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Community-based Teaching: Defining the Added
Value for Students and Preceptors

A

mbulatory care training has an increasing presence on the medical education landscape. Mean
training time in internal medicine ambulatory
settings is approximately 30% for students and residents
(1). Several studies have failed to demonstrate educationally meaningful differences in the subjective or objective
evaluation of student competencies of those trained parttime in ambulatory settings compared with students
trained entirely in the hospital (2– 4).
Community-based teachers (CBTs) have been increasingly used for ambulatory-based clinical education of
medical students. It has been estimated that 20% of practicing general internists teach medical students in their
offices (5), and a national effort to train and support
CBTs in this role has recently occurred (6). What remains
largely unknown is what added value CBTs bring to the
clinical education of medical students. As a result, we set
out to answer two questions. First, are the measured competencies different for students trained part-time in CBT
sites compared with those not trained in CBT sites? Second, what effect does community-based teaching have on
preceptors?

STUDENT OUTCOMES
Sixteen articles were identified as being potentially relevant. Two articles listed CBT sites as a part of their internal medicine ambulatory training but were excluded because the CBT experience was not separately evaluated
(7,8). Other articles were excluded for the following reasons: one focused entirely on the teaching process and not
on learner outcomes (9), two used student log books as
the only outcome variable (10,11), and one used student
satisfaction as the only outcome (12). Nine articles were
ultimately identified that met the following three criteria:
students received training in clearly defined CBT sites,
their competencies were compared with students with
no CBT experience using objective outcome measures,
and their CBT experience occurred in the United States
(13–20).
Of the articles meeting the inclusion criteria, two were
pediatric based, four were internal medicine based, and
one each was based in family medicine, an interdisciplinary clerkship, and a preclinical introduction to clinical
medicine (ICM) course. The duration of the CBT expe512
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rience ranged from 4 to 12 weeks and involved 16 to 138
students. All studies were from a single institution and
very few involved random allocation of students to CBT
sites. Five studies compared CBT students with those
trained in university-based ambulatory sites, and the remainder compared CBT students with those receiving an
entirely inpatient experience. One study compared CBT
students with both groups (Table) (16).
Five studies compared the difference in the clinical
performance evaluations (CPEs) filled out by faculty. No
differences were noted in three studies, and in the remaining two, the differences were small, 2.5% and 4.0%,
and of questionable educational significance.
Of the seven studies that evaluated medical knowledge
at the end of the clerkship, only one documented a difference between CBT and other students. This ambulatory
pediatric experience noted a 4.8% lower mean final examination score of CBT students compared with those
staying on campus; however, the failure rate on this examination was four times higher for CBT students (18%
versus 3.9%) (20).
Three studies that compared objective structured clinical examination (OSCE) scores failed to demonstrate a
difference between CBT students and other students.
Three studies compared student satisfaction, two of
which compared CBT students and hospital-based students. Packman et al. (14) noted that the overall educational value of their internal medicine experience was
rated excellent by 80% of CBT students versus 33% of
hospital-based students. Rosebraugh et al. (16) noted that
significantly more CBT students were highly satisfied
with the patient mix, workload, faculty interest, and their
personal involvement in patient care versus hospitalbased students (range, 10% to 33% difference). However,
when compared with students remaining “on-campus”
for ambulatory experiences, only satisfaction with patient
mix remained significant (16). Satran et al. (13) noted no
differences in student perceptions of teaching quality or
overall pediatric clerkship rating when CBT students
were compared with hospital-based students.
Two studies compared clinical experience as reflected
in student logs as an outcome variable (14,15). What is
clear from these analyses is that students generally see
more patients with a wider variety of problems in CBT
settings. It is not clear if this translates into educationally
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Table. Student Outcomes for Community-based Educational Experiences
Speciality/
Author

Duration
(Weeks)

Students
(Number)

Randomization

Single
Institution

Pediatrics
Satran

6

138

Yes

Yes

CBT vs IP

Malloy

12

61

No

Yes

CBT vs UBT

IM
Packman

6

118

No

Yes

CBT vs IP

Butterfield

4

16

Yes

Yes

CBT vs IP

Rosebraugh

4

58

Yes

Yes

CBT vs IP

Rosebraugh

4

102

No

Yes

CBT vs UBT

Solomon

4

89

No

Yes

CBT vs UBT

?

29

?

Yes

4

26

?

Yes

Preclinical
Barclay
Interdisciplinary
Masters

Family Medicine
Schwiebert

4

54

No

Yes

Comparison
Groups

Differences
between
Groups

Outcome
Measures
OSCE
Satisfaction
CPE
MCQ

No
No
No
Yes

MCQ
% Honors
Log
Satisfaction
Career choice
MCQ
Logs
CPE
MCQ
OSCE
Satisfaction
CPE
MCQ
Final grade
MCQ
CPE

No
No
Yes
Yes
No
No
Yes
No
No
No
Yes
No
No
No
No
Yes

CBT vs IP

OSCE

No

CBT vs UBT

Clinical experience
Number of teaching
interventions
Frequent teaching
interventions

No
No

CPE
Oral examination
MCQ

Yes
No
No

CBT vs UBT

No

CBT ⫽ Community-based teaching experience; UBT ⫽ University-based teaching experience; OSCE ⫽ objective structured clinical experience;
MCQ ⫽ multiple choice questions; CPE ⫽ clinical performance evaluation.

meaningful outcomes, as exposure to clinical problems
during a 1-month ambulatory experience embedded in a
12-week internal medicine clerkship revealed no correlation with better performance in diagnostic abilities (21).
Existing studies fail to demonstrate meaningful educational differences in student competencies as a result of
part-time CBT training. However, the generalizabilty of
these studies is limited by several factors, including small
sample sizes, unique experiences with unique assessment
tools, and the presence of many potential confounding
variables. In addition, as Bordage et al. (22) noted in
1998, many studies lack clear a delineation of desired
learning outcomes, and the identified outcomes are not
consistently measured. Also, all the above studies were
from a single institution and very few incorporated true

experimental designs by randomly assigning students.
Additionally, no study compared generalist ambulatory
experiences with those offered in specialists’ offices, and
none specifically examined block versus longitudinal
CBT experiences. Future studies at several sites varying in
characteristics will be necessary to determine the added
value to students of medical education in CBT settings.

PRECEPTOR OUTCOMES
Twenty-two articles were identified from the medical literature that contained data relevant to the impact of
teaching on community-based teachers (5,23– 42). Studies were excluded that dealt exclusively with hospital clinApril 15, 2002
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ics or university-based health maintenance organizations
(HMOs). Also excluded were duplicate studies of the
same teaching group. Six studies dealt exclusively with
family practitioners (27,28,33,34,36,43), three with pediatricians (23,29,31), one with internists (41), and 12 with
multiple specialties (5,24 –26,30,32,35,37– 40,42). Teachers were exclusively in private practice in eight studies
(23,26,27,29,31,34,36,43), in staff model HMOs in three
(25,32,41), and in multiple sites in 11 studies. The learners in 13 of the studies were exclusively medical students
(5,23,24,26 –28,30,33–35,37,40,42), were exclusively residents in five (23,29,31,32,41), were unspecified in one
(38), and included multiple health profession trainees in
two (36,39). Study methods were open- or closed-ended
opinion survey questionnaires in eight (5,27,30,34–37,42),
interview-based opinion surveys in one (43), and both in
two (25,28). Five articles were qualitative descriptions of
experience (29,31,32,40,42). Six studies examined billing
data or patient encounter logs, or both (24 –26,39,41),
including one time-motion study (33). Two used questionnaire surveys as well as billing and log data, including
a patient satisfaction survey in one (24,25). Comparisons
were subjective impressions of teaching practitioners in
nine articles (27,28,30,31,34,35,37,38,43), and subjective
comparisons between teaching and nonteaching practitioners in two (5,36). Teaching physicians served as their
own controls for cost and time analysis in three studies
(24 –26) and were compared with nonteaching partners
in one (33). Two studies utilized multiple information
sources and accounting models to compare costs (39,41).
As noted earlier, CBTs are prevalent. Most who teach
continue to do so for many years, sometimes temporarily
interrupting their teaching commitment in midcareer
when family and other commitments prohibit (5,40).
The impact of teaching on the CBT has been measurable
in three domains: affective, cognitive, and tangible.

Affective Benefits
Twelve of the articles identified address the issue of the
affective benefits of teaching (25,27,28,30 –32,34 –37,
40,43). They uniformly report these intrinsic benefits as
primary reasons CBTs teach. Among North Carolina
family practice community-based preceptors who were
losing preceptor stipends, Slatt et al. (43) determined that
their primary reward for teaching was interaction with
students. Students made the practice of medicine more
enjoyable and helped create excitement in the daily care
of patients. None intended to stop teaching because of the
loss of stipend. Surveys of private practitioners in other
locales have produced similar results (25,28,30,32,
35–37). For example, the experience of 10 schools in the
Interdisciplinary Generalist Curriculum (IGC) project
found that the strongest impact on the IGC preceptors
was in the joy of medicine (40). The IGC preceptors speak
of the satisfaction of being an important part of the train514
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ing of the next generation of physicians; their pride in
contributing to growth in students’ knowledge and skills;
of being seen by students as a role model; of establishing
the right values in impressionable students; and of teaching as a welcome return to the human side of medicine.
ICG preceptors felt that an enthusiastic young learner
helped remind them of why they became physicians.
Aside from the personal satisfaction of contributing to
the development of young professionals, other affective
benefits reported by CBTs include enhanced respect from
patients and colleagues, increased staff satisfaction, and
an increased motivation to keep up with recent developments (32,37).
The affective impact of teaching has not been uniformly positive. As many as 22% of CBTs report problems with unmotivated or unskilled learners (34,36). Although teaching students is generally associated with increased staff satisfaction, decreased staff satisfaction has
been reported 8% of the time (37). The administrative
burden of working with learners may contribute to physicians’ general dissatisfaction with paperwork (40).
However, CBTs who stop teaching do not typically cite
these reasons for that decision (40).
Internists who teach are satisfied with their careers
(44). Does this contentment arise from teaching or do
they teach because they are content? In part, it may reflect
the reinforcement teaching brings to other career endeavors. For physicians, important motivators for clinical
work and sources of job satisfaction are the intrinsic rewards of patient care: patient contact, altruism, intellectual problem solving, and application of professional
knowledge (45). Teaching may reinforce those values.

Cognitive Benefits
“To teach is to learn twice” is a widely held belief. Studies
of CBTs reinforce this perception, but there have been no
outcome studies to confirm it. When surveyed, 54% to
82% of CBTs have felt that they learned from their interaction with students (25,27,40). Some have cited learning
from teaching as an important reward and motivator
(36,40). CBTs perceive that teaching enhances the intellectual rigor of office practice (32) and stimulates professional growth (30,34). As many as 31% of CBTs feel that
teaching increases the quality of patient care (25,35,37).
Students request explanations for preceptors’ actions,
keeping the preceptor clinically alert (43). Teaching skills
acquired as the result of teaching are a cognitive benefit,
even without formal faculty development programs
(28,36,40). CBTs who are active teachers report an increased tendency to stay current with the medical literature (35,37,40). In one study, 40% of CBTs stated that
they spent more time keeping up with the literature, and
66% spent more time reviewing the basics of medicine as
a result of teaching (37). In another study, 20% to 30% of
CBTs reported that they had improved their techniques
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for interviewing and for taking a sexual history, and had
increased their use of the minimental state examination
as the result of teaching and faculty development focused
on those skills (28). In addition, 28.5% of CBTs report
receiving continuing medical education (CME) credit for
teaching (5).

Tangible Effects
The tangible impact of teaching in community settings
has been the most rigorously studied. The focus has generally been on the effect learners have on practitioners
productivity and workday duration. The most predictable tangible impact of community-based teaching has
been on time factors, a theme mentioned in every study.
The time required to teach has varied, in part by the level
of the learner, how actively the learner participates in patient care, whether the rotation is a block or longitudinal,
and whether the time cost is subjectively estimated or
objectively measured. CBTs estimate that teaching requires 0 to 45 minutes (average, approximately 30) of
their time per teaching half day (5,24,25,34,40). Measured time requirements using logs or time-motion studies have been similar (23,33). One study estimated a 10minute differential in time spent teaching by generalists
(43.5 minutes per half day) versus subspecialists (53.3
minutes per half day) (25).
To accommodate time needed to teach, practitioners
in prepaid or clinic settings have diminished the number
of patients seen per clinical session (5,25,37,41), whereas
private practitioners have generally protected their productivity by increasing their work hours (26,27,33,34). In
a few studies with advanced learners, practitioners have
experienced no change in productivity or workday length
or have even noted increased productivity (23,26,41).
When productivity is measured using patient logs or billing data, the impact has been quite variable. Those measures in private practices demonstrate a decrease in 0 to
0.6 patients seen per half day teaching (23,26,33), with
CBTs in HMO settings experiencing a broader range of 0
to 4.2 fewer patients seen per half day (25,41). When
studied, physician estimates of changes in productivity
have matched measured changes (25).
CBTs have experienced an array of tangible benefits.
They have recruited partners from among their learners
(30,32,34,35), giving them a recruiting edge over their
nonteaching colleagues (31). It remains unknown if
teaching improves retention of physicians in their practices (45). CBTs may be the recipients of plaques or certificates announcing their office as a teaching site, increasing their esteem with patients (5,40). They sometimes receive textbooks or discounts on CME courses
(40,42), CME credit for teaching (5), and Internet and
university digital library access (40,42). Some have been
given clinical faculty appointments to medical schools as
an expression of appreciation and recognition (40,42). A

1996 national survey estimated 9% of CBTs received a
financial stipend, ranging from $200 to $2750 per student
(5). A 1998 survey of clerkship directors revealed 13% to
22% of programs provide monetary compensation to
nonsalaried clinical faculty (42). Physicians have ranked
money in the mid range of the recognition they seek from
teaching (43,44), outweighed by the affective benefits as
noted above. One study compared the attitudes of 53
CBTs who received a stipend (average $4000 per year)
with 37 who did not (38). Faculty who received salary
support felt that it was more necessary than those who did
not. Teaching loads and criteria for salary support are
generally not mentioned in these studies, making it difficult to draw conclusions about the effect of such stipends.
The tangible effect on staff appears minimal, as CBTs
have estimated 6 minutes of increased staff time per half
teaching day (27).
Teaching requires space for the learner to see patients,
to chart, and to hold conferences. Although institutions
have allocated economic costs to this end, practitioners
have generally not added space for learners. They have
managed space needs by coordinating learners to match
time their partners were away and by setting expectations
for the amount of time learners will spend with patients
(40). Still, space is sometimes perceived to be a problem
(36).
Patient experiences with learners reflect on “their”
physician and influence their perceptions of medical care.
Influences have generally been quite favorable. A survey
of preceptors whose patients experienced first-year medical students found that 83% of patients enjoyed their
interaction with the student (28). A survey of patients
seeing medical students in an HMO found 90.3% satisfied with the care provided by the student (25). No mention was made of patient satisfaction with the preceptor.
CBTs have felt that learners increase patient satisfaction
from the extra time and attention they get, increasing
their stature with patients (25,37,40).
There comes a point where extra time spent in the office is an inconvenience (25,34,36). Occasionally patients
(fewer than 1% to 5%) do not welcome learners (25,26).
Those events can be mitigated by patient selection and
patient education (46). In addition to influencing the affective experience of patients, learners may discover new
information about patients that affects their care. In the
one study where this was surveyed, it was estimated to
occur 51% of the time (28). Furthermore, their presence
has prompted preceptors to spend more time educating
patients, usually jointly with the learner (35).
Community-based physicians may be reluctant to participate in community-based teaching because they believe they lack the talent to “teach.” Many community
physicians translate teaching as providing “lectures.”
However, in one study, the critical learning events that
took place in office-based settings were focused on the
April 15, 2002
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problem rather than on abstract reviews of a topic and
had a practical outcome (12,47). These teaching moments took less than 5 minutes. The single most important learning event identified by students was observing
an experienced physician interacting with a patient. This
is not to suggest that the entire experience should be observational. To the contrary, students and residents need
the opportunity to delivery independent care (seeing the
patient alone first, then with the preceptor), but the opportunity to see an expert deal with a difficult problem is
highly valued. Other highly rated learning events include
improving communication and clinical skills (12,47).
These are important skills that preceptors do well and
that take little in the way of preparation to be effectively
presented to the learner. The take-home message to office-based preceptors is that a learner participating in an
office-based experience values learning the process of
care as much as, or possibly more than, mastering core
content. Students and residents crave real-world experiences caring for patients, and these are experiences that
office-based practitioners can provide.

CONCLUSIONS
Students value their time with community preceptors, as
reflected in their evaluations and ratings of CBTs (48,49).
When students compare their community-based experience with other clerkships, the CBT experience was seen
as contributing most to their acquisition of improved
clinical and communication skills and awareness of
issues relating to cost effectiveness. Comparing their
community-based experience with traditional clerkship
rotations, students report learning as much about disease
pattern recognition and the ability to generate a differential diagnosis, and more about the management
of chronic medical problems, evaluation of “hidden
agenda” items, and the management of psychosocial
problems (12,14,47).
The intrinsic rewards of community-based teaching
have a significant beneficial effect on the satisfaction and
sustenance CBTs and their staff experience. It promotes
key elements that should make them better physicians. It
requires of them about 30 minutes of productive or extra
time per half day they teach, and it probably increases the
work of their staff. More rigorous studies will be needed
to ascertain if they do indeed become better practitioners,
to determine the best way to enhance the benefits they
experience, and to explore how to catalyze acquisition of
those benefits by new teachers.
The concern that students assigned to ambulatory
settings away from the academic health center will not
master the required medical content is not supported by
existing data. Furthermore, fears that the office-based experience does not sufficiently involve students in patient
516
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care also appear to be unfounded. Nevertheless, the true
validation of these assertions awaits high quality multiinstitutional studies with clearly identified learning outcomes measured in a consistent fashion.
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