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Editor's Note: The “One-minutePreceptor’is awidely acceptedeachingmodelthatsummarizedm-
portanttasksor “microskills.” In thismonth’scolumn,JonNeherMD, andNancyStevensMD, MPH,
explainthefive microskillsin themodelandgive specificsuggestionsnhowoffice-basedeachersan

usethemin their interactionswith learners.

| welcomeyour commentsaboutthis feature,which is also publishedon the STFM Web site at
www.stfm.org | alsoencouragall predoctoratlirectorsgo makecopiesof thisfeatureanddistributeit
to their preceptorgwith the appropriateFamily Medicinecitation). Sendyour submissions
to williamh@bcm.tmc.eduwilliam Huang,MD, Baylor Collegeof Medicine,Departmentf Family
andCommunityMedicine,5510GreenbriarHouston, TX 77005-2638713-798-627 1Fax:713-798-
8472.Submissionshouldbe no longerthan3-4 double-spacegagesReferencesanbe usedbut

arenotrequired Counteachtableor figure asonepageof text.

The One-minute Precgtor:
Shaping the Teading Conversation

Jon O. Neher, MD; Nancy G. Stevens, MD, MPH

In1992, the five-step “microskills” clinicians.It is quite brief, easyto

model of clinical teaching—com learn,andhasbeenshownto im-

monly known as the One-minute provekeyteachingbehaviors:?In

Preceptor—first appeared in the the decadesinceit was first de-

family medicine literaturé.The scribedjt hasbeerwidelyadopted
method is used in medical training in fellowship andteachingpro-

settings where a learner initially grams.This article reviews the
assesses a patient and then seeksethodandincludessometipson

help from a preceptor. The One- its application.

minute Preceptor is a framework The One-minutePreceptorcon

around which teacher-student eon sistsof five tasksor microskillsthat
versations can be built and is par youtry to accomplishwhen dis-

ticularly helpful for newer teaching cussingaclinical casethatalearner
hasjust presentedl he microskills
are(1) Getacommitment(2) Probe
for supportingevidence (3) Teach
generalrules, (4) Reinforcewhat
wasdoneright, and(5) Correctmis-

takes.

(Fam Med 2003;35(6):391-3.)
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This sequencdosterslearner
ownershipof the clinical problem
andallowsyouto bothidentifygaps

inthelearner’sknowledgebaseand
focus teachingappropriatelyto
learnerneeds.Oncefamiliar with
the steps,you maywantto modify
the order, or use only selected
microskillsastheyfit thesituation.
In learningtheskills, it helpsto fo-
cusononeskill atatimein agiven
clinical teachingsessionTakinga
few minutesattheendof theteach
ingdaytoreflectonyour microskill
usehastensicquisitiornftheskills
andcomfortwith themethod.

GetaCommitment

Thefirst microskill is usedim-
mediatelyafterthelearnehaspre-
senteda patientto you andasksa
specific questionor remainssi-
lent—askingijn effect,“Whatdol
donow?” Togetacommitmentyou
simplyaskin anonthreateningvay,
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“What do youthinkis goingon?”
or “Whatdoyouwantto do?”Your
objectiveisto getthelearnertopro-

cessheinformationheor shehas
just collectedconcerningthe pa

tient.

learner’s “mind map,” pieces of4in

Family Medicine

inanimportantclinicalareawhere

formation (basic science or clinical) their commitments a blind guess
that may be loosely connected toandthey offer no supportingevi-

each othet.To explore the learner’s

dencemayneedmorethanaquick

fund of knowledge and ability to “soundbite.” If timeallows,amini-

connect different pieces of informa

lecturemaybe useful,or youmay

Occasionally, you will need to tion on his or her mind map, you needo assigrreadingorplanare-
ask one or two clarifying questions can ask questions such as, “Whatview sessiorwith thelearnetin the
about the presentation before youfactors did you consider in making future. In a busyclinic, the most
ask for a commitment. Questions that decision?” or “Were there other helpful generalrules may be just
such as “Does the child have a fe options you considered and dis howto getthroughthe day.

ver?’ are reasonable, but avoid thecarded?” Listening carefully allows

temptation to ask so many questionsyou to understand the learner’s Reinforce What Was Done

that you take over the case.

Often, you can teach learners tocits in his or her knowledge base.

clinical reasoning and to find defi

Right/Carect Mistakes
The final two steps of the teach

begin with a commitment. This For a reluctant or resistant learner,ing conversation are verbally rein
saves time in precepting, helps you may find further elaborations forcing those behaviors that were
learners identify their own areas of helpful® Questions like, “If this
weakness, and allows you to attendpatient was pregnant, would it alter behaviors that may be helpful in the
to key clinical details during the your management?” or “What are future. As with all feedback, it
your thoughts on the risks and ben should be well timed, expected,

case presentation.

Making a commitmentcan be
difficult for somelearnersecause
of therisk of beingwrongandcon-
cernsaboutbeing evaluatedThe
guestion;'Whatif | weren'tavail
able, what would you do for this
patient?”will often getaroundthis
impasseA generabktatemento the
learnebeforeyoustart—-I ampar
ticularly interestedn whatyou are
thinking becauseét helpsmebe a
betterteacher'—mayencourage
themto sharetheir thinking more
openly.

For more-advancetkarnersre-
membeithatcommitmentsnayfo-
cuson any aspecbf clinical care,
including diagnosis,diagnostic
trees,treatmentplans, follow-up,
etc.Leamersshouldbe constantly
challengedto make intellectual
commitmentsjust beyondtheir
level of comfort. In verycomplex
casescommitmentrequestsnay
taketheformof “How doyouplan
tofind thediagnosis?or “Whatdo
you planto write for admissioror-
ders?”or “How areyou going to
chipawayat this situation?”

Probe far Suppating Evidence

efits of empirical treatment as op
posed to obtaining a definitive-di

agnosis first?” can bring out the

learner’s thinking and knowledge.

Teach Genaal Rules

Every casehasteachingvalue,
andyour goalistotargetyourteach
ing appropriatelyOnceyou under
standwhatthe learmerknows,you
arein a positionto teachoneor
more generakules,which aretar
getedto thecurrentcasebut also
generalizeto other, similar cases.
Forexample;lt iswell established
thatACE inhibitorsreducemorbid
ity andprolonglife in patientawvith
dilated cardiomyopathy”is more
appropriatehan“This patientneeds
captopril.” Your generalulesmight
summarizeanything from the key
featuresof a particulardiagnosis,
the managemenof a demanding
patient,or effective useof phone
consultation.

A commonproblem for new
teacherds trying to teachevery
thingononecaselLeamersannot
integratemore thana few general
rulesper case sofocuson theim-
portantareagor themandthe pa

Next, you ask the learner what tient.Avoid thetemptatiornto focus
underlies his/her commitment. This primarily on whatyou know best.
has been described as exploring theAlso, learnerawith little knowledge

highly effective and suggesting new

case specific, and behavior focused
and utilize descriptive rather than
evaluative languade.

Since we all learn most from the
mistakes we identify ourselves, one
strategy is to ask the learners to
identify what they did right and
what they would like to do better.
Another is to ask learners in ad
vance how they like to get feedback.
This lets them know they will be
getting feedback and invites their
participation in the process.

Anothervariationistogive some
positivefeedbaclearlyin theteach
ing conversatiorbeforeprobingfor
supportingevidence,to reduce
learnermerformanceanxiety.If you
find you are nevergetting to the
feedbackstepsas you work to-
gether,try settingasidea specific
timefor feedbacKfor exampleaf-
ter all observedencountersor ob-
servedprocedures),allowing
teacheandleamerosit downand
discuss'how it wentin there.”

InsummarytheOne-minutePre
ceptormodelcontinuedo provide
areliableframeworkonwhichgood
teachingonversationsanbebuilt.
Themodelis mosthelpful whenit
isnotviewedasstaticandrigid but
asapliablesetof guidelineghatcan
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beshuffledandalteredastheever-
changingteachingsituation war-

rants. You can acquire these
microskills yourself with practice

andreflectiononyour ownteach

ing encounters.
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