Vol. 35, No. 3

Medica Sudent Edu cation

Defining Differences in the Instructiona
Styles of Community Preceptors

AndreaManyon, MD; Judith Shipengrover, PhD; Denise M cGuigan, M SEd;
Mark Haggerty; Paul James, MD; Andrew Danzo

Background and Objectives Variability exigtsin the ingructional experiences of medical sudentsin
clinical settings. Asrelationshipsbetween community-based physiciansand medical sudentsexpand, it
isimportant to promote ingructional styles that enhance teaching and learning. This Sudy identified
attitudes and approaches toward teaching that distinguish preceptorswith high student ratings from
thosewith lower ratings. M ethads | nterviewswere conducted with apurposive sample of 14 preceptors
who had received either high or low scores from first-year students on the MedEd 1Q® a standardized
tool for assessing ambulatory clinical training experiences. Transcriptswere analyzedusinga qualita-
tive approach. Results High-scoring preceptorswere distinguished by sx attributes: welcoming novice
clinicians as legitimate participants in a community of practice, creating a central role for sudentsin
patient care andteaching, regularly engaging studentsin self-reflection tomonitor their progress, help-
ing sudents discover learning opportunities in routine patient encounters, usng feedback to shape
rather than evaluate student performance, and creating an environment where novicesfelt comfortable
practicing new skillswith patients. Conclusons The results suggest that high-scoring preceptors pro-
vide a deddedly different experiencethroughtheir approach to the challenge of training inexperienced
gudents. These findings have implications for preceptor selection criteria and faculty development

curricula

(Fam Med 2003;35(3):181-6.)

Medical sudentsinclinical clerkshipsincreasingly are
being placed in community physicians offices, where
clerkship objectives emphasize early experience with
patients, phy s cian-patient communicationskills, phys-
cal examinations, and clinical reasoning® Teaching
inthese clerkships reliesonvolunteer faculty indiverse
training dStes, raisng concern about variability in in-
gructional quality®® and spurring interest in its assess-
ment.?

One response has been development of the MedEd
1Q® astandardized 25-itemtool for assessing students’
clinical training experience outs de theteaching hospi-
tal.**° Tested for predictive validity, reliability, and
generalizability across multiple training stes™* the
MedEd 1Q measures four congtructs important to am-
bulatory ingtruction: preceptor activities that fadlitate
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learning, the role of the site as an effective learning
environment, the availability of learning opportunities,
and learner involvement in clinically relevant experi-
ences. The insrument goes beyond traditional student
ratings of teacher effectiveness by capturing a spec-
trum of experiencesand processesthat influencelearn-
ing, and so it can be useful in identifying training sites
in whichimprovementsmight be made. To effect such
improvements, however, it is necessary to better un-
derstand preceptor perspectives on teaching. The re-
search reported here explored differencesin teaching
drategiesthat distinguish preceptorswith high Meded
IQ scores from those with low scores.

M ethods

A purposive sample of the 10 preceptors with the
highest scores on the MedEd 1Q preceptor subscale
(preceptor activitiesthat facilitate learning) andthe 10
with the lowest scores was drawn from among the 59
preceptorsparticipatingin thefirst-year “Clinical Prac-
ticeof Medicine” course at the State University of New
York at Buffaloin 1998 and 1999. Approval wasfirst
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obtained from the university’s Indtitutional Review
Board. The 20 preceptors had received an average of
two MedEd IQ evaludions (a range of oneto four).
Fourteen of the 20 preceptors agreed to participate, of
which eight were in the high-scoring group, and six
wereinthelow-scoringgroup (preceptorswere blinded
totheir ranking). Reasonsfor nonparticipationincluded
relocation, schedulingdifficulties, and lack of interest.
Approximately half of the preceptors in bath the high-
and low-scoring groups were in academic community
pradices, and half werein privatepractices(three aca-
demic, four private, and one emergency room practice
among the high scorers; three academic and three pri-
vate pradice among the low scorers).

Data Collection

An interview protocol was devdoped, consisting of
four open-ended questions derived from the MedEd 1Q
subscales reflecting preceptor activities, learning op-
portunities, and learner involvement. The questions
were(1) How doyouencourage participation? (2) What
drategies do you use to assess sudents learning? (3)
How realigicisit that each patient encounter isalearn-
ingopportunity?and (4) How do you give studentsspe-
cific tips to improve? Questions were pilot tested by
theinterviewer with an experienced community-based
preceptor not involved in the study for face validity,
clarity, and relevance.

To ensurethat an investigator blinded tothe precep-
tors scores conducted the interviews, a medical stu-
dent in the school’s summer research program was
trained in the use of clarifying probes through partici-
pation in mock interview scenarios with three of the
invedtigators. I nterviewsoccurredin preceptors offices
over 4 months.

Data Analysis
A total of 210 minutes of taped in-
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differences in instructional styles between the two
preceptor groups (Table 1).

Reaults
Overarching Themes

Clear differences were found suggesting that high-
scoring preceptorshad discernableingructional strate-
giesregarding enhancing learner participation, moni-
toring student progress, recognizing learning opportu-
nities, and providingfeedback. Acrossthese areas, two
overarching themes stood out: (1) the problem of the
noviceand (2) the manner inwhich preceptorsconcep-
tualized the process of ingtruction.

Problem of the Novice. Firs-year sudentsare eager to
acquire technical skills but often find the balance be-
tween observation and participation skewed toward
observation and find opportunitiesfor active involve-
ment insufficient. Yet, in ambulatory settings where
quick problem solvingiscritical, allowing sudentsto
experiment and somdimes fail may be inappropriate.
While both high- and low-scoring preceptors clearly
valued the presence of studentsin their practices, stu-
dents lack of knowledge andclinical experience chal-
lenged preceptors repertoiresof teaching strategies, as
evidenced in comments such as.

First-year students aretough toteach. You can't redly
expect them to do much. They are still deve oping their
communiceation skills.

High-scoring preceptorsapproached thisproblem by
craftinglearning opportunitiesto develop sudents' lim-
ited kills. As one preceptor suggested:

terviews were transcribed and ana-
lyzed manually. An “editing style” of
analysis® was used.

Five reviewers (two course direc-
tors, twomedicd educationresearch-
ers, andtheinterviewer) workedindi-
vidually and asintegrated membersof
an analytic team. Each reviewer first
read each transcript, highlighting key
passages and noting observations.
Next, each reviewer andyzed the re-
sponses within a single question-
based theme and, in later stages, they
reviewved as a group, debating obser-
vations and identifying broad
overarching themes. Themes were
compared to identify smilarities and

Theme
Learner participaion

Monitoring progress

Feedbadck

Learning opportunities

Problem of the novice

Conception of instruction

Tablel

Patterns of Differencesin Instructional Approach Between Preceptors
Rated High and Low on the MedEd I Q®

High-scoring Preceptors
Early and meaningful
involvement

Low-scoring Preceptors
Observation

Listening to students Questioning students

All patients represent learning
opportunities

Limited to patients with interesting
findings

Shape performance Evaluate performance
Encourage hands-on practice Encourage observation

Integrate studentsinto the
professional community

Achievecurricular goals
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To get over thefear of asking questions, [students] need
to fed tha they are the ones to go in [the exam room]
initidly.

They also encouraged sudentsto take small risksin
overcoming their lack of confidence, urging them to:

.. .auscultatethe heart, thelungs, examinethe patient,
even if you are not sure of what you are looking a.
Thereisnothing likethat for getting . . . started.

L ow-scoring preceptorshad few proactive strategies
to offset gudents lack of experience. Acknowledging
the conflicting priorities of seeing patients and trying
to create an interesting experience for sudents, they
suggested tha the burden of learningfallsprimarily on
the student. As one preceptor asserted:

They . . . learnjust by being here. It’simmersioninthe
culture. | don’ t think thereneedstobe an . . . emphasis
on dinicd medicine

Conceptions of | ngruction. Medical education re-
search has narrowly charaderized teaching as a one-
to-onerelationship betweenteacher and learner. Com-
munity-based ingdruction, however, requires an ex-
panded view of teaching. When experiential learning
theory® isused to examinethe processof ingruction, a
view emergesinwhichnot all teaching takesplace when
teacherstalk to sudentsor leadadiscusson. A teacher
who providesaccessto patients, and guidesstudentsto
use patients as resources, is engaged in teaching.

Consstent with the paradigm of situated learn-
ing,’** high-scoring preceptorsconceivelearning asa
social process. Intheir offices, medical studentsbecome
temporary membe's of a community of practice**
Here, teaching and learning occur col laboratively, with
the preceptor leveraging opportunitiesto connect stu-
dents, staff, and patients who naturally work together
in informal, impromptu ways. As stated by high-scor-
ing preceptors:

Our goal is to include [students] in the office routine
and the care of paients. We make it dear to patients
we are ateaching site. The patients know it, and they
loveit. [They] do not fed put upon and want to hep
students.

A medicd student isjud as important as an atending
from the patient’ s point of view.

Patients are moreat easewith students. They sense the
student wants to listen to them. | have actudly been
given vauable information [about patients] from stu-
dents.
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Fromthisperspedive, learningisless about absorb-
inginformation thanit isabout becoming part of acom-
munity. Itisasocial processbuilt around informed par-
ticipation in which students learn to handle problems
that may not be addressed in the official curriculum.
As one preceptor described it:

Studentswill seethingstha are not inthe syllabus. . .
interactions with the staff, what hgppenswhen the pa-
tient is sitting in the room feding frustrated, . . . the
daily workings of apractice—scheduling conflicts, fit-
ting patientsin, laearrivas, chalenging persondities,
insurance companies, formularies, and the redities of
lifein medicine.

Anather explained how office-basedtraining differs
from the classroom:

Seding a[standardized] paient, you may haveto fed
for aliver. . . or listen for aheart murmur. Butin the
office you may actudly get a whopping heart murmur
orabig liver. Seeing a[standar di zed] patient, you know
itisa[standardized] patient. Here, we giveyou a chart
and say, ‘Go inand seeared patient. You'vegot akid
whoissick and a mom who iscomplaning. Go figure
it out. We[preceptors] are backup.’

Hearing stories of sensitive issues and difficult pa-
tients exposes sudents to the accumulated wisdom of
the preceptor, taking them beyond the official curricu-
lum.

| give them tips on how | might have resolved [an]
uncomfortabl eness or deficiency in mysdf. | might say,
‘Asking sexud questions is hard. Here are some tech-
niques tha | use to make it more comfortable for me
and the paient.’

Theresponses of low-scoring preceptors did not re-
flect thisintegratedview of thetriad of teaching, learn-
ing, and the environment. Rather than seeing learning
as a social process in which students are colleaguesin
a community of professonals bound by common re-
sponsibility, they seetheir role assupplementingbook
and classroom training with on-the-job practice, pro-
viding alaboratory where studentsdevelop confidence
intherequired curricular objectives. They rely heavily
on the apprenticeship model to structure and manage
day-to-day ingtruction. For example, one low-scoring
preceptor noted:

Students go in to see patients, they tel me what they
found, the history and exam findingsthey have. | listen
toseeif it makes sense Then | goin to see the patient
with the student and review thehistory and dotheexam,
making surewematch up . . .
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Although an important curricular goal for sudents
isassmilationin the culture of medicine low-scoring
preceptors described few drategies for engaging stu-
dents in the implicit, informal learning opportunities
required to do this, other than “allowing students to
learnjust by beingthere.” Thisstandsin stark contrast
tothedialogue, coaching, and shared practice described
above in the stories of high-scoring preceptors.

I nterview Responses

Intermsof preceptors responsesto thefour specific
interview questions, differencesemergedin preceptors
approaches to learner participation, monitoring
progress, learning opportunities, and feedbadk.

Learner Participation. Students value activeinvolve
ment with patients.**#? L eamning theoriesdemongtrate
that students need meaningful roles in caring for pa-
tients.* A challenge for community-based teachers
isintegrating sudentsinto their offices with minimd
disruption to patient care.?”*® The preceptor’s role in
facilitating participation is an important factor that af -
fects ingructional quality.>'*# The preceptor coordi-
natesalearning experience by defining expectations, se-
lecting patients for students, and providing information.

I napproaching this task, high-scoring preceptorsnot
only sressed early involvement of studentsin thecare
of patients and in the functioning of the office, they
also emphasized meaningful involvement. Two precep-
tors explained:

As quickly aspossible we get them to see patients on
their own.

| encourage them to, in between patients, go and see
some patients on their own to practice skillslikeusing
the oto-opthal moscope.

Thehigh-scoring group further described a willing-
nessto integrate sudentsintothe practice, despite their
inexperience:

[Students] are as much the primary caregiver as pos-
sible...I...havethem go in, take the history, do as
much of thephysicd asthey are cgpabl eof at whatever
levd they start, and continue with the care until the
patient leaves.

L ow-scoring preceptors seemed reticent to actively
invalvestudentsin the hedth care team. Instead, they
have studentsobserve asthey demongrate. Asone pre-
ceptor noted:

| usudly take them inwith meto see paients; as they
get alittie bit more experienced, | let them try to doiit
on their own.
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Assessing Student Learning. Students stress the sig-
nificance of preceptors accurate assessment of their
skills and knowledge as an important component of
ingructiond quality® Moreover, the preceptor’s abil-
ity to assesstrainees knowledgeand killsand to pro-
videfocused instruction has long been thegoal of fac-
ulty development programs.? One description of teach-
ing styles emphasi zes that afacilitative and | ess-
assertive approach encourages the exploration of stu-
dents ideas and self-reflection.*® High-scoring pre-
ceptorsused such alearner-centered approach to moni-
tor student progress. For example:

[I monitor progress] by the questions they [ students]
ask.

| loveto go in and just watch what [students] are do-
ing, ask for their feedback.

L ow-scoring preceptors, in contrast, depend on the
teacher-centered style of Socratic questioning to moni-
tor student progress.

| ask standard questions.

| have a comfort level of what | think they ought to
know . . .

Learning Opportunities. Ambulatory trainingisapro-
cess of preparing for, learning from, and reflecting on
patient encounters.® Patientsplay anactive educational
role beyond being objects of clinical examination for
specific diseases. While learning opportunities may
happen by chance, they aremore likely to occur when
preceptors and students seek them in every paient.?
L ow-scoring preceptorssaid they did not believe that
all patientspresentedlearning opportunities. For them,
unless patients have “interesting findings,” student
learning islimited. As one preceptor exclaimed:

From eech patient they expect to learn something new?
You may not always see something new!

In contrast, high-scoring preceptors viewed dl rou
tine paient encounters as potential opportunities for
gudents to practice communication <kills and build
relationships:

Themore‘normds’ they see, themore*anormas’ they
will pick up.

Every timethey see somebody, they |earn something, a
different way of asking questions or seeing how differ-
ent peopl ereact to thesamequestion.
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Feedback. Performance-specific feedback is highly
valued by students, non-specific evaluative feedback
(eg, “good job”) isless valued, doing little to improve
sudents skills.® High-scoring preceptors used a col-
laborative and motivational style of delivering feed-
back. They perceived it as an opportunity to teach, not
smply to identify shortcomings:

| tell them not to feel tha they failed, go back and ask
thepaient tha question. You do that dl through medi-
cne

Wha you didwas real ly greet, d thoughyou might want
to try it thisway next time.

When asked how they give students specific tips to
improve, some low-scoring preceptorssaidthey did not
see theneed to do tha. Othe's considered feedback to
be evaluative, explaining that they focus on what stu-
dents overlook in patient encounters:

If itissomething they said or a physicd finding | men-
tionittothem ... | demonstraeexactly what is needed.

| pull out my book and expla n to themwhat they missed
... Imakesure they didn’t forget ‘GYN’ or psychiatric
i Ssues.

Discusson

These qualitative findings elucidate the meaning of
the quantitative MedEd 1Q ratings, adding breadth to
understanding of the learning experience in medicd
offices. The interviews suggest tha there are identifi-
abledifferencesinteachingstrategy betweenhigh- and
low-rated preceptors, which could inform preceptor
selection criteria and faculty development curricula.
Specifically, highly rated preceptorswelcome students,
as novice clinicians, into a community of practice as
legitimate participants, create acentral rolefor students
in patient care and teaching; regularly engage students
inself-reflectionasaway of monitoringtheir progress;
help students discover learning opportunities in the
more-routine patient problems; use feedback on their
performance to shaperather than smply evaluate u-
dents pradice; and create an environment in which
novicesfeel comfortable practicing new skillson pa-
tients.

Limitations

Because differences may exist that were not identi-
fied in this study, a further exploration of high- and
low-rated preceptors utilizing alarger sampleis war-
ranted. Throughreplicationacrossother ingtitutionsand
programs, it will be possibleto determineif differences
identified in this study indicate a general trend. This
sudy isbased on alimited number of inteviews, the
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findings may not be generalizable to other preceptor
groups. Although the results are specific to one pa-
ticular educational program, they suggest features of
community-based instruction that deserve further in-
vestigation.

Conclusions

The present study represents an additional step to-
wardamore comprehensve understanding of thevari-
ability of instruction incommunity-based settings. Our
findings have implicdions for the type of ills and
expertise that community preceptors may need to de-
velop. Resultant faculty development should empha-
sze interventions that help preceptors develop strate-
giesforearly and meaningful sudent involvement, lis-
tening to aswell as quegtioning sudents, helping stu-
dents recognize learning opportunitiesin all patients,
shaping sudent performance, encouraging hands-on
practice, andintegrating sudentsinto their professional
community.

Acknowledgments: We thank Joan Keman for her data management sup-
port and Wende Birkbeck for her derical assistance

CorrespondingAuthor: Address correspondenceto Dr Manyon, Cary Hall,
Room 135, 3435MainSred, Buffalo,NY 14214-3013. 716-829-3800. Fax:
716-829-2933. manyon@acsu.buffalo.edu.

REFERENCES

1. Curry RH, Makoul G. The evolution of coursesin professional skills
and perspedtives for medical students. Acad Med 1998;73(1):10-3.

2. Makoul G, Curry RH. Patient, physician, society: Northwestern Uni-
versity Medicd School. Acad Med 1998;73(1):14-24.

3. Helds SA, Toffler WL, Bliott D, Chappelle K. Principles of clinical
medicine OregonHealth SdencesUniversity School of Medicine Acad
Med 1998;73(1):25-31.

4. WilkesMS, UsatineR, SlavinS Hoff manJR. Doctoring: University of
California, LosAngeles. Acad Med 1998;73(1):32-40.

5. Seele DJ, Susman JL. Integrated dinical experience Universty of
Nebraska Medical Center. Acad Med 1998;73(1):41-7.

6. Ludmere K.Americanmedicd educaion from theturn of the century
to the era of managed care. New York: Oxford University Press, Inc,
1999.

7. Pardes H. The perilous state of academic medicine. JAM A
2000;283(18):2427-9.

8. Kasdrer JP. Preserving quality asthe site of medical education shifts.
Acad Med 1998;73(10 suppl):S120-S122.

9. Shipengrover JA, James PA. Measuring instructional quality in com-
munity-oriented medical education: looking into the bladk box. Med
Educ 1999;33(11):846-53.

10. James PA, Osbome JW. A measure of medical instructional quality in
ambulatory settings: the Medl Q. Fam Med 1999;31(4):263-9.

11. James A, Kreiter CD, Shipengrover J,Crosson J, Heaton C, Kernan J.
A generalizability study of astandardized rating form usad to evduate
instructional quality i nclinical ambulatory sites. AcadMed 2001;76(10
suppl):S33-S35.

12. JamesPA, Krater CD, Shipengrover JA. |dentifying the attributes of
instructional quality in ambulatory teaching sites: a vaidation study of
the MedEd 1Q. Fam Med 2002;34(4):268-73.

13. Crabtree BF, Miller WM. Doing qualitative research. Newbury Park,
Calif: Sage Publications, 1992.

14. YoungBL, GrahanRP Shipengrover J, JanesPA. Componentsof learn-
ingin ambulatory settings: aqualitative analysis. Acad Med 1998;73(10
suppl):S60-S63.



186

15.
16.

17.

18.

19.

20.

21.
22.

23.

March 2003

Kolb D. Experiential learning: experience as the source of learningand
development. Englewood Cliffs, NJ: Prentice Hdl, 1984.

Lave J, Wenger E. Stuated learning: legitimate peripherd participa
tion. New York: Cambridge University Press, 1991.

Clancey WJ. The conceptual natureof knowledge situations, and ac-
tivity. In: Feltovich P, Hoffman R, Ford K, eds. Human and machine
expertisein context. MenloPark, Calif: The AAAIPress, 1997:247-91.
Greeno JG, Callins A, Resnick LB. Cognition and learning. In: Ber-
liner D, CalfeeR, eds. Handbook of educaional psychology. New York:
Macmillan, 1996:15-46.

Sharp J. Communities of practice: a review of literature.
www.tfriend.com/cop-lit.htm. Accessed March 12, 1997.

BrownJS, Duguid P. Organizaional learningand communitiesof prac-
tice: toward aunified view of working, learning, and innovation. Orga
nizational Science 1991;2:40-57.

Wenger EC. Communities of prectice:leaming, meaning, and identity.
New York: Cambridge University Press, 1997.

Gravdal J, Glasser M. The integration of the student into ambulatory
primary care a decadeof experience Fam Med 1987;19(6):457-62.
Zayss LE, James PA, Shipengrover JA, Schwartz DG, Osborne JW,
Graham RP. Exploring instructional qudity indicators in ambulatory
medical settings: an ethnographic approach Fam Med 1999;31(9):635-
40.

24.
25.

26.

27.

28.
29.
30.
. Quirk ME. How to learn and teach in medical school: a learner-

32.

Family Medicine

Gruppen LD. Implications of cognitive research for ambulatory care
educaion. Acad Med 1997;72(2):117-20.

Regehr G, Norman GR. I'ssuesin cognitive psychology: i mplications
for professional education. Acad Med 1996;71(9):988-1001.

Schmidt HG, Norman GR, Boshuizen HP. A cognitive perspective on
medicd expertise: theory andimplication. AcadMed 1990;65(10):611-
21

Lesky LG, HershmanWY. Practicd approaches to amajor educational
challerge. Traning students inthe ambulatory setting. ArchlnternMed
1995;155(9):897-904.

Woolliscroft JO, Schwenk TL. Teaching and learning in the ambula-
tory setting. Acad Med 1989;64(11):644-8.

Nehe JO, Gordon KC, Meye B, Stevens N. A five-step “ microskills”

model of dinical teaching. [see comments]. JAm Board Fam Pract
1992;5(4):419-24.

Benzie D. Teaching styles. Fam Med 1998;30(2):88-9.

centeredapproach. Springfidd, 111: CharlesC. ThomasPublishe's, 1994.
Smith CS Irby DM. Theroles of experience and reflection in ambula-
tory care educaion. Acad Med 1997;72(1):32-5.



