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Chapter 2
Supervising and Supporting Faculty

Alaka Ray, Priya Radhakrishnan, and Halle G. Sobel

�Introduction

Academic faculty are integral to the clinical and medical education in an academic 
medical practice. A well-structured general internal medicine clinic requires the 
active engagement of faculty under strong leadership of the clinic director.

Academic clinics vary in size, scope, and academic affiliations. There are 400 
internal medicine residency programs, with 25,828 internal medicine residents in 
the United States [1]. The clinics that support the categorical internal medicine pro-
grams have various academic affiliations, with the majority being hospital-based. 
The sponsoring institutions include universities, academic medical centers, com-
munity based hospitals, community health centers and the Veterans Affairs. 
Residency clinics are based in a wide variety of settings: community health centers, 
federally qualified health centers, and private practice settings. The geographical 
locations may be urban, suburban or rural and include an underserved population. 
According to the Society of General Internal Medicine Medical Resident Clinic 
Director Interest Group (MRCDIG) 2017 survey, 72% of resident clinics were in an 
urban setting and 18% suburban [2].
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The clinic director has many responsibilities ranging from overseeing patient 
care and resident education, to many administrative and financial elements of the 
clinic. Many academic clinics are teaching clinics with residents supervised by 
precepting faculty, but are also the site where these faculty see their own patients. 
Faculty members can range in clinical effort from part-time to full-time. Some 
part-time faculty may have limited clinical responsibilities with significant 
administrative and/or research commitments. It is the clinic director’s role to 
support all of these diverse physicians.

�Learning Objectives

	1.	 Learn about the nuances of supervision of clinical work, including scheduling 
and coverage.

	2.	 Understand the role of the clinic director in the supervision of academic work 
including developing and supporting scholarship.

	3.	 Review the role of preceptors in an academic resident clinic.

�Outline

•	 Academic Faculty Management

–– Outlining expectations
–– Part-time vs. full-time
–– Compensation and Productivity Goals
–– Scheduling
–– Clinic and Call Coverage

•	 Team Management

–– Advanced Practice Providers

•	 Supervision of Academic Work
•	 Management of Preceptor Faculty

–– Responsibilities

Clinical supervision
Clinic Operations
Clinical Coverage

–– Qualifications and Skills Development
–– Compensation
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�Academic Faculty Management

�Outlining Expectations

In many institutions, the clinic director is directly responsible for the faculty who 
work in the clinic. In some university-based institutions, this responsibility may lie 
with the section chief of the division or the chair of the department. Regardless, the 
clinic director plays a role in interacting with the faculty on a regular basis and for 
being directly responsible for overseeing the faculty preceptor schedule and faculty 
development with regard to precepting. To ensure excellent clinical supervision and 
teaching, it is recommended that residents, and possibly clinic staff, evaluate the 
precepting faculty. The clinic director must work closely with the resident program 
administration to discuss any issues which arise with faculty preceptors.

It is important for the clinic director and each faculty member to be aware of the 
productivity metrics. The clinic structure should have a method for reviewing this 
information with the faculty member on a periodic basis. Productivity metrics should 
be available to the faculty on a monthly basis to allow faculty members to adjust their 
schedules to meet productivity requirements. This allows the practice to plan for ade-
quate staffing. Goals for faculty members are dependent on many factors and organi-
zational priorities and often include accountable care objectives, education, research 
priorities, and quality initiatives. Staying well informed and having input in the orga-
nizational and departmental initiatives and priorities are an important task for the 
clinic director and enable him/her to advocate for faculty in a methodical manner.

Ideally, during the on-boarding process for new faculty, the clinic director and 
the program director provide input to the chair or similar leadership regarding roles 
and responsibilities as to the expected number of clinical sessions and educational 
sessions in the teaching clinic. For full-time and regularly scheduled preceptors, it 
is helpful to include quality improvement responsibilities given the need for clinical 
champions for quality initiatives.

The clinic director should consider a formal document outlining expectations for 
faculty preceptors and can enlist the support of residency program leadership for 
this task.

�Part-Time vs. Full-Time

According the MRCDIG 2017 survey [2], out of 40 respondents, over 77.5% stated 
that their faculty precept less than 5 sessions a week on average. In the authors’ 
experience, academic clinics vary in the structure and faculty expectations in their 
clinical and educational roles [3]. The clinic director and support staff should 
develop a system to manage the preceptor schedules and ensure sufficient clinical 
coverage. It is important for the clinic director to build a culture of wellness and 
collaboration so that faculty members are encouraged to cover each other [4, 5].

2  Supervising and Supporting Faculty
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�Compensation and Productivity Goals

Faculty productivity is essential for academic medical centers striving to achieve 
excellence and national recognition. Most academic departments measure relative 
value units (RVUs), and some may measure educational value units (EVUs) [6–9]. 
According to the MRCDIG 2017 survey, the annual productivity expectations for 
full-time faculty are around 4000 relative value units (RVUs) with the range 2500–
5520 [2]. The clinic director is an integral part of the financial success of the institu-
tion and should oversee correct billing and coding practices by faculty preceptors. 
Academic internal medicine clinics are often represented as “loss centers” for hos-
pitals and sponsoring institutions. The clinic director’s role includes understanding 
the operating dashboards, expenses, revenue, and productivity metrics. Most clinics 
have administrative leaders such as clinic managers or operational managers who 
are responsible for day-to-day management. However, understanding the finances 
of the clinical operations is particularly important for the clinic director. Several 
professional organizations such as Medical Group Management Association 
(MGMA), American Medical Group Association (AMGA), and Alliance for 
Academic Internal Medicine have resources for understanding dashboards and in-
depth financial education [7, 10, 11].

Most academic institutions use relative value units (RVUs), billing charges, 
patients per session, or other encounter standards as a measure of clinical productiv-
ity. The academic and administrative work may be compensated based on an hourly 
rate or a percentage of salary. Some institutions use educational value units (EVUs) 
to measure and quantify the educational work that academic faculty perform [12]. A 
simple measure may be the number of visits per day for the entire clinic. Since 
numbers of patients fluctuate on a seasonal basis as does the availability of physi-
cians, the clinic director is able to plan on staffing as well as outreach based on 
projected volumes. For example, to ensure that productivity targets are met and 
quality measures are addressed, some clinics develop their wellness visits during 
the summer or holiday months when visit volumes can be lower, leading to sus-
tained numbers of patients.

There are an increasing number of organizations that include quality and patient 
satisfaction measures in the physician compensation structure. The clinic director 
often also plays the role of the quality director in smaller clinics and serves as the 
liaison between faculty and administration on the quality targets.

Review of clinical productivity during regularly scheduled staff meetings is 
essential to engage the physicians and the staff in the financial success of the clinic 
and the organization at large. Since financial education is often not a priority in resi-
dency education, it is not unusual for faculty to have gaps in their knowledge. 
Having sessions devoted toward improving the faculty understanding of the finances 
of the clinics may improve engagement and ownership of the process.

The clinic director or a delegate should work with the departmental leadership to 
understand dashboards such that the faculty can monitor their own performance. It 
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is not unusual for clinic directors to inherit “legacy” faculty who have traditionally 
been allotted time for administrative or educational duties that are no longer high 
priorities. In such cases, having a dashboard which takes into account educational 
and research metrics is important.

�Scheduling

In the authors’ experience, the creation and maintenance of schedules is a complex 
entity in a resident practice. The term “scheduling” encompasses appointment 
capacity, maximizing continuity, maintaining physician productivity, and optimiz-
ing workflows. It is advisable to meet regularly with key stakeholders including 
clinic staff and clinic faculty to review the schedules. Regularly reviewing appoint-
ment data with the number of arrived patients, no show rates, and late visits at fac-
ulty meetings in a transparent way ensures that all the members of the clinic are 
engaged. A team-based approach with data-driven quality improvement should be 
used [13].

There should be an established policy for how to handle patients who arrive late 
or miss appointments that is transparent to the faculty preceptors, clinic staff, and 
residents. For example, at the University of Vermont Medical Center, if a patient is 
20 min late, the faculty preceptor can decide if the patient should be seen or resched-
uled. It is advisable to consider how far the patient has traveled and the reason for 
the visit and to evaluate the psychosocial factors which may impact the ability of the 
patient to arrive on time. Safety net clinics often have patients who run late due to 
transportation issues. The Institute of Healthcare Improvement guides on primary 
care or the Dartmouth Institute Microsystem Academy on the Clinical Microsystem 
(Improving Health Care by Improving Your Microsystem) provide a good frame-
work for improvement [14–17].

�Clinic and Call Coverage

Ambulatory clinics vary in the structure of their call coverage, while some may 
employ residents or other advanced practice providers such as nurse practitioners 
and others may not. In our experience, an established workflow for on-call docu-
mentation ensuring necessary post-call follow-up should be part of the clinic work-
flow. It can be helpful to have a telephone medicine curriculum so that residents and 
new faculty learn this important skill. To maintain high-value care, the clinic direc-
tor plays an important role in managing utilization of services including emergency 
room visits and is expected to train faculty, residents, and staff in ensuring that 
appropriate care is given at the appropriate time [18].

2  Supervising and Supporting Faculty
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�Team Management

The ambulatory clinic is an important venue for residents to learn about team-based 
care. Many resident clinics operate within the structure of a patient-centered medi-
cal home (further discussed in chapter “Patient Centered Medical Home”). The 
high-performing team is now widely recognized as an essential part of the transfor-
mation to a more patient-centered, coordinated, and effective health care delivery 
system. While the medical director’s role may be predominantly to manage the phy-
sicians, residents, and educational practice, the medical director plays an important 
role in managing the entire team, whether he/she is the sole leader or the dyad leader 
of the practice.

The Institute of Medicine white paper on team-based care lists the five personal 
values that characterize the most effective members of high-functioning teams in 
health care (excerpts below) [19]:

Honesty: Team members put a high value on effective communication within the team, 
including transparency about aims, decisions, uncertainty, and mistakes.

Discipline: Team members carry out their roles and responsibilities with discipline, even 
when it seems inconvenient. At the same time, team members are disciplined in seeking out 
and sharing new information to improve individual and team functioning, even when doing 
so may be uncomfortable.

Creativity: Team members are excited by the possibility of tackling new or emerging prob-
lems creatively.

Humility: Team members recognize differences in training but do not believe that one type 
of training or perspective is uniformly superior to the training of others. They also recognize 
that they are human and will make mistakes. Hence, a key value of working in a team is that 
fellow team members can rely on each other to help recognize and avert failures, regardless 
of where they are in the hierarchy.

Curiosity: Team members are dedicated to reflecting upon the lessons learned in the course 
of their daily activities and using those insights for continuous improvement of their own 
work and the functioning of the team.

In order to be successful, the team must have a shared vision and clearly articu-
lated goals. There must be mutual trust, clear communication, and defined and mea-
surable process and outcomes. Having strong institutional leadership that supports 
team-based care is an important organizational factor that impacts the success.

�Advanced Practice Providers

Most health centers have seen an increase in advanced nurse practitioners and phy-
sician assistants. The role of the advanced practice providers (APPs) varies in scope 
and structure. In many clinics, they function as members of the care team providing 
urgent follow-up care, population health, well visits, and help in expanding access 
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[20]. Many serve in the role of faculty and provide education. In our experience, 
having the APPs participate actively in the team, ensuring participation in academic 
activities such as journal clubs, and facilitating the ambulatory curriculum and in 
research projects will lead to active participation and career longevity. APPs cannot 
serve as preceptors in the resident clinic.

�Supervision of Academic Work

Traditionally, academic faculty, particularly core faculty, have an expectation for 
scholarly work and research. Over the last few decades, there have been dramatic 
changes in health care funding and increasing pressure of clinical productivity. This 
has resulted in a diminishing relationship between tenure and guaranteed salary. As 
a result, there have been significant changes in the scholarly output of general inter-
nal medicine faculty.

All faculty need to make a contribution to the academic culture; defining tracks 
and identifying core faculty is the first step toward building and sustaining a cul-
ture of scholarship. Faculty who have an interest in academic work in the clinic 
setting usually belong to the clinician-educator or clinician-researcher tracks. The 
advent of big data and the need for quality improvement due to the shift toward 
population-based medicine provide a rich opportunity for academic clinicians to 
pursue academic work with relative ease and in line with the mission of most orga-
nizations [21, 22].

For clinician educators who develop curricula and provide a majority of the 
teaching for the residents and students, developing a rich faculty development pro-
gram with instructions on how to evaluate curricula provides professional enrich-
ment and continues to develop the culture of inquiry and scholarship.

While the role of the clinic director is primarily to ensure that the academic clinic 
runs smoothly, the very nature of the academic enterprise requires commitment to 
promote scholarship and research. The clinic director needs to work closely with the 
department chair or division chief to ensure growth of the clinical and research and 
scholarly activity, to define academic work distinct from clinical service, and to 
carve out time for faculty.

�Management of Preceptor Faculty

As part of the responsibilities of an academic practice, clinic directors will also have 
supervision of faculty who precept medical residents in outpatient clinic. As such, it 
is useful to have a clear understanding of the resident continuity clinic preceptor 
role and its responsibilities.

2  Supervising and Supporting Faculty
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�Responsibilities

The responsibilities of the clinic preceptor can be summed up in the phrase “the 
primary supervisor for residents in their outpatient clinical practice.” In most cases, 
preceptors serve as the “attending of record” for resident patients. Thus, the precep-
tor is also usually associated with the patients in the resident panel for insurance and 
medicolegal purposes. Another key responsibility is to serve as a role model in the 
field of primary care and general medicine. Role modeling is particularly relevant in 
imparting skills in competencies such as professionalism and communication [23]. 
Preceptors are also called on to provide mentorship, especially for residents consid-
ering general medicine careers. However, there are several concrete components, as 
discussed below.

�Clinical Supervision

Clinical supervision can take various forms depending on the experience level of the 
resident and the teaching style of the preceptor. Unlike medical students, residents 
will obtain the history and physical exam independently. Following this, resident 
will usually present each patient to the outpatient preceptor. This may be done in a 
separate office or conference room, but in some cases, preceptors have found it 
effective to hear the presentation in the patient’s room, allowing the patient to hear 
the presentation and also facilitating clarifying questions by the preceptor. After 
reviewing the details of the case together, the preceptor may use various teaching 
methods to impart teaching points relevant to the case, including the approach to the 
disease, management, and follow-up. Effective teaching requires the preceptor to 
have multiple content frameworks and teaching strategies. In addition, teaching 
points must be made in a time-sensitive manner allowing the resident to adhere to 
the patient schedule [24, 25]. The preceptor may then choose to ask the patient 
additional questions or examine the patient to clarify the resident’s history and 
physical exam. The resident may then discuss the plan with the patient. At times, the 
resident may do this in the presence of the preceptor. After the visit has ended and 
the resident has completed the documentation, preceptors are required to review, 
addend, and cosign the documentation.

Often, questions arise outside a clinic session. The clinic preceptor must be avail-
able to assist residents outside of continuity clinic sessions with questions regarding 
patient panel management, patient laboratory testing follow-up, imaging studies, 
consults, paperwork, or other duties. This includes being available by email, phone 
or pager to respond to residents with urgent clinical questions. In most institutions, 
the preceptor is not the attending of record when a resident patient is admitted to the 
hospital. However, preceptors should encourage residents to perform continuity vis-
its and communicate with the inpatient team. Equally important, residents should 
discuss any potential medical recommendations with the preceptor and inpatient 
attending of record for that admission.

There are relevant guidelines from the Accreditation Council for Graduate 
Medical Education (ACGME) regarding the preceptor-to-resident ratio in clinic 
which state that clinics “Must maintain a ratio of residents or other learners to fac-
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ulty preceptor not to exceed 4:1.” In addition, “Faculty must not have other patient 
care duties while supervising more than two residents or other learners. Other fac-
ulty responsibilities must not detract from the supervision and teaching of resi-
dents” [26]. This ratio is currently utilized as part of the CMS Primary Care 
Exception Rule which allows preceptors to bill and supervise the entire visit from 
outside the patient’s room if the patient is covered by Medicare, the resident has 
more than 6 months of experience, the 4:1 ratio stated above is maintained, and the 
preceptor is easily available for any required supervision [27]. As a result, this 
teaching ratio has been utilized in many continuity clinics, even if the exception rule 
is not being utilized for billing. In clinics where the resident patients have a broader 
range of insurers, the exception rule can be difficult to implement since the precep-
tor’s approach to each patient should theoretically be payer-blind. Commercial pay-
ers usually require that each patient be seen by an attending physician—a rule that 
can be challenging in clinics with fewer teaching faculty. In addition, the literature 
suggests that the six-month threshold is arbitrary and should be supplemented by an 
ACGME Milestones-based assessment of each individual resident’s readiness to 
practice under indirect supervision [28, 29]. Thus, it should be possible to utilize the 
exception rule while balancing patient safety and resident autonomy.

�Clinic Operations

Preceptors must assist and educate residents in effective clinical operations and also 
assist with patient triage. Preceptors have an important role in orienting residents to 
clinic structure and workflow, as well as use of the electronic care systems and billing. 
The ACGME mandates the presence of “Outpatient systems to prevent residents from 
performing routine clerical functions, such as scheduling tests and appointments, and 
retrieving records and letters” [26]. Preceptors are ideally placed to enforce this by 
serving as an outpatient ambassador, as well as by introducing and orienting residents 
to various clinic supports (i.e., nurse practitioners, nurses, medical assistants, admin-
istrative staff, nutritionist, case managers). When practice-level discussions occur 
regarding workflow and clinical support, preceptors can serve as a strong advocate for 
resident physicians to ensure there is equity in the support that is provided. Often, 
since residents are usually the most “part-time” providers, workflows need to be 
adapted to be effective for residents and their patients. Preceptors can provide input 
on this, and ideally residents in the clinic should also be asked for input.

�Clinical Coverage

Preceptors are required to assist with resident clinical activities that require attend-
ing sign-off, e.g., controlled substance refills, anticoagulation oversight, forms 
related to outpatient services, and other forms. In some clinics, preceptors also pro-
vide coverage for assigned residents’ patient panel when a resident is unavailable. 
In larger programs, this coverage can be offset by any available resident coverage 
system; however, preceptors should still remain available to provide clinical super-
vision as needed for the resident who is covering. The literature suggests that 
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residents are less able to attend to “between visit” work during inpatient rotations 
rather than electives [30]. Episodic coverage for these “between visit” tasks is often 
provided by preceptors.

�Qualifications and Skills Development

The ACGME states: “The physician faculty must have current certification in the 
specialty by the American Board of Internal Medicine, or possess qualifications 
judged acceptable to the Review Committee. At each participating site, there must be 
a sufficient number of Internal Medicine faculty with documented qualifications to 
instruct and supervise all residents at that location. Faculty must devote sufficient 
time to the educational program to fulfill their supervisory and teaching responsibili-
ties and to administer and maintain an educational environment conducive to educat-
ing residents in each of the ACGME competency areas” [26]. For internal medicine 
residency programs, outpatient clinic faculty are usually board-certified in internal 
medicine except in rare situations. Faculty should be primary care physicians in 
good standing at an approved primary care site affiliated with the residency program. 
Ideally, the primary care site will share the same electronic health record as the main 
residency site; however, this is not essential. Precepting faculty should have a deep 
interest in medical education and mentorship of residents. If the residency program 
or hospital division holds faculty development sessions, preceptors should be encour-
aged or expected to attend. Attendance to a reasonable number of faculty develop-
ment events per year should be prioritized and facilitated by the clinic director.

Preceptors should have the opportunity to review their evaluations from residents 
and discuss their engagement in teaching with a residency program director or asso-
ciate program director on an annual basis. Generally, a successful preceptor will 
have a demonstrated interest and experience in education, reflected in written evalu-
ations by trainees.

Finally, it should be noted that a genuine alliance between precepting faculty and 
practice leadership promotes a stronger educational experience for learners. Gupta 
et  al. discussed the concept of “Clinic First” and described six actions that can 
improve the educational experience of a resident continuity clinic. Four of the six 
actions—developing a small core of clinic faculty, creating operationally excellent 
clinics, building stable clinic teams, engaging residents in practice transformation—
are in the bailiwick of the clinic medical director [31].

�Compensation

Preceptor payment occurs via a number of different models across the country. 
Many programs compensate preceptors based on the revenue from resident clinic 
sessions they supervised. In other cases, revenue from resident clinic sessions is 
directed to the clinic site, and preceptors are paid a fixed stipend.

A. Ray et al.
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�Conclusion

The clinic director has a challenging role. In order to fulfill the responsibilities and 
expectations, it is important for a clinic director to have leadership and management 
skills, an understanding of financial and operational metrics, and a passion for men-
torship and education. A robust organizational structure and clearly delineated 
expectations for all clinic staff can greatly augment the effectiveness of the clinic 
director.
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