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Volunteer physician faculty and the
changing face of medicine
ABSTRACT �Objective To determine the extent to which current changes in the American health care
system might adversely effect the willingness of community physicians to volunteer to teach medical students.
� Design Surveys in the form of 2 mailings were sent to 466 physicians in the Pacific Northwest who
volunteer to teach first- and second-year medical students. The physicians were categorized into medical
specialty or primary care, urban or rural location, and type of practice. � Participants A total of 333 physicians
completed the surveys on which responses were analyzed. � Results Respondents noted that clinical and
nonclinical workloads had increased (n=211 [63%] and n=276 [83%], respectively) in the past 5 years. One
hundred eighty-six respondents (56%) said that they had less time for teaching medical students. Forty-five
physicians (14%) indicated that they had discontinued their volunteer teaching activities altogether. During the
past 5 years, solo practitioners had the lowest dropout rate (7% [4/57]), and physicians at health maintenance
organizations had the highest (23% [7/30]). Primary care physicians were more likely to indicate that they had
decreased time for each patient encounter (P=0.006). � Conclusions Increasing nonclinical workload de-
mands and higher patient loads are a substantial threat to the recruitment and retention of volunteer faculty.
In particular, the involvement of urban, HMO, and primary care physicians may decrease disproportionately
in the future.

Medical schools have long relied on volunteer clinical fac-
ulty to assist in teaching medical students.1 Community
physician preceptors are often recruited to help teach basic
physical examination and history-taking skills to medical
students and to provide early exposure to clinical practice
for students in their preclinical years. As medical education
continues to move from the tertiary care teaching hospital
to the ambulatory care setting,2,3 such preceptors will be
called on even more to provide educational experiences.
However, even as medical schools are becoming more
dependent on volunteer clinical faculty, these faculty are
experiencing increasing demand for their skills and
time.4-7

Many fear that the current trend in medicine for in-
creased productivity and the growing pressure of nonclini-
cal responsibilities may begin to hinder community phy-
sician involvement in medical education. Skeff and
colleagues8 theorized that if current pressures for clinical
productivity continue, academic institutions will survive
financially, but the educational experience may suffer.
They described a possible “national tragedy” in which
physicians are no longer able to continue the medical tra-
dition of passing on what they have learned. The Univer-
sity of Washington School of Medicine, Seattle, depends
heavily on volunteer physician faculty and shares this con-
cern. Although an accurate historical dropout rate is not
known, the staff coordinators of the preclinical programs
included in this study noted that the dropout rate among
our volunteer faculty has been increasing, particularly
among physicians in staff-model health maintenance or-
ganizations (HMOs). For example, during the past year, 7
(25%) of 26 small-group tutors had dropped out of the
first-year Introduction to Clinical Medicine course, and

10 (23%) of 42 physicians had dropped out of the second-
year course. In addition, 10 physicians dropped out of the
half-day-a-week continuity preceptorship in the winter
quarter compared with a usual turnover of 3 to 4 per
course per quarter.

In this study, we surveyed physicians who volunteer
their time to teach first- and second-year medical students.
The instrument assessed 3 factors that may affect future
clinical faculty involvement in teaching: current motiva-
tion and rewards, current or potential barriers, and the
effect of increasing clinical and nonclinical demands on
the willingness of the clinical faculty to volunteer their
time. With the survey, we attempted to go beyond the
question of how teaching affects productivity and to ex-
plore to what extent the drive for productivity and the
increased workload in general is affecting volunteer phy-
sician educators. More specifically, is there a trend to de-
crease volunteer teaching activities? If so, what area of
medical practice is most likely to be affected? Document-
ing this information is essential to enable medical schools
to proactively address the problem if it exists, to initiate
collaboration with professional societies to identify physi-
cians who are willing to teach, and to find creative ways to
reward those who do.

METHODS
The University of Washington School of Medicine serves
much of the medical educational needs of a 5-state region
comprising Washington, Wyoming, Alaska, Montana,
and Idaho (WWAMI), although Wyoming was only
added in 1997 and was not included in the study. Stu-
dents from the WWAMI program attend the first year of
medical school in their home state, and for the second
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year, they attend the Seattle campus. The third and fourth
years are spent in clinical clerkships or electives in hospitals
and community practices throughout the region. Three
student programs in the preclinical years that depend
heavily on volunteer physician faculty and require a sig-
nificant time commitment were targeted by this survey,
including an elective preceptorship in various specialties in
which first- or second-year medical students spend 1 half-
day a week for 1 or more quarters seeing patients with a
physician; a required Introduction to Clinical Medicine I
class in which faculty (including physicians and nonphy-
sicians) teach first-year students in small groups and clini-
cal laboratories to learn interviewing, history-taking, and
basic physical examination skills; and a required Introduc-
tion to Clinical Medicine II class for second-year students
in which 1 or 2 students have an in-depth clinical expe-
rience with community physicians in hospitals or their
office several times a quarter for 1 year.

Based on a review of the literature9-11 and telephone
interviews with 10 volunteer preceptors, a 36-item ques-
tionnaire with information on demographics, volunteer
and formal teaching activity, workload variables, and sat-
isfaction and potential barrier variables was developed.
The survey instrument was pilot-tested with the full-time
faculty at the University of Washington Department of
Family Medicine and changes made based on their feed-
back. Satisfaction and dissatisfaction variables were scored
on a 5-point Likert scale, ranging from “strongly agree”
(score of 5) to “strongly disagree” (score of 1) in response
to the following 2 series of questions: “Please indicate how
significant the following incentives are for your current or
past volunteer activities,” and “Please indicate how
strongly you agree or disagree with the following state-
ments as current or potential barriers to your volunteer-
ism.” The survey was mailed to 489 physicians in the
4-state Washington, Alaska, Montana, and Idaho
(WAMI) area who have volunteered for 1 of the above-
mentioned programs at any time in the past 5 years, in-
cluding physicians who no longer volunteer for these pro-
grams. Two mailings were sent 8 weeks apart to increase
the response rate.

The survey requested physicians to self-describe their
practice setting as urban, suburban, urban underserved, or
rural. To identify urban versus rural physicians more ac-
curately, the physician’s mailing address zip code was com-
pared with the 1994 US census data,12 which groups zip
codes into categories 0 to 9 based on total population of
the area, the population of surrounding areas, and the
general infrastructure of the area. We used 0 to 3 to denote
urban areas and 4 to 9 to denote rural areas. To determine
specialty versus primary care, the physicians’ names and
addresses were compared with those in the American
Medical Association’s master file, which lists a primary
and secondary specialty. Physicians listed with a primary

care specialty and no secondary specialty were classified as
primary care. All others were classified as specialty pro-
vider. Only 3 surgeons were contacted in the survey, and
we did not include their responses in the analyses of spe-
cialty versus primary care.

Completed surveys were entered into a Microsoft Excel
database. Mean Likert scores were calculated for satisfac-
tion and barrier questions, and differences of mean were
examined relative to differences in demographic, workload
variables, and teaching activities to determine which phy-
sicians were most dissatisfied and which were most likely
to discontinue their volunteer activities.

RESULTS
Of the 489 surveys sent, 23 were returned because of an
address change with no forwarding address. Of the re-
maining 466 questionnaires sent, 351 physicians re-
sponded, for a 75% response rate. Of these, 18 physicians
indicated that they are retired, they did not complete
many of the variables, and therefore, their responses were
not included in the formal data analysis. That left 333
completed surveys that were included in the study. Of
note, 11 (61%) of the 18 retired physicians continue to
volunteer in educational programs described earlier. Fur-
thermore, of the 7 retired physicians who have discontin-
ued their activities, 3 indicated that they would volunteer
again in the future.

Respondents have been in practice for a mean of 15.5
years (range, 1-40 years), with an overall mean of 8.5 years
(range, 1-30 years) of volunteer activities in the 3 medical
student programs studied (table 1). According to US cen-
sus data, 280 (84%) of the 333 respondents were from
urban areas, and the rest were from rural settings. Exclud-
ing the relatively few who worked for an academic insti-
tution, 159 (52%) indicated that they took part at some
level in the supervision of residents or other formal medi-
cal education activities.

All satisfaction questions were considered important to
physicians, as indicated by a value greater than 3 (neutral
rating on a 1-5 scale). Interaction with medical students
was rated most important to these faculty (table 2). Ques-
tions concerning current or possible barriers to faculty
involvement revealed a desire to spend more time with
family as the most influential deterrent, followed closely
by administrative duties making it more difficult to vol-
unteer. Primary care physicians were significantly more
likely than medical specialists to state that “Teaching is
respected by my patients” (P=0.02). There were no other
significant differences between primary care and medical
specialists regarding these rewards or barriers.

Most respondents (n=273 [82%]) reported that their
nonclinical workloads had increased in the past 5 years
(table 3). Increasing clinical workload was noted by 211
responders (63%). About half of the physicians (171
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[51%]) indicated that they had less time for each patient
encounter, and 205 (62%) said that they had less time for
teaching medical students. The importance of this result is
underscored by the fact that those who indicated they had
less time for teaching were significantly more likely to
agree with the statement, “I am considering discontinuing
my volunteer activities” (2.5 vs 1.5, P<0.001).

In all, 45 physicians (14%) indicated that they had
discontinued their volunteer activities with medical stu-
dents altogether. Of these, 44 (98%) were urban
(P<0.001). When we compared practice types for those
who have discontinued their volunteer faculty involve-
ment, a rather concerning trend emerged. The 30 HMO
physicians had the highest dropout rate—23% (n=7)—
over the past 5 years (P=0.08). They were also more likely
to agree with the barrier statement that they had to see
more patients per day (P=0.08). Although neither of these
reach statistical significance, it may be that the small rep-
resentation of HMO physicians accounts for this de-
creased power. Solo practitioners had the lowest dropout
rate (7% [n=4]), followed by community health care pro-
viders (10% [n=2]). This was below the average of 14%

for all respondents. Of note, even when HMO physicians
were excluded from the sample, urban physicians still
comprised most of those who had discontinued their ac-
tivities (P<0.001).

Primary care physicians were significantly more likely
(P=0.006) to indicate that they had decreased time for
each patient encounter. These physicians also indicated
that they had increasing clinical and nonclinical demands
and less time for teaching compared with specialty care
physicians, but these differences were not statistically
significant.

We did this survey to determine to what extent our
volunteer clinical faculty supply was in jeopardy in the
immediate future. The number of responders who indi-
cated that they somewhat or strongly agreed with the
statement, “I am considering discontinuing my volunteer
activities with medical students”—64, or 19%—hint at
how many preceptors may soon be unavailable. However,
the preceptors who have already stopped volunteering
confound this finding because they all agreed with the
statement. That leaves 19 (7%) respondents who are still
volunteering but are thinking of quitting.

DISCUSSION
To the best of our knowledge, this study is the first to
document the relationship between increasing workloads
and the threat to community physicians’ willingness to
volunteer for teaching. It also may be the first study to
document that this trend is highest among urban HMO
physicians.

As with past studies,13,14 interaction with students and
the enjoyment and fulfillment as a teacher are the primary
reasons physicians teach. Furthermore, most volunteer fac-
ulty are also involved in other medical education activities.
The study group represents a subset of physicians who are
self-motivated to make medical education an important
part of their professional lives, and therefore, these findings
are not surprising. With this in mind, the first goal of
medical schools should be to identify such subsets of phy-
sicians. This could be done through collaboration with
professional societies using surveys that look at physicians

Table 2 Teaching rewards and barriers

Rewarding aspects Mean score*

Teaching allows me to interact with medical students 4.6
I feel a good deal of fulfillment as a teacher 4.4
My skills are sharpened when I teach medical students 4.2
The teaching of medical students is respected by my patients 3.7
I enjoy the academic recognition for teaching medical students 3.5
The teaching of medical students is respected by my colleagues 3.5
The clinical faculty appointment is important to me 3.4
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Current or potential barriers Mean score*
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

I would like to spend more time with my family 4.2
My administrative duties are making it more difficult to volunteer 3.8
I have to see more patients per day and cannot spare the time 3.0
I would like to volunteer for something else 2.6
I am considering discontinuing my volunteer activities with students 2.1
My patients did not like having a medical student present 2.0
I am losing interest in teaching medical students 1.9
I had a bad experience while teaching past medical students 1.5

*A 5-point Likert scale, with 1 indicating “strongly disagree”; 3, neutral; and 5, “strongly agree.”

Table 1 Characteristics of respondents by practice type

Characteristics

Practice type
Group
(n = 191)

Solo
(n = 57)

HMO
(n = 30)

Academic or VA
(n = 27)

CHC
(n = 20)

Other
(n = 8)*

Total
(n = 333)

Percentage of cohort 57 17 9 8 6 2 99†
No longer volunteering, no. (%) 24 (13) 4 (7) 7 (23) 4 (15) 2 (10) 4 (50) 45 (14)
Years in practice, mean 15.1 20.1 16.8 12.5 10.0 13.6 15.5
Years volunteering, mean 9.3 9.6 8.3 6.3 5.8 5.6 8.5
Patients per day, mean 22.3 17.8 27.7 16.2 18.7 16.3 21.2

HMO = health maintenance organization; VA = [Department of] Veterans Affairs; CHC = community health center.
*Not specified.
†Total adds up to less than 100% because of rounding.
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with past teaching experience or keeping track of medical
students or residents who served as teaching assistants and/
or demonstrated excellent teaching skills while in training.

Time pressures are well-known concerns of volunteer
physician educators.7,15,16 What causes the time pressures,
and what can be done about them? These results indicate
that more time with family is physicians’ greatest desire,
which is understandable, given the pressures of medical
practice. This survey strongly suggests that the nonclinical
administrative workload is a major frustration for physi-
cians in general. This was evidenced by the finding that
the second most prevalent threat to teaching involvement
is increased administrative duties (table 2) and that for
83% of physicians, their nonclinical workload had in-
creased (table 3). Increasing demands for higher patient
loads is also a threat to clinical faculty involvement. Seeing
more patients per day was seen as a deterrent to volunteer
teaching, although not as strongly (table 2). In addition,
most physicians (63%) believed that their clinical work-
load had increased (table 3). It is likely that while seeing
more patients, a physician may still find it possible to
involve students. However, administrative duties do not
lend themselves easily to educational opportunities. Again,
those who indicated that they had less time for teaching
were significantly more likely to agree with the statement,
“I am considering discontinuing my volunteer activities”
(2.5 vs 1.0, P<0.001).

Contrary to our expectation, retirement was not a bar-
rier to volunteering to teach medical students. Of the 18
retired physicians 11 (61%) indicated that they planned to
volunteer to teach medical students, if possible. Obviously,
it will be impossible for these retired physicians to teach
one-on-one with patients in their own clinical settings, but
a multitude of alternative possibilities—clinical or labora-
tory skills or small group discussions—exists. This unex-
pected finding may point to a largely untapped pool of
possible volunteer teachers from which medical schools
can draw for the preclinical years.

In the early days of managed care, many speculated
that an HMO would offer a good opportunity and setting
for the education of medical students.17 Moore and asso-
ciates18 speculated that HMOs would welcome medical
education because

by developing a medical school relationship . . ., an
HMO acquires a new capacity for fresh thinking and
innovation . . . [I] in a competitive world, a reputation for
quality is an advantage. . . . [A] medical school’s reputa-
tion for educational excellence could enhance an HMO’s
image as a high quality organization [p 597].

This study suggests that this may not be true. Although
not statistically significant, it was concerning to see twice
the dropout rate among the HMO physicians. This study

suggests that this subset of physicians is most hindered by
their clinical load, with nonclinical demands being sec-
ondary. This is a group that warrants further study, par-
ticularly because a growing percentage of medical provid-
ers work in HMOs,19 and HMOs are the major
employers of the graduates of medical schools.

This study can be criticized on the grounds that the
data are from a single institution, and local market forces
may have skewed the results, particularly concerning the
HMO sample. However, the University of Washington
WAMI program covers a 4-state region, including several
independent medical markets, which lessens this negative
effect. Also, the future volunteer pool is currently un-
known and the possible negative effect may not be as
severe as our data suggest.

The University of Washington volunteer faculty pool
at present does not appear to be immediately threatened—
only 7% of the current volunteers are considering discon-
tinuing their involvement in the near future. However,
this is only partially reassuring, given the high number
(205 [62%]) who said they had less time to teach. If
current trends in medicine continue, our findings indicate
that although physicians will still desire involvement in
medical education, they may be unable to offer these ser-
vices because of increasing clinical and nonclinical de-
mands. This is particularly the case with urban physicians,
who are disproportionately represented in our dropout
pool and who are experiencing substantially more barriers
to involvement in our programs. This is of concern be-
cause of the difficulty and expense of developing programs
for medical education in rural areas.20 Indeed, in the pre-
clinical years, geographic limitations force us to rely heav-
ily on urban volunteer faculty. Although the only signifi-
cant difference between primary care and medical

Table 3 Physician perception of workload and time for patients and teaching

Perception Increased
Remained
the same Decreased

In the past 5 years, clinical workload has
Urban 190 66 24
Rural 21 19 13
Total, no. (%) 211 (63)* 85 (26) 37 (11)

In the past 5 years, nonclinical workload has
Urban 239 38 3
Rural 37 14 2
Total, no. (%) 276 (83)† 52 (16) 5 (2)

Time for each patient encounter
Urban 9 118 153
Rural 4 31 18
Total, no. (%) 13 (4) 149 (45) 171 (51)†

Time for teaching medical students
Urban 11 100 169
Rural 0 17 36
Total, no. (%) 11 (3) 117 (35) 205 (62)†

*The percentage for which this statement is true was significantly greater for urban physicians than for rural (P <
0.001).
†The percentage for which this statement is true was significantly greater for urban physicians than for rural (P =
0.002).
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specialties is that primary care providers have less time for
each patient encounter, this may portend that primary
care volunteer faculty involvement may decrease dispro-
portionately in the future.

At a time when greater emphasis is being placed on the
education of medical students in ambulatory care settings,
especially in primary care,21 this possibility is worrisome.
Primary care physicians find themselves torn between their
internal desire to teach and the external pressures put on
them to be more productive. Medical schools must iden-
tify a wider pool of physicians willing to teach and find
creative ways to reward these volunteer teachers. They also
must address the need for ongoing recognition and nur-
turing of their volunteer teaching faculty or face the ad-
verse consequences of benign neglect. The findings from
this study should alert academic institutions that if current
trends continue, they could be faced with an abrupt de-
cline in their pool of volunteer faculty.
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