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Context: Students spend over half of their professional preparation in clinical education under the instruction and
supervision of preceptors. Preceptors must optimize the time spent creating high-quality, authentic clinical experiences.
Preceptors serve as clinical educators and should be proficient in clinical teaching and using clinical teaching models.

Objective: Investigate if preceptors are aware of clinical teaching models and how often components of clinical teaching
models are being used.

Design: Concurrent mixed methods.

Setting: Web-based survey and virtual semistructured interviews.

Patients or Other Participants: A total of 165 preceptors, averaging 10 6 9 years of experience as a preceptor, completed
the survey. We recruited 10 preceptors (4 male, 6 female, average of 12 6 10 years of preceptorship experience) to
volunteer in follow-up interviews.

Data Collection and Analysis: Surveys were administered via Qualtrics, and virtual interviews were completed using
Zoom. Frequency tables were used to examine the quantitative survey data. A phenomenological approach of inquiry was
used for interview data analysis. Member checking, external peer review, and triangulation were all used to establish
trustworthiness.

Results: The Supervision, Questioning, Feedback (SQF) model was most recognized or used by preceptors (48%
responded yes), unlike the One-Minute Preceptor (OMP) or the Summarize, Narrow, Analyze, Probe, Plan, and Select
(SNAPPS) models (15%, 8% responded yes, respectively). Eight components aligned with the SQF model were frequently
used daily or weekly. Components of the OMP or SNAPPS models were used less frequently. Preceptors describe using
similar techniques to the SQF model but are generally unaware of clinical teaching models. Preceptors report eagerness in
improving their clinical teaching abilities to enhance student clinical experiences.

Conclusions: Preceptors are largely unaware that clinical teaching models exist and need to be further instructed on how to
incorporate them into clinical teaching. Preceptors have little experience in teaching practices, so enhancing their clinical
teaching practices will improve students’ professional growth and competence.
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KEY POINTS

� Preceptors are largely unaware of clinical teaching models
with the Supervision, Questioning, Feedback model being
used most often.
� Components of clinical teaching models are used more
frequently rather than integrated clinical teaching models.
� Clinical teaching model components used more frequently
signify novice-level skills, and qualities embodying edu-
cators are used less frequently.
� Preceptors convey an eagerness to enhance their clinical
teaching abilities through professional development.

INTRODUCTION

Preceptors deliver a vital and influential role in athletic
training students’ enthusiasm, long-term commitment, and
developmental growth by serving as educators within the
clinical setting.1 Simultaneously, preceptors are also practic-
ing clinicians, thus balancing 2 very different roles. An
efficient preceptor can interweave these 2 roles by using their
clinical practice to influence their clinical teaching or optimize
slow times in the clinical setting to create an engaging learning
atmosphere for students. To serve as an athletic trainer
preceptor, an individual should have a minimum of an athletic
training degree, be credentialed as an athletic trainer, and
demonstrate competence in athletic training clinical practice
according to the Commission on Accreditation of Athletic
Training Education (CAATE) Professional Program Stan-
dard 45.2 However, preceptors generally have very little if any
knowledge or formal training in pedagogy, andragogy, or
providing meaningful clinical experiences beyond foundation-
al preceptor training.3,4 Preceptors report acquiring knowl-
edge of their role through mentorship from more experienced
preceptors and reflection on their own past experiences of
preceptor interactions as a student.4

Without formalized training in andragogy, preceptors com-
monly use several varied strategies during student interac-
tions. Mazerolle et al5 reported athletic training preceptors
described their teaching styles through student engagement in
active learning, being approachable to the student, and
developing students’ autonomy in clinical practice. However,
Mazerolle et al5 did not focus on the integration of any
specific clinical teaching models. Preceptors should use a
diverse array of teaching strategies to accommodate unique
clinical situations, student learning styles, and each student’s
skill developmental level.6–8 The quality of the time spent in
clinical education is valued higher by students than the
quantity of time spent in clinical rotations.7 With clinical
education comprising at least 50% or more of the total time a
student spends in the professional phase of the athletic
training program,9 it is important to ensure students are
receiving a purposeful and progressive educational experience.
Likewise, students expect a preceptor who will communicate
with them by providing positive and constructive feedback,

challenging their critical thinking, helping discern clinical
reasoning skills, and providing an overall authentic hands-on
experience.10 To aid preceptors in optimizing a teachable
moment or encounter, several clinical teaching models exist to
support preceptors in promoting quality student development.

Several clinical teaching models have been developed for use
in health care education, such as the One-Minute Preceptor
(OMP) model, the Supervision, Questioning, Feedback (SQF)
model, and the SNAPPS model.11–16 The components of
clinical teaching models including supervised autonomy,
strategic questioning, clinical reasoning, professional commu-
nication, self-reflection, and positive or constructive feedback
help preceptors facilitate a meaningful, educational clinical
experience. No research exists in athletic training for the use
of the OMP, while limited reporting exists for the SQF and
SNAPPS models.14,17–20 These 3 clinical teaching models were
selected for this study, as they are used in other health care
professions such as medicine, nursing, pharmacy, and speech-
language pathology, in addition to being reported in The
Athletic Trainers Pocket Guide to Clinical Teaching,16 and the
Master Preceptor.15 None of these clinical teaching models
have been investigated on their frequency or integration of use
in athletic training education.

The OMP is a common clinical teaching model consisting of 5
microskills: (1) get a commitment, (2) probe for evidence, (3)
reinforce positive feedback, (4) correct mistakes, and (5) teach
a general rule.11,12 This model teaches students to reflect on
their clinical practice, apply general concepts for future
corrective action, and implement clinical reasoning more
efficiently.11 The OMP model is designed to be a quick
intervention to aid both the preceptor and the student in
balancing patient care and providing learning opportunities.16

Medicine and nursing both predominantly use the OMP
model since it is positively favored by preceptors and students
over more traditional teaching methods, and it results in
higher teaching scores.11,12 The OMP has not been studied in
athletic training to research its usage or effectiveness;
therefore, its utility in athletic training clinical education
needs further exploration.11,12

The second clinical teaching model being examined is the SQF
model. It is a 3-step model explicitly reported in the athletic
training literature for providing clinical teaching.16 The first
step is proper supervision of the students during clinical
experiences. Over the past decade, supervision of students
engaged in clinical experiences has undergone significant
debate regarding the use of direct supervision versus
supervised autonomy. Recently, the concept of supervised
autonomy has become more widely accepted by athletic
training educators. Supervised autonomy allows students
incremental steps of independence and autonomy during
clinical experiences based upon the level of the student while
still giving the preceptor the ability to intervene if warrant-
ed.17 The second component is questioning, which has been
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described according to the level of critical thought the
preceptor is trying to achieve based upon the situation using
scaffolding and a strategic approach.18 Questions are asked by
sequentially ordering them to confirm knowledge or concepts
in a ‘‘what’’ question, supporting their clinical rationale using
‘‘so what’’ questions, or by developing critical thinking in
‘‘now what’’ questions.18 The third step is providing feedback,
either positive or constructive, based on how the student
performs in a specific situation, and improving their general
clinical skills.18 The SQF model has been described in its
individual components16–20 in athletic training, then presented
as an integrated model during seminars such as the Master
Preceptor15 or in speech-language pathology literature.21–23

The last clinical teaching model examined is the SNAPPS
model. The SNAPPS model was derived from student-
centered learning by engaging the student in a systematic
case presentation to their preceptor.14 The SNAPPS model
consists of a 6-step process including (1) the student
summarizing the history and exam findings, (2) narrowing
down a list of differential diagnoses, (3) analyzing or
supporting the differential diagnosis, (4) probing the precep-
tor with questions the student may have, (5) developing a plan
for patient management, and (6) self-directed study through
reflection, curiosity, or lifelong learning.14 This model is
taught to students to critically appraise while using uniform
case presentations.14

The purpose of this study is to examine if preceptors are
familiar with clinical teaching models and how often they use
individual components of these clinical teaching models when
serving as preceptors to athletic training students. The
research questions guiding this study were: (1) In athletic
training clinical education, what clinical teaching models or
components of clinical teaching models are preceptors aware
of? (2) How often do the preceptors use clinical teaching
models to deliver student feedback?

METHODS

Design

A concurrent mixed-methods study with 2 distinct phases was
used to explore preceptors’ awareness of clinical teaching
models and the frequency of their use within their preceptor
roles.24 In Phase 1, we used a cross-sectional survey, and in
Phase 2, we used follow-up individual interviews. The mixed-
methods design was selected to help measure the knowledge
and implementation of these clinical teaching models into
practice as well as dive deeper into factors that influenced
awareness and implementation. The Strengthening the Re-
porting of Observational Studies in Epidemiology25 and
Consolidated Criteria for Reporting Qualitative Research26

reporting guidelines were used to strengthen the integrity of
this study. The institutional review boards approved this study
at Fort Hays State University and Rocky Mountain
University of Health Professions.

Participants

Recruitment of potential participants for our study was
guided by the following inclusion criteria: (1) an athletic
trainer who is serving as a preceptor, (2) is affiliated with a
CAATE accredited athletic training program, (3) has super-

vised at least one athletic training student within the past 2
academic years, (4) has completed either Level 1 of the Master
Preceptor program or completed an institutional-led precep-
tor training, and (5) has at least 2 years of experience as a
preceptor to demonstrate prior preceptorship experience.

To recruit participants, program directors (PDs) and coordi-
nators of clinical education (CCEs) of CAATE-accredited
programs were used to access preceptors. The initial
recruitment e-mails sent in February 2021 were targeted at
National Athletic Trainers’ Association (NATA) Districts 1,
2, 4, 5 and 11 (primarily the Northeast and the Midwest
United States). At the time of this study, these programs made
up 54% (200 of 365) of CAATE-accredited programs, and we
estimated 4000 preceptors in these 5 NATA districts
represented 200 CAATE-accredited athletic training pro-
grams.27 The sample size needed was 251 preceptors (P ,
.05, 66%)28 to obtain appropriate statistical power.

After an initial 8-week data collection period, we had a small
sample of responses returned. As a result of low response, a
secondary recruitment strategy was implemented by recruiting
affiliates of a doctoral-granting institution who were associ-
ated with an athletic training program. After a 5-month
recruitment process, which included adding the secondary
recruitment plan and sending multiple e-mail reminders to
both recruitment groups, only 165 survey responses were
returned. The authors recognize a potential contributing
factor to the lower response rate was the effect of the ongoing
COVID-19 pandemic on education, health care delivery, and
the increased time demands of athletic training preceptors. A
response rate is undeterminable, as the exact number of
invitation recipients is unknown because they were not sent
directly to the target population.

Phase 2 participants were recruited at the end of the clinical
teaching models survey by voluntarily agreeing to be
contacted for an interview. Forty-eight survey participants
acknowledged wanting to participate in an interview; howev-
er, data saturation was achieved after a total of 10 interviews
were completed. Interview participants represented the
university or college, secondary school, and clinic employment
settings with 6 female and 4 male preceptors contributing.
Interviews lasted an average of 15 to 20 minutes in length.

Instruments

The clinical teaching models survey was developed with
questions in 3 areas: (1) participant demographics, (2) what
components of the teaching models preceptors use, and (3)
how often preceptors use a clinical teaching model (Appen-
dix). The survey was designed with 32 items being nominal or
Likert-scale questions in addition to 1 open-ended question.
On average, participants completed the survey in 8 to 10
minutes. The survey was validated for content validity using a
3-person expert panel in athletic training and medicine. A
panelist was determined to have expertise through active
publication or presentation scholarly activity in 1 of the 3
clinical teaching models being explored in this study. A
Validation Rubric for Expert Panel instrument was dissem-
inated to the expert panel to provide a uniform assessment of
the validity and feedback organization of the survey
instrument.29 To determine if survey items needed revision,
a cutoff score of 3 or higher on this rubrics Likert scale was
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used to determine appropriate content validity. Feedback
from the expert panel improved the alignment of the codes
used to classify survey questions based upon the model(s)
depicted, modifying questions for clarification, eliminating
double-barreled questions, and adding 1 demographic ques-
tion on preceptor education background.

A pilot survey via Qualtrics was performed using a
convenience sample of preceptors to establish face validity
and internal reliability. In the validation survey study, 16
responses (not included in the final study) were submitted;
however, 3 responses were excluded for not meeting the
inclusion criteria. For the pilot study, the Cronbach a was
0.929, suggesting high internal consistency among the
question items with an item-total Cronbach a ranging from
0.919 to 0.938.30

An interview guide was constructed using a semistructured
interview design with questions focusing on (1) perceptions of
student learning when using clinical teaching models, (2)
existing barriers in using clinical teaching models, (3)
perceived benefits to using clinical teaching models, and (4)

perspectives on clinical teaching preparation in preceptor
training (see Figure 1 for interview guide). The interview guide
was screened for content validity by 2 experts in clinical
education and qualitative interview methods, both with
significant publication history in these content areas. Upon
review, question clarity was enhanced, and the interview guide
was modified to further address preceptor training and ask
more broad questions on clinical teaching practices. Three
trial interviews were completed after the expert review to
practice high-quality interview skills and determine partici-
pant question understanding. After receiving trial participant
feedback, modifications were made to provide further clarity
on some questions and add transitional statements.

Procedures

Since contact information specifically for preceptors is not
obtainable for use by the CAATE or NATA, participants
were recruited to participate by asking CCEs or PDs to
forward an e-mailed invitation letter to their preceptors. The
URL link to the survey on Qualtrics was included in the
invitation letter. Informed consent was completed on the first

Figure 1. Semistructured interview guide used during the qualitative portion of this study. Abbreviations: NATA, National
Athletic Trainers’ Association; SQF, Supervision, Questioning, Feedback model.
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page of the survey using click-through electronic consent.
After completing the final page of survey questions, partic-
ipants were asked if they wanted to participate in a voluntary
interview. If they chose yes, they were automatically redirected
to a separate survey to collect their demographic information
and e-mail address. At the end of either survey, a debriefing
page was provided to all participants. No incentives were
given for survey participation.

Within 1 week of completing the survey, those participants who
chose to participate in the interview were contacted by the
primary investigator (J.G.) to confirm their desire to participate
and schedule an interview. One person (J.G.) completed all
interviews individually with participants. The interview adult
informed consent was e-mailed to the participant at least 24
hours before the interview occurred. Ahead of the interview,
only the broader, general topics of interview questions were
given to participants when the adult consent form was e-mailed
to them. At the beginning of the interview session, oral consent
was obtained by using an institutional review board-approved
oral consent script. Participants were asked questions from the
interview guide (Figure 1) described previously in addition to
being asked impromptu follow-up questions using a semi-
structured interviewing technique. Zoom videoconferencing
software was used to record and transcribe the interviews.
Upon the Zoom software completing its automatic transcrip-
tion process following each recorded interview, the transcript
was manually transcribed by 1 author (J.G.) who listened to the
recording while simultaneously confirming or correcting the
transcript.

Data Analysis

Phase 1 data analysis from the clinical teaching models survey
consisted of collecting demographical information on partic-
ipants, including employment setting, athletic training pro-
gram degree level, years of experience, number of students
supervised per day and per clinical rotation, supervision of
students within the past 2 years, completion of institutional
preceptor training and/or Master Preceptor training modules,
and prior use of the OMP, SQF, and/or the SNAPPS clinical
teaching models. Frequency distributions were used to
evaluate how often participants use different individual
components of clinical teaching models using a 6-point Likert
scale. A Cronbach a statistical test was used to determine the
internal reliability of the Likert-scale survey items. Statistical

analysis was completed using Intellectus Statistics online
software. Missing data were completed using the data
imputation function of the Intellectus software.

Data analysis for the qualitative interviews was completed
using a phenomenological approach.31 The interview tran-
scripts were read multiple times by 2 authors (J.G. and S.H.)
to facilitate data immersion before any coding of the interview
data. Data saturation was determined to be met after 10
interviews since 1 interviewer (J.G.) conducted all interviews
and continuously observed trends in the individual interviews
occurring until no new ideas were being introduced. Two
authors (J.G. and S.H.) individually coded all transcripts by
identifying relevant and repetitive ideas that were conveyed by
participants that correlated to the study’s research questions.
After coding, both authors compared codes and developed
major themes that represented the significant findings.
Triangulation was integrated by using 2 different methods
of data collection (survey and interviews) and having 2
different investigators code the interview transcripts for
comparison. Member checks and peer review were also used
to establish the trustworthiness and credibility of the data
analysis. Member checking was done immediately after
transcription to confirm the interview was accurately tran-
scribed. If no response was received in 1 week, it was assumed
the transcript was accurate. An external peer review was
completed by a qualitative methods expert in clinical teaching
to ensure the coding, themes, and quotes reflected the
interview findings appropriately. The expert (S.M.S.) com-
pleting the peer review was chosen because she demonstrated
expertise with a significant publication history in clinical
teaching and the use of qualitative methods. After expert
review, both the quantitative and qualitative results were
compared, and it was determined and agreed upon by all
authors that the results supported each other and should be
integrated so the qualitative data provided a richer, personal
perspective of the quantitative findings.

RESULTS

The clinical teaching models survey had 165 participants
complete the survey. Master’s level programs were represented
by 64.2% of the respondents (n ¼ 106), while the remaining
35.8% were associated with a bachelor’s degree program (n¼
59), both allowed by CAATE at the time of this study (see
Table 1). The average years of preceptor experience of
respondents were 10.27 6 8.65 years. On average, respondents
supervised 2 6 1 athletic training students per day and 2 6 2
athletic training students per clinical rotation. Here, 47.2% of
the participants were employed in the university or college
setting (n¼ 78), 38.8% in secondary schools (n¼ 64), with the
remaining working in a clinic or hospital (n ¼ 19, 11.6 %) or
combined settings such as university and secondary school;
university and clinic; secondary school and clinic; or
secondary school, clinic, and performing arts settings (Table
1). The Cronbach a statistic (a ¼ 0.93) demonstrates strong
internal consistency among the survey items with minimal
change (0.92–0.94) if any questions were removed.30 The
generalizability of the results should be cautiously applied to
the preceptor population at large, provided the low power of
this study.

Ten participants with a combined average of 12 6 10 years of
experience as a preceptor were interviewed. Four of them were

Table 1. Survey Participant Demographics, N ¼ 165

n (%)

Degree level
Master’s 106 (64.2)
Bachelor’s 59 (35.8)
Total 165 (100)

Athletic training setting
Secondary school 64 (38.8)
University or college 78 (47.3)
Clinic or hospital 19 (11.6)
University and secondary school 1 (0.6)
University and clinic 1 (0.6)
Secondary school and clinic 1 (0.6)
Secondary school, clinic, and performing arts 1 (0.6)
Total 165 (100)
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employed in the secondary school setting, 3 in the university
or college setting, and the remaining 3 in the clinic or hospital
setting. See Table 2 for interview demographics and Figure 2
for the methodology flow diagram.

We identified 3 major themes within our data: (1) awareness
of clinical teaching models, (2) implementation of clinical
teaching models, and (3) desire to improve clinical teaching
(Figure 3). The survey data was reexamined after the interview
data analysis, resulting in the same subthemes being
supported by the quantitative data.

Awareness of Clinical Teaching Models

Survey participants were asked about their prior use of 3
established clinical teaching models: OMP, SQF, and
SNAPPS. Twenty-five participants noted using the OMP
model (15.2%), 76 used the SQF model (46.1%), and 14
participants had used the SNAPPS model (8.4%). For each
clinical teaching model, the remaining participants answered
either they did not or were unsure if they used the identified
clinical teaching model (Table 3).

Almost 70% of our interview sample had no awareness of how
to institute clinical teaching models. This was confirmed in
our interviews, as many participants revealed they did not
have a strong awareness of clinical teaching models. Erin
stated, ‘‘I don’t know if I’m familiar with any of them, or if I
do them, naturally, and I just wouldn’t know how to tell you
what they are.’’ Tammy responded, ‘‘I wasn’t familiar with
any of those teaching models.’’ Alternatively, Helen reported
searching for these clinical teaching models after taking the
survey and reporting, ‘‘I’ve never been taught those teaching

Figure 2. Methodology flow diagram. Flowchart showing
recruitment, enrollment, and analysis of participants. Abbre-
viations: CCE, coordinator of clinical education; PD, program
director.

Figure 3. Themes of what preceptors possess.

Table 3. Prior Use of Clinical Teaching Models, N¼165

Parameter n (%)

One-Minute Preceptor
Yes 25 (15.1)
No 5 (55.8)
Unsure 5 (29.1)
Total 165 (100)

Supervision, Questioning, Feedback
Yes 76 (46.1)
No 50 (30.3)
Unsure 39 (23.6)
Total 165 (100)

SNAPPS
Yes 14 (8.5)
No 84 (50.9)
Unsure 67 (40.6)
Total 165 (100)

Table 2. Interview Participant Demographics, N = 10

Participant
Pseudonym

Experience
as a

Preceptor (y)

Athletic
Training

Employment
Setting

Joe 6 College
Helen 3 Secondary school
Bob 23 Secondary school
Tim 30 Clinic
Erin 20 Clinic
Don 6 Clinic
Tammy 15 College
Shirley 5 College
Nancy 5 Secondary school
Kim 2 Secondary school
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models. I learned that some of the things that I do kind of
follow along with those (clinical teaching models).’’

Within our interview sample, 30% of the respondents had
some awareness of at least 1 clinical teaching model. Nancy

reported, ‘‘I definitely learned it [SQF], but I don’t think that I
can recite it back to you right now. I’m not familiar with
SNAPPS.’’ Bob reported he was familiar with OMP in
addition to reporting, ‘‘I would say the SQF is the one that
I think is the most effective and that I use most often.’’

Table 4. Distribution of Frequently Used Clinical Teaching Model Components, N ¼ 165

Component

Clinical
Teaching
Models

Likert Scale Responses, n (%)

Multiple
Times
Daily

Once
Daily

3–43
Weekly

1–23
Weekly

1–23
Monthly Never

Provide positive feedback SQF, OMP 100 (60.6) 32 (19.4) 19 (11.5) 13 (7.9) 1 (0.6) 0 (0)
Use adaptive supervision based on
student skill level SQF 109 (66.1) 21 (12.7) 16 (9.7) 14 (8.5) 5 (3.03) 0 (0)

Provide own prior experiences to
students SNAPPS 91 (55.2) 21 (12.7) 31 (18.8) 19 (11.5) 3 (1.8) 0 (0)

Provide immediate feedback to ATS SQF, OMP 75 (45.5) 32 (19.4) 25 (15.2) 31 (18.8) 2 (1.2) 0 (0)
Provide feedback based on ATS
clinical performance SQF, OMP 67 (40.6) 28 (17.0) 42 (25.5) 23 (13.9) 5 (3.03) 0 (0)

Allow ATS to give rationale for
making clinical decisions SNAPPS 73 (44.2) 29 (17.6) 37 (22.4) 22 (13.3) 2 (1.2) 2 (1.2)

Allow ATS to convey own confidence
level in clinical performance SNAPPS 74 (44.8) 21 (12.7) 35 (21.2) 27 (16.4) 8 (4.8) 0 (0)

Provide constructive feedback SQF, OMP 74 (44.8) 26 (15.8) 39 (23.6) 26 (15.7) 0 (0) 0 (0)

Abbreviations: ATS, athletic training student; OMP, One-Minute Preceptor model; SQF, Supervision, Questioning, Feedback model.

Table 5. Distribution of Less Commonly Used Clinical Teaching Model Components, N ¼ 165

Component

Clinical
Teaching
Models

Likert Scale Responses, n (%)

Multiple
Times
Daily

Once
Daily

3–43
Weekly

1–23
Weekly

1–23
Monthly Never

ATS approaches preceptors for
mentoring or feedback

SQF, OMP,
SNAPPS

58 (35.1) 24 (14.5) 26 (15.8) 35 (21.2) 18 (10.9) 4 (2.4)

Provide general learning point
from a specific encounter

OMP,
SNAPPS

58 (35.2) 37 (22.4) 43 (26.1) 22 (13.3) 5 (3.03) 0 (0)

Ask questions at varying levels
of difficulty

SQF 62 (37.6) 25 (15.2) 40 (24.2) 32 (19.4) 5 (3.03) 1 (0.6)

Talk with ATS about clinical
reasoning

SQF, OMP,
SNAPPS

59 (35.8) 26 (15.8) 38 (23.0) 31 (18.8) 7 (4.2) 4 (2.4)

Have student focus on
differential diagnosis

SNAPPS 56 (33.9) 26 (15.8) 46 (27.9) 28 (17.0) 5 (3.03) 4 (2.4)

Students provide case
presentation using systematic
approach

SNAPPS 49 (29.7) 15 (9.1) 36 (21.8) 46 (27.9) 15 (9.1) 4 (2.4)

ATS determines plan of care
based upon patient case
presentation

OMP,
SNAPPS

57 (34.5) 24 (14.5) 40 (24.2) 34 (20.6) 6 (3.6) 4 (2.4)

Have ATS self-identify positive
behaviors

OMP 47 (28.5) 30 (18.2) 32 (19.4) 36 (21.8) 14 (8.5) 6 (3.6)

Have ATS self-identify
corrective behaviors

OMP 48 (29.1) 24 (14.5) 40 (24.2) 32 (19.4) 17 (10.3) 4 (2.4)

Ask specific follow-up questions
regarding skills performed

SQF 60 (36.4) 31 (18.8) 47 (28.5) 21 (12.7) 6 (3.6) 0 (0)

Preceptor leads the clinical
conversations

SQF, OMP 49 (29.7) 38 (23.03) 44 (26.7) 33 (20.00) 1 (0.6) 0 (0)

Student leads the clinical
conversations

SNAPPS 35 (21.2) 32 (19.4) 28 (17.00) 44 (26.7) 19 (11.5) 7 (4.2)

Abbreviations: ATS, athletic training student; OMP, One-Minute Preceptor model; SQF, Supervision, Questioning, Feedback model.
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Implementation of Clinical Teaching Models

In assessing the frequency of use for individual clinical
teaching model components in the survey, some were more
frequently used daily, while others are not integrated into
clinical teaching as often. Those components being perceived
as being used at least once or multiple times per day include
providing positive and constructive feedback (80% of respon-
dents), using adaptative supervision based upon a student’s
skill level (79%), providing the preceptor’s own past experi-
ences to students (68%), providing immediate feedback to the
student (65%), and allowing the student to state the rationale
for making clinical decisions (61%). See Table 4 for Likert-
scale frequency distribution

Other components were less frequently used daily by
preceptors. These components include how often the student
approaches the preceptor for mentoring or feedback (49% of
respondents), preceptors asking questions at varying levels of
difficulty (53%), preceptors discussing clinical reasoning
strategies (53%), having students use a differential diagnosis
approach in patient care (49%), having students use a
systematic approach when presenting patient cases (39%),
students using the patient’s case presentation to determine the
plan of care (49%), having the student self-identify both
positive and corrective behaviors from their clinical perfor-
mance (43%), and having preceptor- versus student-led
clinical conversations (52% versus 40%). See Table 5 for
Likert-scale frequency distribution.

Participants responded similarly during the interviews about
how they currently used clinical teaching models and what
instructional strategies have proven to be effective. In
hindsight, the SQF model was indirectly relied upon as a
basis of clinical teaching. Some participants included other
teaching strategies. For example, Shirley stated, ‘‘I like to give
them instructions, have them go do it. . . usually, I like to
debrief and talk about what went well, what can we improve
on, and go through those situations.’’ A different teaching
strategy, ‘‘see one, do one, teach one,’’ was referenced by 2
different participants, Bob and Joe. Both participants
reported similar instances of ‘‘liking to let students observe
it, then getting students hands on’’ as soon as possible.

The other significant component preceptors often reported
was the role of supervision and letting the student gain clinical
independence. Participants felt that getting the student
acquainted with the new clinical environment was necessary;
however, it was important to let the student build confidence
and autonomy slowly. Don stated the following about his
clinical teaching strategy:

It’s a combination of questions and answers a lot of times. . .
the first couple of days is kind of get their feet wet. As they
become more proficient, I let have them do more and become
more independent.

Implementation of clinical teaching models in their entirety
was shown in both survey and interviews not to be supported.
Participants all used distinct components of clinical teaching
models more frequently, yet few of them reported specifically
when asked if they used a clinical teaching model such as
OMP, SQF, or SNAPPS in its entirety even though they may
be aware that model exists.

Enthusiasm for Improving Clinical Teaching

Interview participants wanted to learn more about clinical
teaching, and some emphasized the desire to improve upon
their clinical teaching practices, especially after participation
in this study. Tammy stated:

[M]edicine is always evolving, and technology is always
evolving, so if I’m not open to that, I’m not educating my
students and the way that they’re being educated in the
classroom, so then there’s going to be a disconnect there.

The need to recognize self-growth is vital to maintaining high
expectations for student success. Don summed up why
improving clinical teaching is important to the student
themselves by stating:

Ultimately, the goal is to have better-educated athletic
trainers, so if we can have better-educated preceptors, we’re
going to be able to get the education delivered more efficiently
and timely, hopefully raising their skillset faster.

DISCUSSION

This study was completed to investigate the utility of clinical
teaching models in athletic training education, given the
limited preparation of preceptors in clinical teaching. Our
study revealed 3 major themes: (1) awareness of clinical
teaching models, (2) implementation of clinical teaching
models, and (3) enthusiasm to improve clinical teaching.

Awareness of Clinical Teaching Models

For the awareness of clinical teaching models theme, we found
a significantly low percentage of preceptors who were familiar
with clinical teaching models such as the OMP, SQF, or
SNAPPS models. The most recognized model of the 3 was the
SQF clinical teaching model at 46%; however, it is unknown if
participants are truly familiar with the complexities of this
model or simply recognize the name at face value. It is
estimated they recognize it at face value, given that some
components of the SQF model, specifically those asking
questions and providing feedback, were not as highly ranked
in their frequency of use as the supervision component of the
model. The SQF model has been described in the athletic
training education literature, demonstrating that 70% of the
questions preceptors used were low-level questions, and 17%
were classified as high-level questions, which indicates
preceptors were unfamiliar with how to ask higher-level
questions that are strategically created to stimulate critical
thinking.32 Authors of speech-language pathology studies
found the SQF model positively affects a student’s clinical
experience and learning when supervised autonomy is used
and questioning techniques include strategic question design,
scaffolding, and timing.21–23 Providing appropriate education
and training of preceptors in the SQF model with attention to
the strategic design of questioning and feedback may be
helpful for improving the clinical education environment.

The other 2 clinical teaching models were used less frequently,
with approximately 16% of the participants having used OMP
and 8% having used SNAPPS. It is expected these 2 models
would be lower among participants, as they had limited
reporting in the athletic training literature.14,16 Therefore, the
only likely exposure preceptors have to these clinical teaching
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models is through preceptor training workshops if they are
included. Preceptors who have participated in the Level 1
Master Preceptor online program since its unveiling in 2017
have been exposed to all 3 models examined here: OMP, SQF,
and SNAPPS. In our study, 24 preceptors had completed the
Master Preceptor workshop. However, retention of these
models does not seem apparent from preceptor training;
therefore, programs need to continuously educate and
implement these clinical teaching models in preceptor
training. The OMP and SNAPPS models have been used
significantly in medicine,12,13,33–39 nursing,11 pharmacy,40 and
athletic training14 literature; however, these studies do not
examine preceptor awareness or how often these clinical
teaching models are implemented in clinical teaching.

Implementation of Clinical Teaching Models

Our results show that preceptors use individual components
of these clinical teaching models, whether they are knowingly
aware of a model or not. Several components such as
situational supervision, providing positive and constructive
feedback, and the timing of providing feedback are frequently
used daily or weekly. A significant majority of these
components is derived from the foundation of the SQF
clinical teaching model.16–20 These characteristics of clinical
teaching models resemble preceptors who lean on a novice
approach to preceptorship rather than a higher-level educa-
tor’s perspective. Preceptors operating at a novice level may
not have full comprehension of how to thoroughly integrate a
clinical teaching model. Having preceptors trained at a novice
level may lead to a minimal educational approach within
clinical education and students not being exposed to an
intentional, engaging educational experience that meets their
own clinical education expectations.

Other components that are used less frequently such as
integrating differential diagnosis, creating individualized
treatment plans, initiating student- versus preceptor-directed
learning strategies, providing general points, and building
clinical reasoning through questioning and feedback tech-
niques are all components that align closely with either the
OMP or SNAPPS clinical teaching models. This difference
likely correlates to the less familiar clinical teaching models
like the OMP or SNAPPS models in comparison with the
SQF model. These components signify preceptors who rely on
more of a clinical educator’s approach to clinical teaching
rather than mentoring from a supervisory role. These
preceptors are taking a specific teachable moment and
creating reflective learning points for both the specific
encounter and for similar future encounters.41 The transition
from novice to expert style teaching generally takes 2 to 5
years and is accomplished as preceptors gain more teaching
experience, focus intentionally on student-centered learning,
and especially have a deeper context of teaching pedago-
gy.42,43

These tactical approaches to clinical teaching should be
developed into student-centered and educational encounters
to provide teachable moments for students.41 Preceptors may
expand upon their questioning abilities by asking strategic
questions in a thoughtful, progressively more challenging
manner to engage higher levels of critical thinking and
reasoning.18 Preceptors who use this type of strategic
questioning technique effectively integrate timing, sequencing,

and phrasing of questions that target higher-level information
that builds off of basic knowledge.32 The methodology of how
preceptors provide feedback determines its usefulness. Stu-
dents appreciate feedback, both positive and constructive.
However, they prefer feedback being provided in an
appropriate, timely manner after a specific intervention or
when it is intended to promote professional growth.20

Enthusiasm for Improving Clinical Teaching

A consensus appeared among participants that improving
their clinical teaching methods would benefit both them and
the students by enhancing the clinical experience. As
supported in previous research, most preceptors have no
prior education or in-depth training on educational tech-
niques, pedagogy, or andragogy.4 This finding is supported by
previous researchers stating athletic training preceptors
identified teaching and learning within the clinical setting as
their top learning need in preceptor training.44 However, they
are limited with time, financial, and continuing education
constraints to pursue this interest further. Preceptors have
identified the enjoyment of teaching students and promoting
their professional development as reasons they choose to be
preceptors.4 Conversely, preceptors in our study reported
their preceptor training focused more on program policy and
procedures rather than principles of clinical teaching, even
though this has been identified as a top learning area of
interest both in this study and past literature.44

Limitations and Future Directions

Our study has several limitations. The intended sample size
was estimated to be 251 participants (P , .05, 66%)22;
therefore, this study did not meet the statistical power
anticipated. In part, this might be due to the timing of data
collection from February to July 2021, during an unusual set
of circumstances when preceptors were exceptionally busy
with athletic training coverage during the COVID-19 pan-
demic. Given the low power in this study, the generalizability
of the results should be cautiously inferred to preceptors
outside this study population. The distribution of survey
invitations also is factored in, as it is unknown exactly how
many CCEs or PDs forwarded the e-mail to their respective
preceptors or if the preceptors received the invitation due to
spam filtering. The actual response rate of the survey is
unknown since the recruiting e-mails were not sent directly to
the target population. The precise number of preceptors or
their direct contact information is unknown. The truthfulness
of the survey or interview responses is assumed to be accurate.
The frequency and content of preceptor training vary
significantly across athletic training programs; therefore, each
preceptor has a different level of comprehension of the clinical
teaching models being investigated.

For future studies, several areas need to be explored. First, the
teaching effectiveness of preceptors who do use clinical
teaching models needs to be investigated in athletic training
education. This has been studied in other health care
professions. Secondly, the perceptions of preceptor training
and barriers to teaching clinical teaching models with CCEs
should be explored to understand program administrators’
viewpoints in further integrating clinical teaching models into
clinical teaching. The use of clinical teaching models over time
should be evaluated in students to determine student

Athletic Training Education Journal j Volume 18 j Issue 1 j January–March 2023 82

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-06-17 via free access



perceptions of preceptors who use specific clinical teaching
models. Lastly, further investigators need to look at the
professional preparation of preceptors with the evolution of
immersive clinical education.

CONCLUSIONS

The ability of a preceptor to use and incorporate inclusive
clinical teaching strategies that create a positive, student-
centered, engaging learning environment is vital. In our study,
we show preceptors may be inadequately prepared by having
a lack of knowledge of clinical teaching models like the OMP,
SQF, or SNAPPS models. Intuitively, they already use some
components of these models including supervision, feedback,
and basic questioning techniques. However, preceptors could
provide a much richer experience by learning how to correctly
and persistently use these specific clinical teaching models to
promote reflection, critical thinking and reasoning, and
improved competence. Preceptors display an enthusiastic
willingness to learn how to be more effective clinical teachers
but need the professional development provided in preceptor
training. Preceptors who are not exposed to clinical teaching
models or the principles of teaching cannot be expected to
develop expertise in being clinical educators. Using these
clinical teaching models can provide preceptors with a better
technique to meet the expectations of students and program
administrators in providing an engaging, positive clinical
experience.
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Appendix. Clinical teaching models survey. Survey instrument created and validated for use in this study.
Abbreviations: NATA, National Athletic Trainers Association; OMP, One-Minute Preceptor.
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