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The majority of medical stu-
dents receive some of their 
training in community set-

tings.1–6 Most American medical 
schools rely on practicing physi-
cians in the community (hereafter 
referred to as community precep-
tors) to teach their students, partic-
ularly in the first and second year of 
medical school and for primary care 

clerkships.1,7,8 Most of these precep-
tors, while trained and experienced 
physicians, have no formal training 
in education,8–10 and preceptors, the 
trainees’ sponsoring organizations, 
and accreditation standards empha-
size faculty development as one of 
their greatest needs.8,11,12 Much work 
has already been done to identify the 
needs of community preceptors,4,12,13 

to provide formal training for precep-
tors,6,9,14 to help integrate students 
into busy clinical practices,15 and to 
assess the instructional quality of a 
clinical site,16,17 but as yet there is 
no consensus on the key criteria for 
identifying, training, or evaluating 
community preceptors. While there 
are established skills and behaviors 
(ie, milestones, competencies, ob-
servable behaviors, entrustable pro-
fessional activities, etc) for medical 
students,18,19 residents,20 and for aca-
demic faculty21,22 there are current-
ly no agreed-upon skills, attitudes, 
and behaviors for the diverse cadre 
of physician preceptors who teach 
students and residents.

Clearly defined preceptor compe-
tencies are needed to provide the 
foundation for preceptor develop-
ment and evaluation activities. 

We sought to identify core commu-
nity preceptor competencies to sup-
port preceptor needs assessment, 
development, and evaluation.21 

Methods
The Delphi technique is a common 
method of semiquantitative research 
in the social sciences and in health-
related education.23 Typically, a small 
group of experts first defines a list 
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(eg, proposed curriculum, objectives, 
priorities, competencies, etc). Next, 
this list is sent out to a panel of 
stakeholders whose expert opinions 
and critiques are aggregated in an 
anonymous fashion. This takes plac-
es in a number of rounds in which 
each solicited expert rates and eval-
uates the list independently of the 
cohort.23,24 Lindemann suggests that 
this approach provides greater ob-
jectivity since there is no peer pres-
sure to conform to the opinion of the 
group.25 When no previous standard 
exists or where there is ambiguity in 
practice, the Delphi technique sup-
ports content validity of the product.  

Building on the competency move-
ment in medical education, we re-
viewed Srinivasan’s 10 educator 
competencies and their associat-
ed knowledge, skills, and attitudes 
which includes the six Accreditation 
Council for Graduate Medical Edu-
cation (ACGME) competencies (ie, 
medical knowledge, learner-centered-
ness, interpersonal and communica-
tion skills, professionalism and role 
modeling, practice-based reflection, 
system-based practice) and four spe-
cialized competencies for faculty with 
educational program-level roles (pro-
gram design and implementation, 
evaluation and scholarship, leader-
ship and mentorship).21 A medical 
educator and three faculty mem-
bers with expertise in faculty devel-
opment extracted relevant medical 
student preceptor competencies from 
Srinivasan’s work and from other 
relevant literature. Five competency 
domains and 24 competencies were 
identified. To obtain consensus from 

a large group of stakeholders, we 
used the Delphi method twice with 
two diverse groups and also sought 
validation from medical student ed-
ucators attending a national confer-
ence (Figure 1). The final product is 
a listing of the domains and the de-
sired competencies for community 
preceptors of medical students. This 
study protocol was reviewed and ex-
empted by the University of Minne-
sota institutional review board.

Results
Modified Delphi Method 
Phase 1, Round 1: The 24-item pre-
ceptor competency list was present-
ed to 40 family medicine educators 
and physicians who participated in 
a workshop at the annual Wiscon-
sin Collaborative for Rural GME 
(WCRGME) Faculty Development 
Conference in September 2016. This 
annual meeting helps train physi-
cians to be better educators and is 
attended by both full-time academ-
ic faculty from Wisconsin’s medical 
schools and residencies as well as ru-
ral community physicians who rou-
tinely precept medical students. The 
40 attendees were divided into five 
groups which evaluated one of the 
five competency domains. They were 
asked to further develop the compe-
tencies assigned to each of the com-
petency domains. The participants 
suggested four additional competen-
cies to add to the original list of 24, 
for a total of 28 competencies.

Phase 1, Round 2: The 28 com-
petencies were then emailed to the 
WCRGME workshop participants 
to complete a modified Delphi 

technique.26 Thirty-seven of the origi-
nal 40 participants responded (93%). 
Using a 5-point Likert scale format 
(“no importance” to “extremely im-
portant”) participants ranked the 
competencies and added comments. 
Items that were rated as “very im-
portant” or “extremely important” by 
70%23 or more of the panelists were 
retained, for a total of 26. The prod-
uct of this session was also edited 
for clarity and redundancy based on 
feedback from the participants.

Phase 2, Round 1: We wanted 
to obtain consensus on the appro-
priateness and usefulness of these 
competencies from a larger number 
of stakeholders, therefore in phase 
2 we invited a total of 383 people 
to review and rate the importance 
of the 26 competencies. These peo-
ple represent a convenience sam-
ple drawn from five groups. Group 
one was a list of community physi-
cians who regularly precept medi-
cal students for the family medicine 
clerkship at the University of Min-
nesota, the University of Wisconsin, 
or the Medical College of Wisconsin. 
Group two was a list of family medi-
cine residents in one of five Universi-
ty of Minnesota affiliated programs. 
Group three was a list of third-year 
medical students in a 9-month-long 
longitudinal clerkship at the Univer-
sity of Minnesota. Group four was a 
list of academic physicians involved 
in faculty development at the Uni-
versity of Minnesota. Group five was 
a list of nonphysician medical edu-
cators at the University of Wiscon-
sin school or the Medical College of 
Wisconsin. Participants received an 

Figure 1: Modified Delphi Process for Developing the Community Preceptor Teaching Competencies

STFM MSE: Society of Teachers of Family Medicine Medical Student Education conference 

TCs: teaching competencies 

WCRGME: Wisconsin Collaborative for Rural GME Faculty Development conference
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email with a weblink via Qualtrics 
and were asked to complete the sur-
vey within a week, with a follow-up 
email to nonresponders after 7 days. 
Anonymity was maintained through-
out the study, so participants were 
unaware of the other panel mem-
bers’ identities and all responses 
were given equal voting power. Of 
the 343 students, residents, educa-
tors, and physicians who received 
an email invitation to participate in 
our study, 106 people responded and 
completed the survey (31%).

As in prior rounds, respondents 
rated each of the 26 competencies 
using a 5-item Likert scale format 
(“no importance” to “extremely im-
portant”). Again, any item receiving 
an importance rating of less than or 
equal to “moderately important” by 
more than 30% of the respondents 

was eliminated, resulting in 21 com-
petencies being retained. 

Phase 2, External Validation: 
To obtain external validation from 
an outside audience we presented 
this second iteration of our compe-
tencies during an interactive semi-
nar presentation at the 2017 Society 
of Teachers of Family Medicine 
(STFM) Medial Student Education 
(MSE) meeting. This was attended 
by 33 people who identified as either 
full-time academic faculty, commu-
nity preceptors, or clerkship coor-
dinators. During the small group 
breakout session the attendees vol-
unteered to review the competencies 
with special attention to utility and 
applicability given their perspectives 
as family medicine educators. Feed-
back was used to further enhance 
clarity of the competencies.

Phase 2, Round 2: The original 
list of 28 competencies organized in 
five domains was sent out again as 
a survey to the cohort of students, 
residents, medical educators, and 
physicians who had responded to 
the initial email and completed the 
online survey. Of the 106 people who 
had initially participated, 93 com-
pleted the survey a second time for 
a response rate of 88%. Once again, 
respondents affirmed the previously-
identified 21 competencies as “very 
or extremely important.” 

The final consensus reached 
through our modified Delphi tech-
nique application is a list of 21 com-
petencies. These encompass the key 
teaching concepts of commitment to 
the learner’s success, communication, 
role modeling, feedback, and use of 
evidence-based medicine (Table 1).

Table 1: Teaching Competencies for Community Physicians

Domain Goal Competencies

Learner 
centeredness

Demonstrate a 
commitment to the 
learners’ success and 
well-being leading 
to the learners’ 
growth in to their 
professional roles.

1. Prepare the clinical environment, including staff, patients, and other 
colleagues, for the learner.

2. Orient the learner to the community, to local resources, and to the clinical 
environment.

3. Ascertain each learner’s knowledge, skills and attitudes related to rotation 
expectations and link to your patient’s/clinic population.

4. Assess and respond to the learner’s cultural context.
5. Help learners develop learning goals aligned with patients’ needs.

Interpersonal 
and 
communication 
skills

Teach and 
communicate 
effectively.

1. Clearly communicate expectations to the learner.
2. Tailor precepting style to the needs of the learner.
3. Identify barriers to learning (eg, housing, geography, psychological, economic, 

family, etc).
4. Maintain a safe learning environment for the student (ie, approachable, 

supportive, encouraging, student can admit limitations).

Professionalism 
and role 
modeling

Demonstrate 
best educational 
and evidence-
based practices 
and role model 
those behaviors for 
learners.

1. Display enthusiasm for teaching. 
2. Respectfully respond to each learner’s unique needs and learning goals 

related to patient care.
3. Be available and accessible to learners.
4. Acknowledge when beliefs/attitudes are influencing the teaching/learning 

environment.
5. Model highest standards of the profession.

Practice-based 
reflection and 
improvement

Role model 
continuous self-
assessment and 
lifelong learning.

1. Model the appropriate use of evidence-based medicine in clinical practice.
2. Seek feedback from the learner and rotation director; identify and act on 

improvement goals.
3. Engage in continuous learning as physician and teacher with targeted 

teaching goals.

Learner 
assessment

Provide appropriate 
feedback.

1. Solicit student self-assessment.
2. Provide timely formative and actionable feedback to the learner regarding 

their progress (eg, learning goals; rotation competencies; knowledge, skills, 
and attitudes).

3. Check that formative feedback was heard and understood and that the 
learner initiated a feasible action plan.

4. Provide summative feedback to the learner and the medical institution.
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Discussion
Designing an educational interven-
tion begins with a needs assessment 
informed by the expected competen-
cies and observable behaviors needed 
by a person to perform a task—in 
this case community preceptors of 
medical students. Using this modi-
fied Delphi process, we have iden-
tified five community preceptor 
competency domains and 21 associ-
ated competencies for use in precep-
tor needs assessment, development, 
and evaluation activities. 

Getting consensus on an issue is 
not easy. Commonly used consen-
sus methods include brainstorming, 
nominal group technique, consensus 
development conferences and the 
Delphi technique.27,28 We chose to uti-
lize a modified Delphi technique as a 
rigorous, semiquantitative method to 
arrive at a consensus on this impor-
tant question. While the Delphi pro-
cess can lead to a “lowest common 
denominator”29 result rather than a 
robust product, the breadth of audi-
ences, stakeholders, and rounds in 
our process supports the validity of 
our findings. 

Still, this list of competencies is 
not without its limitations. While 
the resulting product is meant to 
be broadly applicable to communi-
ty preceptors of medical students in 
the various disciplines that make up 
medicine, the final list of five com-
petency domains and 21 associated 
competencies may be skewed to the 
needs of family medicine preceptors 
as data was obtained through stake-
holder audiences predominantly as-
sociated with family medicine. Also, 
all of our participants who completed 
the two phases of the modified Del-
phi process were associated with one 
of three medical schools in Minneso-
ta and Wisconsin. We endeavored to 
find broader consensus beyond our 
own medical schools by getting ex-
ternal validation from physicians 
and clerkship coordinators attend-
ing a national meeting on medical 
student education (the 2017 STFM 
MSE meeting in Anaheim, CA). Still, 
broader sampling in other parts of 
the country and in other primary 

care and medical specialties would 
need to occur for greater general-
izability. Finally, while developing 
teaching competencies was the fo-
cus of this effort, the teaching com-
petency of the community preceptor 
is not the only factor that affects stu-
dents’ experiences. Medical scope of 
practice,30 patient population (eg, un-
derserved, immigrant, etc),31 degree 
of patient contact/autonomy,32 and 
length of the clerkship33 are also im-
portant variables that affect a stu-
dent’s perception of the clerkship 
and influence a student’s interest in 
the specialty. These issues also need 
to be considered and addressed as 
we seek to give medical students the 
best possible training during their 
clerkships.

Conclusion
Education depends on having clearly 
defined target performance expec-
tations. Well defined lists of com-
petencies exist for various medical 
educators.21,22 Building on this work 
using a modified Delphi process, we 
have developed a list of five com-
petency domains and 21 associat-
ed competencies to assess preceptor 
needs, support preceptor develop-
ment, and evaluate progress toward 
teaching excellence. 
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