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BACKGROUND AND OBJECTIVES: Family medicine faculty face increasing
expectations for clinical productivity. These expectations impinge on academic
and education time and make it difficult to pursue research or scholarly activi-
ties. A task force convened by the Society of Teachers of Family Medicine cre-
ated national guidelines to protect nonclinical time for family medicine faculty.

METHODS: The task force reviewed existing guidelines for protected time, as
well as data on current and past distribution of time for faculty in academic
medicine, including a specific look at family medicine. Based on the evidence
and expert opinion from task force members and leaders of family medicine
organizations, the task force developed eight consensus recommendations.

RESULTS: The guidelines include recommendations for allocation of protected
time for program directors, associate program directors, and core faculty. These
represent best practices to ensure programs have appropriate time to devote to
the nonclinical duties of training and educating residents, while also promoting
innovation in education, faculty well-being, and faculty retention.

DISCUSSION: Faculty require nonclinical time for resident development, curric-
ulum creation and maintenance, program assessment, and scholarship. Without
these functions, programs can’t meet accreditation requirements or fulfill their
responsibility to develop strong family physicians. Residency programs, sponsor-
ing institutions, universities, health care systems, and accrediting bodies should
use these recommendations to develop budgets that provide appropriate time
allocation to enhance faculty wellness, reduce turnover, and meet organizational
missions and objectives around education and providing care for communities.
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he following guidelines were
Tcreated by a task force con-

vened by the Society of Teach-
ers of Family Medicine (STFM) and
have been endorsed by the Ameri-
can Academy of Family Physicians
(AAFP), the American Board of Fam-
ily Medicine (ABFM), the American
College of Osteopathic Family Phy-
sicians (ACOFP), the Association of
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Departments of Family Medicine
(ADFM), the Association of Fam-
ily Medicine Residency Directors
(AFMRD), NAPCRG, and STFM.

Development and Purpose

of the Guidelines

Family medicine faculty are a foun-
dational element of graduate medi-
cal education.! In addition to clinical

and supervisory responsibilities,
family medicine faculty create and
maintain curricula, screen and in-
terview residency candidates, design
and deliver the majority of didactic
lectures to their residents, provide
evaluation and feedback to residents,
and coach and mentor learners, in-
cluding medical students.

Family medicine faculty are fac-
ing increasing expectations for clin-
ical productivity, likely a product of
health systems under pressure to ad-
dress shrinking operating margins
and declining physician clinical pro-
ductivity>® A 2018 survey of STFM
members identified workload/admin-
istrative burden/competing priorities
as members’ biggest challenge.*®
Survey respondents noted expanding
clinical demands were impinging on
academic and education time, mak-
ing it difficult to do research or to
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pursue scholarly activities required
for accreditation. Faculty indicated
they were overwhelmed, trying to
meet administrative and clinical de-
mands, resulting in inadequate time
to teach, maintain their own knowl-
edge, and to engage in faculty de-
velopment.*?

These responses point to both ex-
haustion and inefficacy—two ma-
jor elements of burnout. Burnout
among health care professionals has
been associated with a decrease in
the quality of patient care,®® an in-
crease in the number of medical er-
rors,>'° and an increase in the risk
of suicidal ideation, depression, and
substance abuse.®'2 Family medi-
cine consistently ranks within the
top six specialties with regard to
rates of reported burnout.*15 Fam-
ily medicine faculty who are unable
to care for themselves cannot model
and teach behaviors and strategies
associated with well-being.'® Physi-
cian well-being and satisfaction have
been associated with greater patient
satisfaction. Academic medical cen-
ters often underestimate the cost
and repercussions of faculty turn-
over in their organizations.!”

To address members’ need for an
increase in protected nonclinical
time and to reduce the likelihood
that competing faculty priorities
compromise the education of resi-
dents and/or patient care, STFM
convened a task force of experts
representing multiple family med-
icine organizations to examine the
available evidence and develop na-
tional joint guidelines for protected
nonclinical time for faculty in fam-
ily medicine residency programs. The
guidelines list recommendations for
allocation of protected nonclinical
time for family medicine program di-
rectors, associate program directors,
and core faculty (Table 1). They are
intended to represent best practices
to ensure programs have appropri-
ate time to devote to the nonclinical
duties of training and educating resi-
dents, while also promoting innova-
tion in education, faculty well-being,
and faculty retention.
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In developing these recommenda-
tions, the task force took into consid-
eration the wide variety of settings
and situations in which training for
family medicine residents occurs.
The intention was to create recom-
mendations applicable to program
leadership and faculty across all set-
tings and in programs of all sizes.

Scope and Audience
These guidelines include recommen-
dations for allocation of protected
nonclinical time for family medicine
program directors, associate program
directors, and core faculty. Nonclini-
cal time requirements for noncore
faculty, residents, medical student
educators, and program coordina-
tors were not discussed. The task
force considered defining time allo-
cations based on faculty track and
the unique characteristics of pro-
grams (eg, rural, newly-accredited)
and ultimately agreed that program
directors are best suited to adjust
nonclinical time recommendations
for their programs.

These guidelines should be used
by family medicine residency pro-
grams, sponsoring institutions, uni-
versities, health care systems, and
accrediting bodies to guide decision
making about protected nonclinical
time for program directors, associate
program directors, and core faculty
in family medicine residency pro-
grams. Specifically:

e Residency programs can use the
guidelines to determine the op-
timal number of faculty needed,
develop appropriate scheduling,
and ensure the administrative
duties of the program are ac-
complished without compromis-
ing resident education or patient
care.

e Health care systems can look
to these guidelines to develop
budgets that provide appropri-
ate time allocation to enhance
faculty wellness, reduce turn-
over, and meet organizational
missions and objectives around
education and providing care for
communities.

e Sponsoring institutions can use
these guidelines to ensure the
allocation of resources is appro-
priate to provide the program
leadership and faculty the abil-
ity to create learning environ-
ments that promote patient
safety, health care quality, care
transitions, supervision, duty
hours and fatigue management
and mitigation, and profession-
alism.

e Accrediting bodies can look to
these guidelines when creating
new or revising current accredi-
tation requirements.

In some instances, these guide-
lines may differ from Accreditation
Council for Graduate Medical Ed-
ucation (ACGME) requirements.
Programs should ensure they meet
current ACGME requirements in or-
der to maintain accreditation.

Terminology

“Total time” is the complete amount
of time a faculty member works. Pro-
vided the faculty member works full
time for a residency program, this
typically is 1.0 full-time equivalent
(FTE). This time divides into “clini-
cal time” and “nonclinical time” (Fig-
ure 1).

“Clinical time” is time dedicated
to patient care. This includes direct
patient care (seeing patients with-
out residents) with or without med-
ical students, clinical supervision of
residents (precepting), documenting/
charting, answering messages from
patients/clinic staff, responding to
labs/tests ordered for patients, sign-
ing resident notes, and other patient
care-related tasks.

“Spillover time/work after clinic” is
clinical time spent during nonsched-
uled clinic hours. This time typically
includes activities such as complet-
ing clinic notes, reviewing test re-
sults, calling/messaging patients,
completing patient paperwork, and
coordinating care with other team
members, including specialists.

For faculty who clinically super-
vise residents, spillover time/work
after clinic also includes time spent
in clinical activities such as signing
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Table 1: Recommendations for Protected Nonclinical Time for Faculty in Family Medicine Residency Programs

The program director must have a minimum of 0.5 FTE protected nonclinical time to devote to the administration of the
program.

The associate program director must have a minimum of 0.4 FTE protected nonclinical time to devote to the
administration of the program.

Each program must have at least one associate program director. Programs with 25 or more residents require additional
associate program directors (note exception; Table 2).

In programs with 13 or more residents, the program director and/or associate program director require additional
protected nonclinical time above their minimum protected FTE (Table 3). The program director must assign this
additional protected time to themselves or to the associate program directors to meet the minimum aggregate FTE.

The program director must have a minimum of 0.2 FTE dedicated to clinical care, either in direct patient care or in the
supervision of residents.

All core faculty members—physicians and other health educators—who are not APDs must be provided with the
salary support required to devote a minimum of 0.3 FTE of nonclinical time to the administration of the program (note
exception).

Protected nonclinical time must not include administrative duties related to patient care (eg, completing clinic notes,
reviewing test results, and coordinating care).

Associate program directors and core faculty may be part-time employees, at the discretion of the program director. These
individuals must meet the minimum FTE requirements as stipulated by these guidelines.

Abbreviations: FTE, full-time equivalent; APDs, associate program directors.

Figure 1: Visual Example of Total Time Breakdown for a Theoretical Faculty Member

Direct Patient Care
Resident Clinical Care Spillover Time
Spillover Time 5%
5%

Direct Patient Care
Protected Non- 35%
Clinical Time

20%

Clinical Care with
Residents
35%

Clinical Time

Non-Clinical Time

Note: This chart represents a total time breakdown for a theoretical faculty member to demonstrate the different
components of faculty member time. For example, this faculty member spends 40% of their time performing clinical
care with residents in addition to 20% in protected nonclinical time, which totals 60% of their time dedicated to the
program. The remaining 40% of their time is not dedicated to the program and is spent in direct patient care without
residents and its associated spillover work. This faculty member’s time separately divides into 80% clinical time and

20% protected nonclinical time.

FAMILY MEDICINE VOL. 53, NO. 6 - JUNE 2021

445



‘ SPECIAL ARTICLE ‘

and reviewing resident clinic notes,

reviewing/discussing test results,

and helping residents navigate the
health care system in the best inter-
est of their patients.

“Nonclinical time” is the portion of
time faculty dedicate to duties other
than those related to patient care. It
does not include time spent in du-
ties classified as clinical time (eg, su-
pervision of residents in the clinical
setting) or spillover time/work after
clinic.

Nonclinical time may include, but
is not limited to:

e  Advising, mentoring, and coach-
ing residents (cocreating, im-
plementing, and monitoring
individualized learning plans)

e  Supporting/overseeing residents
in the development/assessment
of innovative quality improve-
ment/patient safety projects rel-
evant to the population served

e Participating in educational ac-
tivities (eg, didactics, lab, or sim-
ulation)

e Developing, implementing, and
assessing components of the cur-
riculum

e Designing and implementing
simulation and standardized pa-
tient curricula for teaching and
assessment

e Designing and overseeing reme-
diation plans

e  Supporting/overseeing residents
in the conduct of their scholarly
work, including the dissemina-
tion of such work through pre-
sentations, posters/abstracts,
and peer-reviewed publications

e Teaching residents how to teach

e Teaching/mentoring medical stu-
dents with an interest in family
medicine

e Membership on the Clinical
Competency Committee (CCC)

e Designing and implementing
the program’s assessment strat-
egies, ensuring there are robust
methods to assess each com-
petency, and that assessment
methods provide meaningful
information by which the CCC
can judge resident performance
on the Milestones
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e  Monitoring the quality of the
clinical learning environment,
including regular assessments
of adequate clinical volume

e Serving as a representative on
clinical quality committees that
are external to the program

e  Participating in the Annual Pro-
gram Review as chair or mem-
ber of the Program Evaluation
Committee

e Implementing and analyzing the
outcome of action plans devel-
oped by the Program Evaluation
Committee

e Participating in recruitment,
selection, and retention of resi-
dents and faculty

e Leading and participating in the
program’s efforts related to resi-
dent and faculty well-being

e Participating in and/or oversee-
ing faculty development activi-
ties.

“Time dedicated to the program”
is the sum of time spent supervis-
ing residents in the clinical space,
including the administrative work
that goes with that, and nonclinical
time (as defined above). It does not
include time spent in direct patient
care, precepting medical students,
the administrative work that goes
with these activities or administra-
tive responsibilities unrelated to the
faculty member’s duties to the resi-
dency program.

“Core faculty” are residency fac-
ulty who have a substantial com-
mitment to the residency program,
such that they can support pro-
gram leadership in evaluating the
program and its residents, and con-
tribute to the program’s develop-
ment and growth including (but not
limited to) curriculum development
and implementation, recruitment,
and program self-assessment. Core
faculty must be designated by the
program director and may include
physicians as well as other health
educators. The associate program di-
rector (APD) is a core faculty mem-
ber. The program director is not a
core faculty member.

“Other health educators” are indi-
viduals who contribute to the clinical

and/or didactic learning of residents
and are not physicians. Examples of
other health educators include be-
havioral health specialists, pharma-
cists, nutritionists, PhDs, and social
workers.

“Part-time faculty” are individu-
als who work fewer than 1.0 FTE
(100% full-time equivalent) in the
program and/or institution. Faculty
with multiple employers who work
a combined total 1.0 FTE, with <1.0
FTE at the residency program and/
or institution should be considered
part-time faculty.

Guideline Development
Methodology

Task Force Selection

Protected Faculty Time Task Force
members were selected through an
open call for applications and per-
sonal invitations, with the intent to
bring together diversity in role, geog-
raphy, residency size and structure,
race and ethnicity, age, experience,
and gender.

Review of Existing Guidelines
Task force members first reviewed
existing guidelines for protected
faculty time. The AAFP Residency
Program Solutions (RPS) publishes
Criteria for Excellence, a highly-re-
garded collection of consensus-based
best practices for family medicine
graduate medical education pro-
grams'® The task force also reviewed
guidance the ACGME formerly pro-
vided to designated institutional of-
ficials with specified minimum time
allocations for faculty and program
directors based on specialty-specific
review committee recommendations
prior to 2019.1920

Literature Search Strategy

The task force conducted a literature
review. They performed a search of
PubMed database with the terms
[“protected academic faculty time”
OR “protected administrative facul-
ty time” OR “protected non-clinical
time”]. Over 1,000 results were re-
turned and abstracts read for rele-
vance. The task force reviewed the
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bibliography of relevant publications
to identify additional helpful articles.

Additional relevant materials in-
cluded:

e Results of an STFM survey of
family medicine program direc-
tors;

e Results of an STFM member
survey;

e Data from the University of
Washington WWAMI Region
Family Medicine Residency Net-
work, where investigators of a
study asked program directors
to estimate the amount of clini-
cal time family medicine faculty
spent performing various activi-
ties; and

e ACGME’s current Data Re-
source Book and its published
archives of faculty character-
istics as reported in the ACG-
ME’s Accreditation Data System
(ADS).

The task force collected and uti-
lized these materials to form the ba-
sis of consensus guidelines.

Identification of Guideline
Statements and Development of
Consensus

After reviewing relevant litera-
ture, task force members individu-
ally developed recommendations for
statements pertaining to program
director, associate program direc-
tor, and faculty nonclinical time, as
well as other pertinent recommenda-
tions. At a meeting, each guideline
statement was vetted by the panel
of experts on the Protected Faculty
Time Task Force. Statements under-
went successive edits until the pan-
el reached a consensus about each
statement’s relevance and applica-
bility to the task force’s specified
scope. The task force approved the
final collection of statements. The
task force discussed use of levels of
evidence and agreed that given the
limited amount of rigorous, peer-re-
viewed evidence, final recommenda-
tion statements would not include
levels of evidence.

External Review
After completing its draft guidelines
and supporting statements, the task
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force submitted them for review to
the STFM Board of Directors and a
reactor panel comprised of experi-
enced family medicine faculty rep-
resenting a broad range of roles,
geographic locations, and practice
settings. After further edits, the task
force submitted the guidelines to the
Family Medicine Leadership Consor-
tium (leaders of the AAFP, the AAFP
Foundation, ABFM, ACOFP, ADFM,
AFMRD, NAPCRG, and STFM) for
review and comment. After final re-
visions, the guidelines were sent
to supporting organizations for en-
dorsement.

Recommendations for
Nonclinical Time for

Faculty in Family Medicine
Residency Programs
Recommendation 1: The Program
Director Must Have a Minimum
of 0.5 FTE Protected Nonclinical
Time to Devote to the
Administration of the Program.
From 2007-2019, family medicine
program directors reported to the
ACGME an average of 0.6 FTE
spent on nonclinical activities. This
has trended downward slightly over
time, from 0.7 FTE in 2007.2! The
most recent edition of RPS Criteria
for Excellence recommends a simi-
lar range of protected nonclinical
time for program directors, between
0.5 and 0.8 FTE. The RPS Crite-
ria for Excellence authors highlight
the need for protected nonclinical
time and discuss the opportunity to
share administrative responsibilities
with associate program director(s).!®
While other specialties’ ACGME re-
quirements for program directors
designate varied levels of required
time for nonclinical work, many pri-
mary care specialties, such as pediat-
rics and internal medicine, require a
minimum of 0.5 FTE."® Additionally,
in emergency medicine, orthopedics,
and cardiology, program directors
report devoting a larger portion of
their time for administrative du-
ties that focused on research.!%1922%
Having more protected nonclini-
cal time should allow for a larger
amount of program director-driven
educational research.

‘ SPECIAL ARTICLE ‘

Program director turnover is a
significant challenge facing fami-
ly medicine residency training pro-
grams. Median tenure for program
directors in ACGME-accredited fam-
ily medicine residency programs is
4.5 years.?® Program directors re-
port challenges including adminis-
trative duties, clinical load, family
obligations, teaching responsibilities,
and research demands. Departing
program directors report “a sense of
building exhaustion, burnout, or bur-
den of too much work as a factor in
their decisions to step away.”?” Sixty-
nine percent of departing program
directors with fewer than 6 years of
tenure cite “there was no room for
other pursuits (eg, research, other
scholarly work)” as a factor in their
departure.?”

As residency programs continue to
innovate and the complexity of ACG-
ME requirements continues to grow,
the need for protected time to appro-
priately adjust to these changes is
crucial. For example, 3 years after
the implementation of core compe-
tencies, nearly 20% of program di-
rectors were unaware that failure to
evaluate competencies could result
in citation.?? Program directors re-
ported insufficient time and insuf-
ficient faculty development as the
major barriers to implementation.?
Appropriate allocation of protected
nonclinical time provides the pro-
gram director time to fully address
changes in regulatory requirements,
adapt current processes to accommo-
date them, and train the faculty in
their implementation.

Recommendation 2: The

Associate Program Director Must
Have a Minimum of 0.4 FTE
Protected Nonclinical Time to
Devote to the Administration of
the Program.

As part of the leadership team, as-
sociate program directors (APDs)
assist with program administration
and clinical education.! Common ac-
tivities include general administra-
tion, counseling/advising residents,
teaching, recruitment, and curricu-
lum development. Less common ac-
tivities are evaluation/assessment,
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faculty development, providing feed-
back to trainees, research, and career
advancement planning.?®?° The re-
sponsibilities of this position require
protected nonclinical time.

In a 2013 survey, pediatric APDs
reported they were compensated at
<0.25 FTE (34-36%), 0.25 to 0.5 FTE
(60-62%), and >0.5 FTE (2-5%) for
their APD role.?® Despite allocation
of protected time, their top three con-
cerns about their position were:

(1) lack of time (ie, clinical respon-
sibilities conflicted with residency
time); (2) faculty engagement (ie,
difficulty engaging faculty in teach-
ing, evaluation, and other educa-
tional missions); and (3) scholarly
work (ie, insufficient time and re-
sources for projects, research, and
promotion).®

This is consistent with the STFM
survey, where members identified
workload/administrative burden/
competing priorities as their biggest
challenge.*

Recommendation 3: Each Pro-
gram Must Have at Least One
Associate Program Director.
Programs With 25 or More
Residents Require Additional
Associate Program Directors

(Note Exception; See Table 2).
Though much nonclinical work at a
program is independent of program
size, the volume of some work, such
as interviewing, advising, evaluat-
ing, and remediating residents, in-
creases as the number of residents
within the program increases. The
responsibilities associated with

administration and leadership of
small programs can be shared be-
tween a program director and an
APD. Larger programs presumably
require additional APDs to share in
the increasing administrative re-
sponsibilities.

An exception to this recommenda-
tion is very small programs (fewer
than 12 residents), in which train-
ees have at least 1 year of directly
shared training with another accred-
ited family medicine program.

In the absence of data suggesting
an ideal ratio of residents to APDs,
the task force recommends the des-
ignations shown in Table 2.

Recommendation 4: In Programs
With 13 or More Residents, the
Program Director and/or
Associate Program Director
Require Additional Protected
Nonclinical Time Above Their
Minimum Protected FTE (Table
3). The Program Director Must
Assign This Additional Protected
Time to Themselves or to the
Associate Program Directors to
Meet the Minimum Aggregate
FTE.

Large programs with more residents
have a higher volume of administra-
tive work that can be accomplished
by either adding APDs or protecting
additional time.

The ACGME does not define the
role of the APD as clearly as it de-
fines the role of the program director.
As a result, APDs’ roles vary signif-
icantly between institutions. Data
from ACGME ADS reflect a gradual
decrease in program director time
spent in administrative duty, from

approximately 70% in 2007 to ap-
proximately 60% in 2019.2! This may
be due to increased time constraints
faced by program directors, but may
also reflect increased delegation of
responsibilities to core faculty and/
or APDs. The RPS Criteria for Ex-
cellence suggests that there should
be a range of protected time for pro-
gram directors that takes into ac-
count associate program directors’
protected administrative time.'® The
2019 ACGME Common Program
Requirements reflect an intent to
“provide greater flexibility within
an established framework, allowing
programs and residents more discre-
tion to structure clinical education
in a way that best supports ... prin-
ciples of professional development.”°
Data from a 2018 WWAMI Region
Family Medicine Residency Network
survey of 26 family medicine resi-
dency programs indicate that their
median FTE for program director
and APD nonclinical time is 0.57.%
Administrative pressures contrib-
ute to the 12%-14% program director
turnover per year in family medicine
and median program director ten-
ure of 4-5 years.?:32 Allowing pro-
gram directors the flexibility to share
nonclinical responsibilities may re-
duce burnout. The task force con-
cluded that provision of additional
protected nonclinical time program
directors can assign to themselves
or distribute to their associate pro-
gram directors is needed to complete
the additional work encountered in
residency programs with a greater
number of residents (Table 3).

Table 2: Associate Program Director Minimum Numbers

Number of Approved Resident Positions

Minimum Number of APDs

Exception: Fewer than 12, in a program with at least 1 year of directly shared
training with another accredited family medicine program

0

Fewer than 25

25-49

50 or more

Abbreviation: APD, associate program director.
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Table 3: Recommendation for Minimum Protected Nonclinical Time for PD/APD

Minimum Minimum Minimum Minimum
Number of Approved Resident Positions. Protected Number Combined Additional Aggregate
PD FTE of APDs Protected Protected FTE of PD and
APD FTE APD FTE
Exception: Fewer than 12, in a program
with at least 1 year of directly shared
training with another accredited family 0.5 0 n/a 0 0.5
medicine program
12 or fewer 0.5 1 0.4 0 0.9
13-24 0.5 1 04 0.1 1.0
25-49 0.5 2 0.8 0.2 1.5
50 or more 0.5 3 1.2 0.3 2.0

Abbreviations: PD, program director; APD, associate program director; FTE, full-time equivalent.

Recommendation 5: The Program
Director Must Have a Minimum
of 0.2 FTE Dedicated to

Clinical Care, Either in Direct
Patient Care or in the
Superuvision of Residents.

In order to remain clinically rel-
evant and maintain role-modeling
and mentorship, program directors
must provide direct patient care
and precept their residents.83° In
its most recent Common Program
Requirements, the ACGME describes
the program director as a “role model
[who] must participate in clinical ac-
tivity consistent with the specialty.30
The task force agreed, concluding
that program directors must dedi-
cate a minimum of 0.2 FTE to clini-
cal care.

Recommendation 6: All Core
Faculty Members—Physicians
and Other Health Educators—
Who Are Not APDs Must Be
Provided With the Salary

Support Required to Devote a
Minimum of 0.3 FTE of
Nonclinical Time to the
Administration of the Program
(Note Exception).

The ABFM conducted a study of
family medicine program directors
in July 2020, showing the effects of
the July 2019 change in ACGME
program requirements that removed
the requirement that core physician
faculty dedicate “at least 60% time
(at least 24 hours per week, or 1,200
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hours per year), to the program, ex-
clusive of patient care without resi-
dents.” The survey results showed
at least 75% experienced significant
adverse impact, with 69.9% report-
ing “immediate and direct changes”
on their budgets and faculty time al-
locations. Program directors noted
direct reductions of faculty time for
education and clinical supervision
of residents, pressure to generate
more visits, and significant impact
on morale and quality of education.
An additional 9% of program direc-
tors reported that they feel changes
are imminent.?

Core faculty (physicians and other
health educators) must participate in
a wide range of clinical and nonclini-
cal activities in order to ensure the
success of family medicine training
programs and comply with require-
ments set forth by the ACGME. A
minimum of 0.3 FTE is in line with
results of several surveys about time
spent by core faculty in nonclinical
activities. A 2018 survey of 26 pro-
grams in the WWAMI Region Fam-
ily Medicine Residency Network,
indicated core faculty are allocat-
ed 24% of their time to administra-
tion of the program. This includes
0% of their time allocated to schol-
arship.®! Another survey of 58 fam-
ily medicine program directors from
across the United States reported
that core faculty, both physicians
and other health educators, were
allocated an average of 26% FTE

protected nonclinical time.>* ACGME
ADS data from 2010 to 2019 show
that faculty spent between 16% and
26% of their total time as nonclini-
cal time.?! A recommendation of 0.3
FTE also aligns closely with the RPS
Criteria for Excellence recommenda-
tions. They recommend, with a 1:4
faculty to resident ratio, that core
faculty spend at least 25% FTE in
protected nonclinical time.!® Giving
consideration to the range of pro-
tected nonclinical time allocations
and recommendations present in the
literature, the task force concluded
that faculty require a minimum of
0.3 FTE protected nonclinical time.

An exception to this recommen-
dation is new programs (those that
haven’t yet graduated their first
class of residents) or very small pro-
grams, where program directors may
need more flexibility to accomplish
the clinical requirements of the pro-
gram.

Recommendation 7: Protected
Nonclinical Time Must Not
Include Administrative Duties
Related to Patient Care (eg,
Completing Clinic Notes,
Reviewing Test Results, and
Coordinating Care).

Many clinical teachers do not feel
they have sufficient time to teach.?>%
Competing time demands and lack of
support for scientific work are a top
reason why academic faculty leave
practice.?” A 2014 cross-sectional
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study of US physician work hour dis-
tribution revealed that family physi-
cians, most of whom did not appear
to work in academic settings, spent
approximately 8 hours—or 17% of
their time—doing administrative
work.?® Studies examining both out-
patient®*4° and inpatient* time use
note similar amounts of administra-
tive work stemming from direct pa-
tient care or resident supervision.
Based on this, the task force recom-
mends health systems and residency
programs should distinguish admin-
istrative clinical duties (also called
spillover work or work after clinic)
separately from administration of
residency programs and provide ad-
equate time for the performance of
both duties.

Recommendation 8: Associate
Program Directors and Core
Faculty May Be Part-Time
Employees, at the Discretion of
the Program Director. These
Individuals Must Meet the
Minimum FTE Requirements as
Stipulated by These Guidelines.
Part-time faculty demonstrate sim-
ilar clinical outcomes and patient
satisfaction levels to their full-time
colleagues,*?“% and primary care de-
partment chairs generally approve
of faculty choosing to work part-
time. Chairs note financial benefits
for departments and the opportunity
to keep “talented people in the work-
force who might otherwise leave.”’
Based on this limited available in-
formation, the task force concluded
that, at the discretion of the program
director, associate program directors
and core faculty could be part-time
employees.

Areas for Future Research

Organizations within emergency
medicine and internal medicine, in
addition to family medicine, have re-
leased statements emphasizing the
importance of protected nonclinical
time.*84° However, much of the lit-
erature on this topic describes the
amount of time rather than compari-
son of outcomes related to changes
in or allocation of nonclinical time.
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A future research approach focused
on family medicine is vital. There
are a number of areas that should
be explored in order to guide future
recommendations, including those
described in the sections following.

Gaps in Current Literature
During creation of this guideline, the
task force noted a paucity of litera-
ture examining optimal amounts of
protected time within the specialty of
family medicine. Given the wide va-
riety of nonclinical time allocations
among residency programs, future
work should focus on a scholarly ap-
proach to determination of an opti-
mal amount of protected time for
different faculty roles. Measurement
of outcomes, such as scholarly pro-
ductivity, learner satisfaction, edu-
cator satisfaction, department chair/
program director satisfaction, and
patient satisfaction, may aid in this
determination. Ideally, organizations
with different amounts of protect-
ed nonclinical time for their faculty
could aggregate and publish their ex-
periences to help quantify the most
effective allocation of nonclinical
time and faculty-to-resident ratio.

Other health educators within
the definition of core faculty have
largely unknown protected time
designations, and their roles and re-
sponsibilities may vary greatly based
on their professions and roles within
a residency program. Further work
could explore whether these other
health educator faculty should have
the same protected-time allocations
as physician faculty and/or if the
need varies by profession.

In reviewing the literature, the
task force noted wide differences
in protected nonclinical time be-
tween medical specialties, as well
as between individual programs.
In the future, investigators detail-
ing the practices of medical special-
ties and residency programs that
demonstrate more nonclinical pro-
ductivity or efficiency with lesser
amounts of protected nonclinical
time could determine best practices
that would improve efficient utiliza-
tion of nonclinical time and inform

future faculty development. Similar-
ly, evaluation of the relationship be-
tween the amount and complexity of
ACGME requirements and protect-
ed nonclinical time would be help-
ful in assessing whether protected
time need correlates with the level
of regulation.

The task force identified a need
for additional research into the opti-
mal faculty-to-resident ratio. Authors
an Annals of Emergency Medicine
article recommended varying fac-
ulty responsibilities and increasing
the number of faculty to address the
clinical, research, and teaching de-
mands faced by faculty in residency
programs.® The Residency Program
Solutions Criteria for Excellence rec-
ommends a core faculty-to-resident
ratio between 1:3 and 1:4, depend-
ing on program size.’® A recent sur-
vey of the residency programs in the
WWAMI Region Family Medicine
Residency Network showed that the
26 programs, which have on average
23 residents, have approximately a
1:3 faculty to resident ratio.?* Other
specialties appear to be exploring a
similar means of calculating an ideal
number of faculty within their pro-
gram.

Evaluating Impact of Protected
Nonclinical Time Guidelines
One of the goals of these recommen-
dations is to reduce the growing
problem of academic faculty burn-
out.”* Lack of protected nonclinical
time is a common reason faculty
leave academic medicine.?”** We rec-
ommend examining how implemen-
tation of these guidelines or other
changes in non-clinical time impact
faculty burnout and well-being.

Additionally, although family med-
icine research and scholarly activi-
ty has increased over time, a recent
study showed only 15% of family
medicine faculty publish their re-
search.’® We suggest evaluating how
increases or decreases in protected
nonclinical time allocation affect
faculty research productivity subse-
quent to the change.

During development of the guide-
lines, the task force considered
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whether protected time allocations
could have unintended consequences
on programs, such as reductions in
faculty pay, limits on the number of
faculty designated as core for ACG-
ME purposes, and/or challenges with
time allocations for part-time facul-
ty. While it was beyond the scope
of the task force’s work to exam-
ine how institutions are funding or
should fund high-quality graduate
medical education, the financial im-
pact of implementation of the guide-
lines, including any reallocation of
resources, should be part of return-
on-investment calculations.
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created these guidelines received staff sup-
port and funding for travel from the Society
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