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Preface

he second edition of Teaching in Your Office continues our mis-

sion of providing needed resources for physicians interested in

improving their skills in office-based teaching. Teaching, particu-
larly in the ambulatory setting, takes place in a fast-paced, chaotic envi-
ronment where few of us were actually trained and fewer still are pre-
pared to take on a teaching role. Office-based physicians often believe
that they do not have the time to teach or the teaching skills to do so.
Many physicians who teach have never observed others teach or received
feedback on their own teaching skills. Consequently, preceptors consid-
er the opportunity for self-improvement to be limited.

This book intends to help office-based physicians improve their own
teaching while maintaining the efficiency of their practice. It is designed
to allow busy clinicians to identify and read only those chapters that
address their specific needs. In other words, Teaching in Your Office does

Xi
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not need to be read cover to cover; rather, it can be read selectively. The sec-
ond edition is enriched with additional references, inclusion of information
on the “new competencies,” more innovative teaching tips, a new chapter
on teaching procedural skills, and a greatly expanded chapter on learner
feedback and evaluation. Additionally, the appendices have been reorgan-
ized to be more accessible and intuitive. Finally, the second edition has
been enhanced with an online collection (www.acponline.org/acp_press/
teaching_in_your_office) of additional educational tools, faculty develop-
ment resources, and an electronic teaching encounter form for mobile
devices (smart phones, PDAs) or your personal computer to help you
record and remember interactions with your learners. This information
may be helpful when completing the learner’s final evaluation. The follow-
ing paragraphs describe each of the major sections and who would benefit
from reading them.

Making an Informed Decision About Precepting (Chapter 1)

This chapter is for physicians who have never taught in their offices and
want to know why they should teach, what teaching entails, and its potential
costs and benefits. This section also describes the “pre-requisites” for office-
based teaching and where to turn for help in improving teaching skills.

The Curriculum (Chapter 2)

This chapter describes what the student or resident is expected to
accomplish when participating in an office-based teaching experience. It is
useful for physicians who teach, but who have not been told what to teach,
clinicians who have been asked to help plan an office-based curriculum,
and to learn about the ACGME six core competency areas including how
they can be taught and evaluated in the office setting.

Getting Ready to Teach (Chapter 3)

This chapter describes how to prepare the office and staff for teaching,
conduct a learner orientation, schedule patients when a learner is present,
and prepare learning activities for the novice learner. It also addresses how
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to document a patient visit for billing purposes when a learner has partic-
ipated in patient care. This section will be particularly helpful for new
teachers or teachers trying to improve their efficiency.

Teaching Skills and Organizational Techniques for Office-Based
Teaching (Chapter 4)

This chapter provides a definition of meaningful patient responsibility,
describes the characteristics of effective teachers, provides tips on how to
help learners organize their visit with the patient, and advice on how to
select appropriate patients for learners. Novices and experienced teachers
will benefit from this chapter.

Case-Based Learning (Chapter 5)

This chapter defines case-based learning and provides descriptions of
seven different case-based learning models for office-based teaching, the
pitfalls of case-based learning, and how to conclude the day. All preceptors
will benefit from reading this section.

Ways to Be More Efficient When Teaching (Chapter 6)

This chapter presents tips on how to teach efficiently (getting more
done in less time) yet effectively. The contents of this section were set aside
specifically for preceptors wishing to minimize the effect of office-based
teaching on productivity or the length of their day; however, it contains
useful teaching suggestions for all preceptors, regardless of concerns about
efficiency.

Teaching Procedures in the Office (Chapter 7)

This new chapter describes a method of teaching procedures to learn-
ers including the creation of learning objectives, how to break a skill down
into its component parts and create a skill checklist, introducing a skill,
and a description and pointers on the various phases of practice. An exam-
ple of teaching a common office procedure is provided to illustrate the
teaching points.
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Learner Feedback and Evaluation (Chapter 8)

This greatly expanded section describes how to give effective feedback
to learners, evaluate a learner, give feedback efficiently, and how to use sim-
ple yet valid evaluation strategies. Additionally, new information on how to
evaluate case presentations is included. This section concludes with advice
on how to avoid common evaluation errors and how to conduct the final
evaluation session. All preceptors should read the sections on feedback,
whereas preceptors who must provide a formal evaluation of the learner to
the sponsoring institution should review the section on evaluation.

Preceptor Evaluation and Teaching Improvement (Chapter 9)

This chapter provides information on how preceptors are evaluated by
their learners, examples of how this information is used by the sponsoring
institution, tips on how to continue the process of improving teaching
skills, and new information on reflection as it pertains to improving teach-
ing skills.

Tools, Summaries and Checklists, Resources (Appendices A, B, and C)

Collected in the back of the book are summaries of the major points
described in the text, useful data collection and organizational tools, and
resources intended to make the job of teaching easier and more efficient.
Some experienced teachers may prefer to read only this section as a
“refresher,” but most preceptors will find the material in this section help-
ful both as a summary and as a source of practical teaching aids.

Patrick C. Alguire, MD
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+« What Is Community-Based Teaching?

Community-based teaching is a return to the historical roots of medical
education: the one-on-one teaching of students and residents by practi-
tioners in an office setting. While community-based teachers usually do
not have full-time academic appointments, exceptions to this rule are
common; many full-time academic physicians who deliver care in (non-
hospital) office settings are considered community-based teachers.
Some community-based teachers receive a financial stipend for their
participation, but many do not. What all these groups do have in com-
mon is the delivery of comprehensive, primary, or subspecialty care in
an ambulatory setting to patients who recognize the teacher as their
personal physician. Community-based teaching establishes an environ-
ment of “educational intimacy,” consisting of one teacher, one learner,
and one patient: a place where role modeling, assessment, feedback, and
evaluation are maximized for the benefit of the learner (1).
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< Why Is Community-Based Teaching Needed?

Teaching institutions need community-based practitioners who are willing
to teach in their offices. Decreasing numbers of inpatients with shorter
lengths of stay and higher illness intensity and the growing mismatch
between the educational content and clinical practice of medicine have
resulted in a greater emphasis on ambulatory training. One study showed
that only 30% of patients in teaching hospitals were appropriate, available
in their rooms, and willing to see medical students (2). Ambulatory set-
tings provide the best opportunity to learn about common outpatient prob-
lems, chronic disease management, screening, health maintenance, doc-
tor-patient relationships, and some psychosocial aspects of care (3,4).

However, not all ambulatory settings are equal. The traditional ambu-
latory environment is the academic medical center or the hospital-based
clinic. In this setting, a single faculty member may supervise three to five
learners caring for patients who may not recognize the supervising faculty
as their “personal physician.” In contrast, the community-based office can
provide an outstanding educational environment with one-to-one mentor-
ing. Also, the close relationships that develop between physicians and
learners provide an opportunity for role modeling that cannot be repro-
duced in other settings.

Community-based teaching is rapidly becoming the standard for med-
ical student and resident education. In 1984, only 7% of residency pro-
grams offered office assignments for internal medicine residents (5); by
2001, 94% of medical schools used community preceptors as clinical teach-
ers, especially in ambulatory settings (6). Additionally, 84% of internal
medicine clerkships nationwide require an ambulatory experience as part
of their basic educational experience (2002 CDIM Survey Results [on-line]
access at www.im.org/AAIM/Data/Docs/ 2002CDIMSurvey. ppt on 18 July
2007).

Among programs offering community-based training, ambulatory
education accounts for more than 10% of training time for upper-level res-
idents (Unpublished data, American College of Physicians).

However, this success has created problems. Office-based preceptors
are a scarce commodity (7). Recruiting qualified preceptors is difficult, and
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it may be getting harder (8). A preponderance of schools report that pre-
ceptors are less likely to volunteer because of economic pressures in their
offices that force them to become more efficient. There is increasing com-
petition between medical schools, residency programs, and training pro-
grams for physician assistants and nurse practitioners for access to precep-
tors (8).

Finally, as the U.S. and other countries increase medical student num-
bers to address doctor shortages, ambulatory community-based settings
are viewed as an ideal venue for education. Thus, there is an urgent need
to attract more physicians to community-based teaching programs to pro-
vide excellent training opportunities for future doctors (9).

<+ How Good Is the Training in Community Offices?

Office-based teaching offers certain educational experiences that are more
representative of “real world” medicine compared with the traditional hos-
pital-based clinic. Students in community-based settings see more
patients, are exposed to a wider variety of patient problems, provide more
acute care, evaluate more patients in the emergency department, and per-
form more procedures than students assigned to traditional hospital-based
clinics. Furthermore, compared with students in traditional clinic settings,
students in community settings are more likely to be supervised closely, to
see patients in follow-up, to discuss the patient’s case with a preceptor, to
witness the preceptor delivering care, and to rate their experiences highly
(4,10-14).

Training in ambulatory settings away from the academic medical cen-
ter must facilitate mastery of the required medical content to a level equal
to that which is achieved in the academic medical center. Data to support
or refute equivalence of the training at these sites are difficult to collect.
The published studies to date show no evidence of decreased mastery of
core content when students are assigned on a part-time basis to communi-
ty offices compared with students who receive all of their training at aca-
demic medical centers. Although most of these studies were not random-
ized —which decreases their validity—the results of these nonrandomized
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studies are encouraging. Compared with students at academic medical
centers (including hospital-based ambulatory clinics), students assigned
on a part-time basis to community offices have similar scores on end-of-
rotation evaluation exercises, including oral examinations, practical clini-
cal examinations, and the National Board of Medical Examiners subject
examination.

Furthermore, students spending part of their training time in a prac-
titioner’s office have similar clerkship grades and number of honors grades
compared with students who receive all of their training at the academic
medical center (10,15,16). On the other hand, students trained part-time
in office settings may have more opportunity for continuity of care and
have improved skills in clinical diagnosis, laboratory interpretation, doc-
tor-patient relationships, and communication skills compared with their
peers trained entirely in the academic medical center (4,15-20). Learners
are more likely to care for patients with chronic conditions in community-
based practices and observe their preceptor conduct histories and physical
examinations (20). Student satisfaction concerning the overall educational
value, patient mix, workload, faculty interest, and involvement in patient
care has been noted to be higher as a result of training in a community site.
The bottom line is that existing studies find no meaningful educational dif-
ference in student competencies as a result of part-time community train-
ing (21).

Initial fears that the office-based experience does not sufficiently
involve students in patient care also seem to be unfounded. Students report
that they are just as involved in patient care as when they were in the hos-
pital, i.e., they have adequate supervision, have sufficient learning time, see
a wider variety of patients and problems, and perform minimal “scut” work
(17). Finally, residents rate their quality of supervision in private offices as
being better than what they experienced in institutional clinics or health-
maintenance organizations (HMOs) (22). Existing data suggests that pre-
ceptors rather than sites make the greatest difference in successful ambu-
latory care experiences for learners (23). Confidence in community-based
teaching may be best exemplified by the Australian “Rural Clinical School”
program, which now provides community-based training for at least one
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clinical year for 25% of all “metropolitan teaching hospital”-based stu-
dents (24). In summary, the available data suggest that office-based train-
ing seems more enjoyable, varied, active, and supervised than traditional
training.

+« What Do Community-Based Practitioners Have to Offer Learners
and Why Is It So Valuable?

Many physicians are reluctant to participate in community-based teaching
because they believe they lack the time and talent to “teach.” Many com-
munity physicians equate teaching with giving “lectures.” In fact, this is
not what learners, medical schools, and residency programs want from pre-
ceptors; they want exposure to practical skills. In this light, most commu-
nity-based physicians can teach efficiently and effectively. In one study, stu-
dents identified critical learning events in office-based settings. Typically,
important teaching moments lasted less than five minutes, focused on
problems (rather than on an abstract review of a topic), and had a practical
outcome. 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. On the
contrary, students and residents crave the opportunity to actively deliver
care (i.e., first seeing the patient alone, then with the preceptor), but the
opportunity to watch an expert deal with a difficult problem is highly val-
ued. Other highly rated learning events include improving communication
and clinical skills (17,25), validating the learners’ impression or plan, and
verifying a physical finding (26). These are important abilities that precep-
tors have in abundance, and they require little in the way of preparation to
be presented effectively to the learner.

The take-home message to office-based preceptors is that students who
participate in office-based experiences value learning the process of care as
much as, or possibly more than, mastering core content. Students and res-
idents crave the real-world experience of caring for patients, which office-
based practitioners can provide.
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< What Is the Preceptor’s Role?

Preceptors are responsible for learner orientation, including setting and
clarifying expectations; providing learning opportunities and demonstrat-
ing basic ambulatory medicine knowledge and skills; assessing learner per-
formance and providing corrective feedback; and demonstrating profes-
sionalism and enthusiasm for medicine. Trainees consider preceptors
excellent teachers if they love what they do, are enthusiastic about their
career and convey that excitement to their learners. The most powerful
influence on a novice learner is a preceptor who provides a positive role
model of the doctor-patient relationship (23). Just as importantly, precep-
tors should engage the office staff to develop an excellent learning environ-
ment. Explaining to staff and colleagues what you want the learner to do
and see may include everything from recruiting patients to how the learn-
er spends time with other staff in the office.

% What Do Learners Want from a Community-Based Teaching
Experience?

The message from the learners is consistent and clear: they want the
opportunity to practice patient management, basic data collection, and
interpretation skills on the wide variety of patients typically seen in the
office setting. They desire feedback on their performance and a role model
to emulate. To students, the preceptor’s characteristics are the most impor-
tant factor defining a successful office-based experience; of these, the most
highly rated is the preceptor’s ability to promote student independence
(27). Most often this is accomplished by giving the student increasing
patient care responsibility. Other highly favored characteristics include the
preceptor’s willingness to allow the student 1) to practice technical and
problem-solving skills, 2) to show enthusiasm and interest in patients, and
3) to be actively involved in the learning process. The willingness of a pre-
ceptor to act as a mentor and to advise the student is also highly valued
(17,25,27). While there is a striking degree of similarity in what is valued
by learners, differences do exist, particularly among learners at different
levels. Preceptor interaction is most valued by medical students in contrast
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to residents who value issues pertaining to patient logistics and office flow
and practice management (28).

Although the characteristics of the office itself are important to learn-
ers, they are secondary to preceptor characteristics. Valued office charac-
teristics include having many different preceptors available, a variety of
patient problems, and a range of patient ages (27).

The areas that provide the most difficulty for students are learning to
work within the time constraints of the office setting, performing a focused
examination, and learning to rely on data-gathering skills and problem-
solving abilities rather than on imaging and laboratory tests (29).
Preceptors, by virtue of their everyday experience, can provide valuable tips
and direction to help learners develop these skill sets. Residents value the
opportunity to discuss differential diagnosis and management issues, and
they appreciate close supervision, feedback, and the opportunity to practice
and improve clinical and procedural skills (30).

<+ How Do Learners Rate the Community Experience and
Preceptors?

Students and residents value their time with community preceptors and
recognize the unique contributions the office-based experience brings to
their training. Student evaluations rate volunteer preceptors as highly as
they do full-time faculty (31), and even higher in their showing interest
(13). When students were asked to compare their community-based expe-
rience with other clerkships, the office experience was seen as contributing
most to their acquisition of improved clinical and communication skills
and improved awareness of issues relating to cost-effectiveness. Comparing
their community-based experiences with traditional clerkship rotations,
students reported learning as much about disease pattern recognition and
the ability to generate a differential diagnosis and actually learned more
about managing chronic medical and psychosocial problems and evaluat-
ing patients’ “hidden agenda” items (17,25,32).
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< What Are the Concerns of Practitioners Involved in Community-
Based Teaching?

Practitioners involved in office-based teaching frequently voice concerns
over potential costs and time required for teaching (3,33). Other concerns
include 1) poor matching of student with preceptor; 2) dealing with poten-
tial teacher-learner conflicts, poorly motivated learners, and inappropriate
learner behavior; and 3) the effect of office teaching on patient satisfaction
(34). Preceptors are concerned about their ability to provide a good educa-
tional experience for the learner and their lack of resources (e.g., textbooks,
computers) to support teaching (34). Additionally preceptors are more
comfortable in their abilities as clinicians than as teachers. For example,
behaviors associated with clinical practice (e.g., confirming clinical find-
ings) occur more confidently than teaching behaviors that enhance learn-
ing such as giving feedback to students, particularly if it is negative (23).
Preceptors also want to be assured that the institution will cover the learn-
er’s malpractice insurance, which it will. The following paragraphs address
these important concerns and provide physicians with the necessary infor-
mation to help them decide whether or not to be an office-based preceptor.

% What Are Some of the Costs Associated with Community-Based
Teaching?

The two most commonly cited costs of office-based teaching are preceptor
time and lost billings. Most studies involving students show an increase in
the workday of 45 minutes to an hour for each half-day teaching session
(33,35). Results of studies assessing productivity vary from showing no loss
of productivity or revenue (but a longer workday) to seeing one less patient
each half-day session, corresponding to reduced charges of $55 to $60 (35-
40). A financial model based on prospective log data from both students
and preceptors in rural “general”(family) practice showed that students
contributed to productivity without any impact on patient satisfaction if
they were based in a practice for more than 5 months (41). In another
study, two thirds of physicians reported no loss of income (33). The pres-
ence of a student does not seem to be associated with increased “hidden
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costs” (e.g., more laboratory tests, prescriptions, or referrals to other physi-
cians), an important consideration in a “managed” health care system (42).

Other studies have documented that the time actually spent in direct
contact with a student is just over three hours for each half-day session,
considerably more than the time documented for inpatient teaching (43).
Approximately 30 minutes to an hour of the contact time is spent alone
with the student; the balance is with the student and patient (23,39,43,44).
Studies have not been reported for residents participating in office-based
teaching; however, it is likely that the results would be similar. Although
residents are more clinically capable, most practitioners see residents’
patients (briefly) to maintain the doctor-patient relationship and to justify
billing.

< What Are the Practitioner Benefits of Community-Based
Teaching?

Community preceptors repeatedly report that precepting makes them
enjoy clinical practice more (33,39,45,46). Most preceptors report a fulfill-
ing sense of “giving something back” to medicine (47). For example,
demonstration projects have identified that satisfaction in being involved
in training of the next generation of physicians, pride in contributing to
the growth of students’ knowledge and skills, and being seen by students as
a role model were important “affective benefits” experienced by communi-
ty-based teachers (48). Others have commented on a decreased sense of
professional isolation and the rewards of sharing knowledge and a vision of
the specialty with the learner (46). Enhanced respect from patients and col-
leagues, along with increased staff satisfaction has been identified as other
“affective benefits” by community-based teachers (45). Keeping up with the
medical literature and reviewing basic sciences and clinical skills also are
frequently reported as benefits of community-based teaching (39,46,47,49).
Some physicians and institutions use precepting as a method to recruit
newly graduated residents as employees or partners (33,50). There is even
a suggestion that office-based education results in increased time spent in
patient education, a value-added benefit of teaching that is reaped by
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patients (45). One potential economic windfall is a higher capitation rate
for participating physicians negotiated in their behalf by the training insti-
tution. A 1% increase in the capitation rate has been negotiated by medical
schools, which is a tangible reward despite its tendency to be a rather small
sum of money (50). This strategy can be employed by most teaching insti-
tutions for their office preceptors.

+« What Are the Most Commonly Offered Rewards for Community-

Based Teaching?

Most preceptors are rewarded for their participation in office-based teach-
ing programs, but typically the reward is not financial. Just over half of
medical schools provide clinical appointments to volunteer faculty, but
only 15% provide a financial stipend (11,36).

Although it is likely that practitioners would appreciate financial reim-
bursement for their efforts, most acknowledge that institutions cannot
begin to pay what their teaching is worth. Nevertheless, practitioners are
consistent in their desire to have their contribution recognized in some
meaningful way (11,35,36,46,49,51). The value of the reward to the practi-
tioner differs according to the practice type and location (51). (For a more
detailed description, see Commonly Offered Rewards for Precepting in
Appendix C on page 172).

+« How Do Patients React to Office-Based Teaching?

One reason physicians may not participate in office-based teaching is their
concerns about quality of care and patient satisfaction when a learner is in
the office (7). To address these concerns, studies have been performed in
both staff-model HMOs and traditional office practices. In the HMO setting,
over 90% of the participating physicians and their patients indicated that
quality of care and patient satisfaction were unaffected by the presence of
students (39). Another survey found that 83% of patients interacting with
first year medical students “enjoyed” their interaction (52). Similar results
can be found in surveys of physicians in private practice and by question-
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ing their patients directly (42,53). Many patients report enjoying the extra
attention they receive from the learner and are impressed that their per-
sonal physician is involved in training students and residents (54). Negative
reactions to students are uncommon even around issues of repeating parts
of the examination performed by the student, discussing personal issues in
front of a student, or extending the length of the visit (54,55). Despite the
rarity of negative experiences, it remains the prerogative of the patient to
decline participation in office-based teaching, and consent always should
be obtained before involving a student or resident in their care. When
known well in advance, many preceptors rely on their front office staff to
alert patients that a student will be in the office and to obtain their consent
when scheduling the appointment.

+« What Are the Prerequisites for Precepting?

Most institutions that need community-based preceptors do not require
previous teaching experience as a pre-requisite. In fact, few full-time aca-
demic faculty have ever been taught how to teach. Nevertheless, faculty-
development programs can be a helpful resource to improve teaching effec-
tiveness and are recommended. In the interim, most community physi-
cians can provide useful educational experiences to learners without for-
mal training in teaching. Community preceptors have daily experience in
teaching with their patients and the skills they have developed are valuable
for teaching learners. As Charles Griffith has written about teaching effec-
tiveness, “... the best teachers do not necessarily impart more factual
knowledge (facts which may be obsolete in a few years), but rather they
engender a learning climate that makes learning fun, enjoyable and excit-
ing” (56). Keep in mind that what most learners want out of the experience
is the opportunity to observe problems common to the ambulatory setting
and then to practice treating them. They also desire feedback on their per-
formance. Learners in the ambulatory setting are less interested in lectures
and more interested in the “how to” process. Learners crave “real world”
experiences with role models that care for patients. It is also important to
understand that learners don’t want a “shadowing” experience, i.e., follow-

113
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ing a preceptor from patient to patient simply observing the care that is
given. Essentially, learners want meaningful and independent responsibil-
ity. Initially, this means having opportunities to see the patient alone. After
this step, there are many teaching strategies that detail how to teach and
provide care in ways that are efficient and satisfying to both the learner and
the patient (see Chapter 5).

«+ Are There Courses to Improve Your Teaching?

For those interested in improving their teaching skills, this book helps lay
a foundation; however, as with any learning situation, being observed and
receiving feedback is probably the most effective method to improve your
teaching. Many medical schools and residency programs provide work-
shops designed to improve teaching, and they will be happy to involve you.
Some teaching workshops are offered at national meetings.

Due to their timing, duration, or location, faculty-development work-
shops may not be a feasible option for all physicians. To meet the needs of
these preceptors, some teaching programs have put their faculty-develop-
ment programs on the Internet or on CD-ROM, or they have created
instructional videotapes and companion texts. Most of these programs are
free or available for a modest price. For a listing of available faculty-devel-
opment workshops or resources near you, call the Department of
Continuing Medical Education at your local hospital, medical school, or
professional society. Faculty development resources can also be identified
by searching the Internet. On your web browser enter the search terms
“Faculty Development” AND >your specialty<. For example, to search for
faculty development resources in internal medicine enter “faculty develop-
ment” AND “internal medicine.” (For more information, see Faculty
Development Resources for Preceptors in Appendix C on page 173, and visit
the electronic enhancements of this book at www.acponline.org/acp_press/
teaching_in_your_office.)
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