice Project Preceptor -
___________ Dept | . |Partner |
Preceptor,
pm Preceptor Preceptor | Practice Preceptor | End --
partner Evaluation
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Learner:
Preceptor:
Rotation dates:

Learner interest:

Project:

Appendix E: Blank Schedule

Community activities:

School/Program:

Day off:

MON

TUES

WED

THURS

FRI

WEEKEND
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A Preceptor Development Program

| ntegrating the Learner in the B

Your office or clinic is a busy place and becoming even busier. At the same time, your office
is an increasingly valuable site for training health professionals. How can you integrate
these learners into your practice while maintaining your sanity and your bottom line? The
following suggestions are from experienced preceptors.

Orient the Learner

e Solicit staff help in orienting the learner to your practice.

e Develop a checklist of orientation topics; if you teach a lot, write out policies &
expectations.

e Go over expectations with learner at lunch on the first day or night before the rotation
starts.

Seek Patient Acceptance of the Learner
¢ Tell patients that you teach: put a sign in your waiting room or an article in the
newspaper.
e Ask for patient permission t o be seen by | earner, emphas
teacher.
e Thank patients for working with learner.

Schedule for the Learner
e Schedulel-2 f ewer patients per teaching-iday, OR
patients, OR expect your workday to be 45 minutes longer when teaching.
e Schedule some breaks: have learners spend a half-day at a time with your partner,
office staff, or community agencies such as Hospice.
¢ Assign independent projects such as reading, a literature search, a chart audit, or
development of patient education materials.

Keep Things Moving

¢ Have learner see every third patient: learner sees first patient as you see second;
learner presents to you and you see patient together; learner writes chart while you
see third patient.

e Use focused teaching techniques such as the One Minute Preceptor.
When behind, tell learners to do some reading (warn in advance this sometimes
happens).

e For learners that take a long time with patients, set time limits for each encounter.

Find Time to Teach
e Focus on brief teaching points during the day.
o Keep notes and address larger teaching topics at set-aside times (end of the day or
start of the next day) or Adowno times (as
at lunch).

Share your own strategies at the PDP web site: www.mtn.ncahec.org/pdp
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