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While medical schools in-
creasingly rely on commu-
nity-based teaching sites 

and preceptors for clinical training, 
placing medical students in high-
quality community-based clinical 
training sites is becoming more dif-
ficult.1 This difficulty stems from an 

increase in matriculating students 
at US medical schools, the grow-
ing emphasis on clinical learning 
in ambulatory-based settings, and 
other health profession students also 
needing clinical experiences. Thus, 
clerkship directors face increasing 
competition for a limited number 

of clinical teaching sites.1 It is like-
ly that the shortage of preceptors 
will significantly impact outpatient 
learning opportunities for the fore-
seeable future.  

Beyond seeking to establish a 
greater number of sites for commu-
nity-based teaching, national organi-
zations like the Alliance for Clinical 
Education have also made recom-
mendations to enhance the quality 
of learning experiences.2 Charac-
teristics of quality clinical teaching 
sites, such as allowing autonomy 
and providing feedback, have been 
described in the literature.3,4 The 
Liaison Committee on Medical Ed-
ucation (LCME) requires that med-
ical schools provide ongoing faculty 
development for preceptors so stu-
dents receive excellent training.4 

The academic community agrees 
on the need for evidence-based fac-
ulty development and training that 
provides a supportive learning en-
vironment, maintains enthusiasm 
for teaching, and promotes under-
standing and implementation of cur-
riculum plans for community-based 
faculty.5-8 
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BACKGROUND AND OBJECTIVES: Family medicine clerkship directors must 
secure an adequate number of teaching sites while maintaining or improving 
the quality of teaching. This survey details how family medicine clerkship di-
rectors identify community-based clinical sites with performance challenges, 
types of challenges, and whether a remediation option exists for struggling clini-
cal sites or preceptors. This study also investigates the relationship between 
clerkship structure and problems with maintaining high-quality teaching sites. 

METHODS: Data were gathered and analyzed as part of the 2018 Council of 
Academic Family Medicine’s (CAFM) Educational Research Alliance (CERA) sur-
vey of family medicine clerkship directors.

RESULTS: There was a significant relationship between ease/difficulty of iden-
tifying clinical sites and paying preceptors (P=.032). A lower proportion of sites 
where a system is in place for remediation reported it being difficult to iden-
tify clinical sites (70.0% vs 92.2%, respectively, P=.011). Having a remediation 
system in place was also associated with less removal of sites (2.5% removed 
three or more sites vs 25% removed three or more sites, respectively, P=.005). 

CONCLUSIONS: Medical education leaders can explore payment to  
incentivize community-based preceptors in schools where identifying clinical 
sites is a challenge. Offering centralized preceptor development activities from 
medical schools, geared toward the importance of evaluations, balancing learn-
ers and opportunities for student engagement, may overcome some of the iden-
tified challenges. Medical schools may also consider providing additional time 
and support for clerkship directors to assist with tracking teaching quality at 
sites, and to assist struggling preceptors prior to removing them from teaching.
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Since 2015 the Society of Teach-
ers of Family Medicine (STFM) has 
established a Preceptor Expansion 
Initiative with a specific action plan 
addressing multiple tactics to identi-
fy, develop, and disseminate resourc-
es for community-based preceptors. 
The overarching program goals of 
the initiative are to decrease the per-
centage of primary care clerkship di-
rectors who report difficulty finding 
clinical preceptor sites, and increase 
the percentage of students complet-
ing clerkships at high-functioning 
sites.9 Though the literature de-
scribes a search for more precepting 
sites and for higher quality learning 
experiences, it has not examined how 
clerkship directors monitor teaching 
quality at community-based clinical 
sites, and how best to achieve reme-
diation when performance issues are 
identified. Remediation of struggling 
clinical educators has been discussed 
in the graduate medical education 
literature, with one group of authors 
providing guidance on making the 
diagnosis through collecting data, 
developing an intervention, and fol-
lowing up to monitor improvement.10 

This group divides quality challeng-
es into four categories: knowledge, 
attitudes/behaviors, skills, and sys-
tem problems, and suggests that 
clinicians can improve their perfor-
mance once they are made aware of 
their deficits.

The Alliance for Clinical Educa-
tion has released expectations for 
clerkship directors, indicating that 
a minimum of a 50% effort of a full-
time equivalent position, as well as 
a full-time administrative assistant, 
are necessary for successful over-
sight of a clerkship. Specific clerk-
ship director responsibilities include 
reporting on the sufficiency and com-
parability of clerkship experiences 
at all teaching sites, and orienting 
teachers which requires the time and 
resources to visit other sites where 
teaching occurs.11 To our knowledge, 
no guidance on the best methods for 
monitoring the quality of the clinical 
experience at sites, or best practices 
on remediating quality issues have 
been described in the literature.

This CERA survey explored how 
family medicine clerkship directors 
identify community-based clinical 
sites with performance challeng-
es, types of challenges, and wheth-
er a remediation option exists for 
struggling clinical sites or precep-
tors. The central hypothesis was 
that clerkship directors who strug-
gle to establish a sufficient number 
of community-based sites or precep-
tors will be less likely to remove, 
remediate, or even track underper-
forming sites or preceptors. An addi-
tional hypothesis was that informal 
methods for identifying and reme-
diating teaching sites and precep-
tors are likely used in most cases. We 
anticipate that clerkship directors 
feel they can benefit from addition-
al institutional support to track and 
remediate clinical sites and precep-
tors with performance issues. This 
survey identifies a gap in the litera-
ture by understanding the types of 
performance issues affecting clinical 
sites and community-based precep-
tors, and describes trends in reme-
diation opportunities. 

Methods
Data were gathered and analyzed as 
part of the 2018 Council of Academ-
ic Family Medicine’s (CAFM) Edu-
cational Research Alliance (CERA) 
survey of family medicine clerkship 
directors. CAFM is a joint initiative 
of four major academic family med-
icine organizations: STFM, North 
American Primary Care Research 
Group, Association of Departments 
of Family Medicine, and Association 
of Family Medicine Residency Di-
rectors. The cross-sectional survey 
is distributed annually to clerkship 
directors or their designee at quali-
fying medical schools accredited by 
LCME or Committee on Accredita-
tion of Canadian Medical Schools 
within the United States and Can-
ada. In 2018, 125 US and 16 Cana-
dian individuals were identified as 
family medicine educators directing 
family medicine or primary care 
clerkships. CAFM members were 
invited to propose survey questions 
for inclusion in the CERA survey. 

Approved projects were assigned a 
CERA research mentor to help refine 
questions. Survey questions included 
multiple-choice questions describing 
clerkship and medical school char-
acteristics, a listing of challeng-
ing issues from which respondents 
could choose multiple answers, and 
a 5-point Likert scale question re-
garding perceived difficulty in iden-
tifying clinical sites. Final survey 
questions were modified following 
review by the CERA management 
team and authors. 

The survey was distributed via 
email between June 28, 2018 and 
August 4, 2018. Two US emails 
were undeliverable, reducing the fi-
nal sample size to 139. Invitations 
to participate included a personal-
ized greeting and letter signed by 
the presidents of each of the four 
sponsoring organizations with a 
link to the online SurveyMonkey 
survey. During survey administra-
tion, 17 clerkship director changes 
were identified; 14 through contact 
with the survey director and three 
in the survey. All new clerkship di-
rectors were invited to participate. 
Nonrespondents received weekly re-
quests and were contacted through 
personal email to verify their status 
as clerkship directors, confirm email 
addresses, and encourage participa-
tion. The American Academy of Fam-
ily Physicians Institutional Review 
Board approved the study. 

The deidentified data set received 
from CERA was imported into SPSS 
statistical software, version 23, (IBM 
SPSS Inc, Armonk, NY) for data 
analysis. We conducted descriptive 
and bivariate statistical analysis. 
Variables were converted to bina-
ry variables for analysis. Compari-
sons between paying and not paying 
preceptors (paying no preceptors vs 
paying some or all), in difficulty iden-
tifying sites (very difficult/difficult 
vs neutral/easy/very easy) and the 
number of underperforming sites re-
moved in the last 24 months (0/1-
2/>3) were performed using Pearson 
χ2 test or Fisher exact test if a cell 
contained a quantity less than 5. 
These variables were compared to 
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one another, as well as to clerkship 
director and medical school char-
acteristics, most challenging issues 
with sites, existence of a remediation 
system, and most-needed remedia-
tion support. Significance was set at 
P<.05. All percentages are based on 
the number of valid responses; miss-
ing values were omitted.

Results
A total of 99 out of 144 clerkship 
directors (68.8%) responded to the 
survey. Of the 96 respondents who 
answered the question, 94 (97.9%) 
report having less than 50% of their 
time protected for clerkship director 
responsibilities. Regarding clerkship 
design, 71 out of 97 (73.2%) respon-
dents report using a block clerkship 
design only. When asked about pro-
viding payment as outlined in Table 
1, 57 out of 95 respondents (60%) re-
ported paying 0% of their communi-
ty-based preceptors, while 28 (29.5%) 
pay at least 76% of their community 
preceptors. Table 1 lists characteris-
tics of clerkship directors, clerkship 
structures, and medical schools re-
ported in the survey. 

Ninety-four clerkship directors 
rated their experiences identifying 
clinical teaching sites ranging from 
easy to very difficult, with 77 (81.9%) 
describing the process as difficult or 
very difficult. When asked about 
removing clinical teaching sites or 
teachers or limiting their roles in 
response to performance or quality 
concerns, 53 of 94 (56.4%) reported 
eliminating one to two preceptors 
or sites over the last 24 months, 
while 14 (14.9%) reported removal 
of three or more preceptors or sites 
over the last 24 months. Fifty-two 
of 92 (56.5%) clerkship directors re-
ported their institutions do not have 
systems in place to assist in the re-
mediation of teachers or clinical sites 
with performance issues. A lower 
proportion of sites where a system 
is in place for remediation reported 
it being difficult to identify clinical 
sites (70.0% vs 92.2%, respective-
ly, P=.011). Having a remediation 
system in place was also associat-
ed with less removal of sites (2.5% 

removed three or more sites vs 25% 
removed three or more sites, respec-
tively, P=.005).

Table 2 lists the most challeng-
ing performance or quality concerns 
clerkship directors face with clini-
cal sites or preceptors, stratified by 
whether preceptors receive payment. 
The most common was late or insuf-
ficient evaluations (43, 43.4%), fol-
lowed by too many learners on site 
at one time (36, 36.4%), and students 
not being allowed to adequately par-
ticipate in patient care (35, 35.4%). 
A statistical relationship was found 
between poor student access to the 

EHR and preceptors not being paid 
(P=.011). Additionally, lack of pay-
ment toward preceptors was signifi-
cantly linked to perceived difficulty 
of identifying clinical sites, and not 
having a system in place for reme-
diation (P=.032, P=.012). 

Student evaluations provided 
clerkship directors the majority of 
data when it came to identifying 
challenges with either preceptors 
or clinical sites (77 of 95, 81.1%). 
However, the most critical informa-
tion about site issues was obtained 
somewhat more evenly between stu-
dent evaluations (46 of 94, 48.9%) 

Table 1: Clerkship and Medical School Characteristics

Characteristic Responding Clerkship 
Directors, No. (%)

Public institution 72 (72.7)

Number of Medical Students per Class

1-50 3 (3.1)

51-100 19 (19.8)

101-150 32 (33.3)

151-200 29 (30.2)

200+ 13 (13.5)

Total 96(100)

Clerkship Design

Block only 71 (73.2)

Block and longitudinal/longitudinal only 26 (26.8)

Total 97 (100)

Family Medicine Clerkship Length in Weeks

4 weeks or less 22 (31.0)

5-7 weeks 35 (49.3)

8 weeks or more 14 (19.7)

Total 71 (100)

Percentage of Students on FM Clerkship Who Spend at Least Half of 
Their Time With Community Preceptors (vs Core University Faculty)

0 14 (14.7)

1-75 39 (41.0)

76-100 42 (44.2)

Total 95 (100)

Percentage of FM Community Preceptors That You Pay to Teach Clerkship Students

0 57 (60.0)

1-25 5 (5.3)

26-50 2 (2.1)

51-75 3 (3.2)

76-100 28 (29.5)

Total 95 (100)
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and informal student reporting (30 
of 94, 31.9%; Table 3). When asked 
what kind of additional institution-
al support is most needed to assist 
in remediation, 34 of the 93 (36.6%) 
clerkship directors who responded 
selected preceptor development ac-
tivities offered from the school, 18 
(19.4%) selected preceptor or clinical 
site stipends, and 13 (14%) selected 
additional clerkship director time 
(Table 4). There was a significant 
relationship between ease/difficulty 

of identifying clinical sites and pay-
ing preceptors (P=.032). 

No significant relationship was 
found between ease/difficulty in iden-
tifying sites and the following mea-
sures: protected time as a clerkship 
director, number of students in each 
class at the school, clerkship design, 
or clerkship length. Similarly, a re-
lationship was not found when com-
paring schools that removed sites 
or teachers in last 24 months and 
the variables of protected time as 

clerkship director, number of stu-
dents in each class, clerkship de-
sign, or clerkship length (number of 
weeks). 

Discussion
To our knowledge, this study is the 
first to describe how clerkship direc-
tors identify concerns about quali-
ty of clinical sites, the types of such 
concerns, whether these concerns re-
sult in the removal or limited use 
of teaching sites, and whether there 

Table 2: Most Challenging Issues vs Payment

Characteristics
Pay, n (%) No Pay, n (%) Total, n (%) P Value

Most Challenging Issues

Teaching ability

Late/insufficient evaluation 13 (30.2) 30 (69.8) 43 (100.0) .077

Student not allowed to participate adequately 
in patient care 15 (42.9) 20 (57.1) 35 (100.0) .664

Student not allowed to document in EHR 6 (25.0) 18 (75.0) 24 (100.0) .083

Hostile learning environment 2 (100.0) 0 (0.0) 2 (100.0) .157

Organizational

Too many learners on site at one time 17 (47.2) 19 (52.8) 36 (100.0) .262

Poor student access to EHR  6 (20.7) 23 (79.3) 29 (100.0) .011

Not enough physical space for students 11 (50.0) 11(50.0) 22 (100.0) .275

Poor housing situations 2 (18.2) 9 (81.8) 11 (100.0) .190

Ignoring organizational agreements 0 (0.0) 1 (100.0) 1 (100.0) 1.000

Professional

Preceptor is not responsive to university 
communication 5 (41.7) 7 (58.3) 12 (100.0) .100

Preceptor reliability 4 (44.4) 5 (55.6) 9 (100.0) 1.000

Poor staff attitude toward student 2 (50.0) 2 (50.0) 4 (100.0) 1.000

Student mistreatment 3 (75.0) 1 (25.0) 4 (100.0) .298

None Have no experienced challenging issues with 
clinical sites or preceptors 5 (62.5) 3 (37.5) 8 (100.0) .260

Table 3: Method of Identifying Issues

Characteristic

Method Providing Majority of 
Data Related to Performance 
or Quality of Teaching at Your 
Clinical Teaching Sites, n (%)

Method Providing Most Critical 
Information About Clinical 
Sites Quality Issues, n (%)

Method of Identifying Issues

Student evaluations 77 (81.1) 46 (48.9)

Informal student reporting 9 (9.5) 30 (31.9)

Site visits (by clerkship coordinator/
administrator/clerkship director) 5 (5.3) 8 (8.5)

Peer report by other faculty -- 2 (2.1)

Through direct communication (or lack of) 
with sites 3 (3.2) 6 (6.4)

I have not discovered clinical sites or teaching 
performance issues in my clerkship 1 (1.1) 2 (2.1)

Total 95 (100.0) 94 (100.0)
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is support for remediating precep-
tors or sites with performance issues. 
By providing more support, clerkship 
sites could be saved, rather than re-
moving them or limiting their teach-
ing roles, requiring less recruiting of 
new sites in the future. These data 
provide guidance for medical schools 
and educational leaders supporting 
and developing community-based 
preceptors as educators, in order to 
provide an adequate pool of high-
quality preceptors for students.

In terms of difficulty identifying 
clinical sites, fewer sites with reme-
diation systems in place reported 
difficulty in identifying sites. Addi-
tionally, having a remediation sys-
tem in place was also associated 
with less removal of sites. These 
clerkship directors may be making 
the investment in improving sites for 
retention, thus decreasing the need 
to identify new sites. It is also pos-
sible that these clerkships are more 
attractive to community-based pre-
ceptors when support is available to 
improve teaching. Providing clerk-
ship directors protected time, class 
size, and clerkship length or design 
did not impact the ease of identifying 

clinical sites or likelihood of remov-
ing clinical sites. 

We have also found that clerk-
ship directors are relying on student 
evaluations and informal reporting 
to identify performance issues at 
clinical sites. Through the existing 
survey format it was not possible to 
determine which types of monitor-
ing clerkship directors utilize. It is 
possible that clerkship directors do 
not have time to perform site visits 
or engage in formal conversations 
with clinical sites, despite wanting to 
identify issues through these meth-
ods. That site visits were not a large 
source for useful quality data in our 
survey may be a result of these visits 
not occurring, or it could be that site 
visits are not a useful tool for moni-
toring the quality of clinical train-
ing sites. This may help clerkship 
directors to advocate for additional 
protected time, or institutional sup-
port to develop and institute formal 
monitoring strategies, and to pro-
vide remediation support where ap-
propriate. At a time when we need 
to both secure an adequate number 
of teaching sites, as well as main-
tain teaching quality, an appropriate 
monitoring program and resources 

for quality improvement are essen-
tial. Our findings demonstrate a 
correlation between paying precep-
tors and ease of identifying teach-
ing sites. Paying preceptors was also 
related to having a system in place 
for remediation. Providing financial 
incentives may allow schools to ex-
pect higher quality and encourage 
remediation when necessary. There 
may also be a relationship between 
paying preceptors and valuing their 
contributions, leading to a culture 
where recognition, support for, and 
development of teaching skills are 
offered. 

The growing need for community-
based faculty to take part in med-
ical education is one cause of the 
current preceptor shortage.2 Medi-
cal schools are increasingly reliant 
on community-based faculty to of-
fer clinical experiences not only in 
family medicine clerkships, but also 
in other specialties such as internal 
medicine, pediatrics, and obstetrics 
and gynecology. These same precep-
tors may also be providing clinical 
experiences to other health profes-
sions learners, such as physician 
assistants or advanced practice 
nurses. Without the participation of 

Table 4: Perceived Difficulty With Identifying Clinical Sites, Remediation 
and Removing Underperforming Sites vs Payment

Characteristics Pay, n (%) No Pay, n (%) Total, n (%) P Value

Perceived difficulty 
with identifying 
clinical sites

Difficult 26 (33.8) 51 (66.2) 77 (100.0)
.032

Neutral/easy 10 (62.5) 6 (37.5) 16 (100.0)

System in place for 
remediation

Yes 21 (52.5) 19 (47.5) 40 (100.0)
.012

No 14 (26.9) 38 (73.1) 52 (100.0)

Most needed support 
for remediation

Additional clerkship director time 4 (30.8) 9 (69.2) 13 (100.0)

.783

Additional administrative support for 
clerkship director 4 (66.7) 2 (33.3) 6 (100.0)

Preceptor/clinical stipends 7 (38.9) 11 (61.1) 18 (100.0)

Preceptor development activities that are 
offered from the school 12 (35.3) 22 (64.7) 34 (100.0)

Formal policies for preceptor commitment 
and clinical faculty appointment 5 (41.7) 7 (58.3) 14 (100.0)

No additional institutional support is needed 4 (40.0) 6 (60.0) 10 (100.0)

Removing 
underperforming sites

0 9 (34.6) 17 (65.4) 26 (100.0)

.8391-2 22 (41.5) 13 (58.5) 53 (100.0)

>3 6 (40.0) 9 (60.0) 15 (100.0)
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community-based preceptors, most 
medical schools would not have 
enough clinical training sites for stu-
dents. As opposed to inpatient medi-
cine where the structure allows one 
attending to teach multiple students 
and residents, the fast-paced nature 
of outpatient medicine works best in 
a one-to-one student to preceptor ra-
tio. This increases the need for more 
preceptors in outpatient education-
al settings leading to the utilization 
of community preceptors. Perhaps 
in response to this impending crisis, 
providing payment to community-
based preceptors for teaching activi-
ties is becoming more common. The 
percentage of medical schools pay-
ing community-based preceptors for 
family medicine clerkship teaching 
was 23% in 2014, increased to 35% 
in 2015, and to 40% in 2017.12 

This study has several limita-
tions. The survey was directed only 
to family medicine or primary care 
clerkship directors, and the find-
ings may relate more to outpatient 
rather than inpatient practice. The 
survey did not distinguish between 
clerkships that assign learners to 
community-based offices vs hospital 
settings. However, most of the find-
ings relating to monitoring and re-
mediating performance issues are 
applicable to any specialty that en-
gages preceptors in community set-
tings. This study may also have been 
limited by response bias. Only those 
clerkship directors who chose to re-
spond to the survey completed the 
series of 10 questions on this top-
ic. A response rate of 68%, howev-
er, argues for good representation of 
medical schools. Though a survey-
based study proves association and 
not causation, the descriptions and 
correlations may still provide ideas 

for implementing performance moni-
toring and improvement initiatives 
and further evaluation. 

More formal methods of tracking 
the quality of teaching at commu-
nity practices, as well as remedia-
tion plans for struggling offices, can 
support current sites, reducing the 
need to recruit new training sites. 
Offering centralized preceptor de-
velopment activities from medical 
schools geared toward the impor-
tance of evaluations, balancing learn-
ers’ needs and opportunities for 
student engagement, can help over-
come some of the identified chal-
lenges. Medical schools should also 
consider providing additional time 
and support for clerkship directors to 
assist with tracking teaching quality 
at sites, and to assist struggling pre-
ceptors prior to removing them from 
teaching. Medical education leaders 
can explore payment as an option 
to incentivize community-based pre-
ceptors in schools where identifying 
clinical sites is a challenge. Future 
areas of study include strategies for 
remediation, criteria for limiting 
teaching roles and whether these 
differ with the type of performance 
issue, as well as the effect of paying 
preceptors on preceptor recruitment 
and retention. 
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