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ABSTRACT
Background and Objectives: Feedback to clinical supervisors of residents (pre-
ceptors) is critical to ensure quality teaching. Most feedback tools are based on 
theoretical models or expert opinion. No research has asked residents their thoughts 
on teaching practices. Our objective was to identify desired precepting practices by 
analyzing written feedback provided to preceptors by residents.

Methods: This project was conducted in a family medicine residency training 
program, analyzing feedback to preceptors from residents collected over 5 years. 
We used the nonviolent communication format, which identifies a request to a 
preceptor to continue an existing teaching behavior or change to a new one. The 
request statements were qualitatively analyzed by coders, aligning them when 
possible to categories of the Mayo Outpatient Precepting Evaluation Tool. Using 
content analysis, we coalesced all codes into categories from which we derived 
behaviorally based desired practices for precepting.

Results: Most (66.49%) of the requests were to continue a teaching behavior. We 
identified 26 desired practices in the following categories: setting the learning 
climate (n=5); preprecepting (n=2); preceptor presence (n=1); conveying clinical 
knowledge (n=4); decision-making (n=5); time management (n=4); and feedback 
on performance (n=5).

Conclusions: We identified precepting practices that residents desire. Some of these 
desired behaviors are not reflected in existing preceptor evaluation tools.

INTRODUCTION
What constitutes best practices for supervision of residents
in outpatient settings (precepting) is reflected in the tools
that have been developed to assess preceptors. Several current
tools exist to evaluate preceptors in inpatient and outpatient
teaching settings on desired teaching behaviors, often using
Likert-like scales. 1–10 These instruments are derived from
theoretical models or expert opinions about what constitutes
good teaching. For example, the EFFECT 1 (evaluation and
feedback for effective clinical teaching) model is based on
the theoretical constructs of workplace learning. The WATCH 3

(Warwick assessment instrument for clinical teaching) model
is built on expert consensusofwhat constitutes effective teach-
ing. MOPET, the Mayo outpatient precepting evaluation tool,
is a modified version of other evaluation tools used to evaluate
inpatient or outpatient teaching and includes these categories:
learning climate, control of session, communication of goals,
understanding and retention, evaluation of decision-making,

feedback, and self-directed learning.8 While useful for sum-
mative evaluation of clinical teachers, these rubrics may not
completely reflect learners’ needs for teaching and support
during clinical practice. Another approach to determining
how precepting supports teaching is to identify residents’
expectations for precepting. How a preceptor creates a learning
environment, negotiates the learning agenda, determines the
level of support to provide, and grants autonomy can impact
residents’ learning, 11 professional identity formation, 12 and
patient care. 13

These expectations are usually present in the minds of
residents but may not be communicated to preceptors. For the
past 6 years, we have been soliciting feedback from residents
in group sessions, converting the initial feedback to a form
based on nonviolent communication. 14 This format develops
specific requests for preceptor practices, either requesting that
a behavior be continued or requesting a different behavior.
These requests provide a rich source to identify what residents
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consider to be desired behaviors for outpatient precepting.
The goal of this study is to identify resident desires for

precepting by analyzing written feedback residents provided
in order to identify specific precepting behaviors that support
residents’ learning needs.

METHODS
Setting
We conducted this study in a single family medicine residency.
Our 24 family medicine residents see patients in an outpatient
primary care clinic supervised by approximately 40 preceptors.
Each physician preceptor supervises the practice of two to four
residents per half-day session. Typically, residents will see
patients on their own and then report their findings to the
preceptor using the SNAPPS model. 15,16 Through discussion,
the resident and preceptor agree to a management plan. The
preceptor then will see the patient briefly before the resident
completes the visit.

Between 2018 and 2023, we collected feedback for pre-
ceptors during 1-hour in-person or virtual sessions in which
six to eight residents met with one or two nonprecepting
faculty to generate specific feedback for one or sometimes two
preceptors. During the sessions, the group of residents were
asked to identify a preceptor to whom they wished to give
feedback. As a group, residents generated four to 10 instances
or behaviors, which were posted on a spreadsheet. Through
moderated group discussion, the rest of the session was spent
converting this raw feedback into four-part statements of
the nonviolent communication 14 (compassionate communi-
cation) format: “When you [a behavior], we feel [an honest
feeling]. We need [a need not being met]. Please [request for
a behavior].” The final nonviolent communication-formatted
feedback statements were delivered to the preceptor (without
the initial feedback statement). The feedback is not used for any
type of assessment and is not sharedwith the programdirector.

Analysis
To analyze and identify desired practices for precepting, we
separated the requests for a behavior from the rest of the feed-
back and analyzed them separately. Coders, working in pairs,
independently coded thedatausing theMOPETcategories,with
disagreement resolved through discussion.8 To avoid force-
fitting,we created newagreed-upon codes for requests that did
not fit into this framework in order to capture these additional
precepting behaviors. Using thematic analysis, we coalesced
all codes into categories from which we derived behaviorally
based practices for precepting. We distributed these practice
statements tomembersof the research teamand toall (current)
residents, who further revised them for accuracy.

Institutional Review Board
Because the goal of this study was to determine precepting
practices, it was considered a quality improvement project
and did not constitute human subject research. The study was
exempted from institutional reviewboard approval by the chair
of the Cambridge Health Alliance Institutional Review Board.

RESULTS
Over the 5 years, 88 residents participated in the process.
Not every resident participated in every feedback session
due to vacations, sickness, or other reasons; but the ses-
sions were part of their regular schedule, and they were
expected to be there. Combined, these sessions generated
188 feedback statements and accompanying requests. Most
(n=125, 66.5%) were requests to continue a desired behavior
(“Please continue to...”). Only 64.4% of the requests fit into
the MOPET categories8 (Table 1). We created four additional
categories: requests regarding attention to residents’ time
constraints (7.5%); requests respecting resident autonomy
(11.7%); requests for preceptors to performwork with or with-
out the resident before the clinical session (preprecepting), 17,18

(10.6%); and other requests that didn’t fit into any category
(5.8%).

TABLE 1. Analysis of Feedback Using Categories of the Mayo Outpatient
Precepting Evaluation Tool [8]

Category n (%)

Learning climate 51 (27.13)

Control of session 6 (3.19)

Communication of (learning) goals 3 (1.60)

(Promoting) understanding and retention 41 (21.81)

Evaluation of (resident) decision-making 4 (2.13)

Feedback (on performance) 16 (8.51)

(Guidance for) self-directed learning 0

Other
Attention to time (7.45%)
Respecting autonomy (11.70%)
Preprecepting (10.64%)
Miscellaneous (5.85%)

67 (35.64)

Categories of Requests
See Appendix for the complete document.

Setting the Learning Climate
Requests in this category reflected the need for the preceptor
to create psychological safety for residents to express their
decisions, thoughts, concerns, and feelings without fear of
judgment or repercussions. Here is an example of a requested
behavior: “Continue to be yourself, which gives us space to be
ourselves.” Learning climate desired behaviors include

▶ Be calm, speak clearly and slowly, and leave your stress
outside.

▶ Treat us as a peer by getting to know us and letting us get
to know you (but don’t overstep boundaries/overshare),
share your joy of medicine, and check in with us outside
of precepting.

▶ Check in with us frequently about our state of mind and
state of emotion, and about how the session is going.

▶ Create a safe space where it is okay for us not to know
by transparently sharing your uncertainty. One way to do
this is to look up something together with us.
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▶ Show respect to us and our patients by not disparaging
anyone.

Preprecepting
Residents appreciated when preceptors showed up before the
session to help them prepare for the session and to anticipate
their learning needs. Desired practices include

▶ Review the medical record of patients who are to be seen
that session and make suggestions in the record before
the session begins.

▶ Meetwith us before our patient care session to answer our
questions.

Preceptor Presence
Residents feel that preceptors being present and available for
their needs and not distracted by other tasks or conversations
is important. The desired practice is

▶ Be available and present for precepting and see patients
with us when we ask.

Conveying Clinical Knowledge
Many requests described practices residents thought would
enhance their understanding and retention of practical clinical
knowledge. Residents expressed wishing to be taught clinical
medicine as it pertains to the specific patient they are seeing.
They requested concise, relevant summaries of just the infor-
mationneeded in thatmoment, supportedbyevidenceor,when
based on experience, noted as such. Evidence can be briefly
summarized in the moment with supporting information sent
later by email. Desired practices include

▶ Ask whether the time is right before teaching.
▶ Allow us to present uninterrupted and actively listen
before chiming in. Don’t rush us.

▶ Ask us before offering teaching points. When teaching,
keep things concise and relevant and tailored toward our
needs and interests. Notice when we are overwhelmed or
time-pressured and just need an answer.

▶ Provide practical tips about clinical practice (eg, billing,
time management) as well as medical knowledge-based
content.

Decision-Making
Residents asked for supervised autonomy. Through their
requests, they expressed the need to feel a sense of control
and self-determination while providing care for patients.
However, residents also want to know that the preceptor is
there as a safety net and that they are not on their own. Desired
practices include

▶ When seeing a patient with us, ask what our needs are
[prior to coming into the room] and collaborate on a plan
for care and how you will be involved.

▶ In the room, introduce yourself as our colleague. Respect
the relationship and rapport we have with the patient by
letting us lead the discussion.

▶ Realize that we usually have a framework for our deci-
sions; if your plan differs from ours, acknowledge and
validate our decisions.

▶ When offering comments about our management plan,
share your thought process so we understand your ratio-
nale.

▶ Donot feel like youhave to comment ormake any changes
to our plans. Sometimes “sounds like a great plan” is all
we need to hear.

TimeManagement
Requests also focused on issues of time management and
support of their clinical session. They requested that preceptors
orient teaching based on resident time constraints and also
know when they need a solution to their problem rather than
being led to the answer. Desired practices include

▶ Be aware of clinic flow and help us. Even doing little
things (eg, looking up questions we have in real time,
coordinating care with medical assistants and nurses,
finding resources) canmake a big difference in our stress
levels.

▶ Be careful when adding additional tasks to our proposed
plan unless it is absolutely necessary.

▶ Be clear and direct with your expectations; do not beat
around the bush.

▶ Support uswhile performing procedures by allowing us to
perform them and being present to step in when we ask.

Feedback on Performance
Feedbackonperformance is also valuedby residents and should
identify what they performed correctly as well as what could
have been done differently. Best practices include

▶ Validate experiences that were challenging for us.
▶ Rolemodel and teach us by sending us information about
a specific patient to read later.

▶ Provide feedback on what we’re doing right, along with
suggestions for change.

▶ Ask us when the best time is for us to receive feedback.
Typically, the best time is after the session.

▶ Invite us to provide you with feedback, but give us
permission to say we do not have any.

DISCUSSION
From this analysis of 188 feedback statements, we were able
to synthesize desired behaviors for outpatient precepting from
a resident’s point of view. We were heartened to see that
residents frequently identified behaviors they wished our pre-
ceptorswould continue.That isnot to say that all ourpreceptors
consistently perform all these practices, but that residents are
able to identify and agree on exemplars of precepting thatmeet
their needs.

Several studies have determined general characteristics
of precepting that residents value, including caring, promot-
ing autonomy, role modeling, and respect. 11,19,20 Similarly,
MOPET considers the important aspects of precepting to be
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establishing a learning climate, controlling the session, com-
municating goals, promoting understanding and retention,
evaluating resident decision-making, providing feedback, and
supporting self-directed learning.8 In our analysis of feedback
to preceptors, though,we found thatmore one-third of desired
practices did not fit into any of these categories.

Providing actionable feedback directly to preceptors might
otherwise prove challenging for residents for several reasons.
The power dynamic and potential for repercussions inherent
in a preceptor-precepting relationship may prevent residents
from sharing honest feedback that might be perceived as a
demandor criticism. Additionally, residentsmaynot knowhow
to convey their feedback in a way that comments on objective,
observed behaviors rather than subjective judgments. Resi-
dents also may not be skilled or recognize the importance of
identifying their emotions and their subsequent unmet needs,
which allows them to then identify the behavior they need
from their preceptor. This study thus builds off prior feedback
models and adds a new lens using nonviolent communication
for identifying desired precepting practices in the outpatient
settings, allowing residents to express objective precepting
behaviors they need to support their clinical learning and
practice.

This study is limited in that it comprised a convenience
sample within a single residency. Each teaching environment
has its own culture of feedback and learner-centeredness
of teaching, and these guidelines for precepting may not
transfer to every residency. Our residency embraces a culture
of politeness that may be responsible for the preponderance
of requests to keep doing existing behaviors.21 We also have a
long-standing process of faculty development for preceptors
that may in part be responsible for our results. Future research
should examine how the nonviolent communication format
performs when providing feedback to other teachers as well as
to learners.

CONCLUSIONS
Through analysis of feedback systematically collected and
provided to individual preceptors, wewere able to identify pre-
cepting behaviors that residents desire. Some of these desired
behaviors are not reflected in existing preceptor evaluation
tools.

Presentation
International Association for Communication in Healthcare
Annual Meeting, September 2024, Zaragoza, Spain.
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