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M ISSION C RITICAL — I NTEGRATING
C LINICIAN -E DUCATORS INTO
A CADEMIC M EDICAL C ENTERS

T

HE mission of academic medical centers typically includes three distinct goals: providing patient care, educating future doctors, and acquiring
new medical knowledge.1 Academic medical centers
seek excellence in each of the three areas to distinguish themselves as outstanding in the local community, region, and nation. Although the mission
statements of most academic medical centers do not
point to one of these goals as more important than
the others, we believe that the research goal has
predominated during the past three decades, as evidenced by reward and promotion systems that are
heavily weighted toward research. As academic medical centers rapidly expanded their clinical services to
compete in the marketplace, many centers focused
on building their clinical programs while simultaneously continuing their commitment to research and
education.2 As a result, academic institutions began
to hire more full-time clinician-educators to meet
the demands for increased clinical services.
These changes have prompted several questions.
How will this growing sector become part of the
fabric of the academic medical center? Are clinicianeducators critical to the institution’s achieving its
mission? What is their status relative to that of their
research colleagues? Has the implementation of distinct clinical-educator tracks met the need for the
recognition of these new faculty members?
ROLE OF FACULTY MEMBERS

Historically, academic medical centers have hired
a cadre of physicians who are full-time faculty members and who devote their time to research. These
faculty members typically spend more than 80 percent of their time on research and devote a relatively
small amount of time to patient care and teaching.
Often, they see patients for one or two half-days per
week in an outpatient clinic and supervise residents
in an inpatient setting one month per year. As the
competition for research funding has intensified over
the past decade, many of these faculty members have
devoted even more time to research and have decreased their clinical and teaching activities. As a
consequence, they may excel at their research but often have to limit the focus of clinical care and teaching to the area of their research.
Hence, although some faculty members may continue to excel in all three areas, the majority focus
on their research and deemphasize teaching and clin840 ·

ical care. They excel at the discovery of new knowledge and ultimately help the institution achieve this
part of its mission. They become regional, national,
and international experts in their field, publish their
work in peer-reviewed journals, obtain grants, and
are appropriately promoted in academic rank. The academic medical center values their accomplishments
despite the fact that they do not achieve excellence
in clinical care or teaching.
How does the role of these faculty members contrast with the role and promotional track of clinicianeducators? Clinician-educators in academic medical
centers devote their time to caring for outpatients
and inpatients and to teaching and supervising medical students and residents.3 Some clinician-educators devote 50 percent of their time to each activity,
whereas others may spend 80 to 90 percent of their
time caring for patients.4 Commonly, they see large
numbers of patients, often 20 to 25 per day in a general internal-medicine, pediatric, or family-medicine
clinic. Although we will focus here on clinician-educators in the specialties of internal medicine, pediatrics, and family medicine, surgeons and their subspecialty colleagues are required to spend a substantial
amount of their time in the operating room and are
therefore similar in this regard to other clinicianeducators.
As an academic center expands its clinical base,
clinician-educators may work on the main campus
and in newly created community sites affiliated with
the medical center. Clinician-educators often have
important roles in the medical school’s teaching programs as directors of courses on history-taking and
physical-examination skills or in developing ambulatory care rotations for students and residents. The students, residents, and faculty members often recognize
clinician-educators as outstanding doctors — the ones
they send their own family members to for care. Not
surprisingly, they often receive awards for teaching,
since they devote their time and intellectual energy
to this role. These clinician-educators, particularly the
generalists, are frequently cited by house-staff members as their role models.5,6 Just as researchers excel
at the discovery of new knowledge but have little time
for teaching and clinical care, clinician-educators excel
at teaching and clinical care but have little time to
conduct research. Accordingly, one would expect institutions to recognize clinician-educators for achieving the highest standards related to their principal
responsibilities and consistent with their institution’s
mission. But is that the case?
ESTABLISHMENT OF CLINICIANEDUCATOR TRACKS

The criteria for promotion provide clear indications of the expectations institutions have for faculty
members. During the past decade or so, most institutions have established new criteria and tracks for
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promotion, but we believe that these criteria are incompatible with the job description for clinicianeducators.2,7,8 Typically, the tracks were developed in
response to the growing need to attract, retain, and
recognize faculty members who would devote their
energy to clinical and teaching activities. Several medical schools reported their early experiences in developing and implementing these clinician-educator
pathways, including the medical schools at Stanford
University,9 Johns Hopkins University,10 the University of Pennsylvania,11 the University of Michigan,12
and Harvard University.13 The popularity of these
tracks grew; surveys indicated that 61 of 112 medical
schools had a nontenure clinician-educator pathway
by 1987,7 and 66 of 115 had either a separate promotion track or specific promotion criteria by 1997.8
Most often, these new tracks did not offer the possibility of tenure, partly because of the reluctance of
academic institutions to make long-term financial
commitments to faculty members with primarily clinical and teaching responsibilities.11,14 As a result, a
two-tier system emerged in many institutions, with
tenure available to research-oriented faculty members but not to clinician-educators.
How successful have these pathways been at recognizing and promoting clinician-educators? At present, there is a lack of information to answer this
question. Comparisons of the progress of the career
development of clinician-educators and researchers
are needed. We are concerned, however, that the implementation of these tracks has not solved the problem of appropriate recognition for clinician-educators.
PROBLEMS WITH CLINICIAN-EDUCATOR
TRACKS

We believe that the criteria for promotion are inconsistent with the job descriptions of most clinician-educators. The guidelines for promotion to the
ranks of associate professor and professor in clinician-educator tracks typically state that excellence in
teaching and clinical care is essential but not sufficient for promotion.8,13,15,16 A regional reputation
and, in many cases, a national reputation for clinical
or educational scholarship are usually required,17 as
evidenced by letters from external referees, as well as
by contributions to the medical literature of original
articles, reviews, and books. The number of publications, the quality and originality of their content,
and the prestige of the journal in which they are
published all influence the decisions of most promotion committees in determining the national reputation of these clinician-educators.
But does the requirement for a regional or national reputation make sense for the assessment of clinician-educators? Some academic leaders may argue
that a reputation outside his or her home institution
attests to a faculty member’s excellence. If faculty
members are superb clinicians or teachers, persons

outside the institutions should seek them out to
learn from them. Although on the surface this argument seems logical, it has two major drawbacks.
First, the expected role of the growing number of
clinician-educators in academic centers is to spend
virtually all their time providing clinical care and
teaching at their own institution. If they have any additional time available, they are encouraged to develop innovative teaching programs or clinical-improvement projects. They are often members or leaders of
hospital committees on quality assurance, implementation of guidelines, and information management.
This job is not one that encourages or fosters faculty
members to leave the local environment. If these
faculty members are expected to make important
contributions to regional medical care or teaching,
those efforts will take away from the time spent at
their own institution.
Second, establishing a regional or national reputation as a clinician-educator in the generalist fields of
internal medicine, family practice, and pediatrics is
particularly difficult. Since generalists rarely become
experts on a particular disease, they are less likely
than their subspecialty colleagues to have a specific
clinical focus of interest. Consequently, they are less
sought after than specialists to educate the medical
community in a forum such as a grand-rounds lecture. Although some generalists may become experts
on topics such as patient–physician communication,
ethics, preventive health care, or evidence-based medicine, the opportunities to establish an area of expertise in one of these fields are fewer than for specialists who can narrowly focus on one of the many
diseases or approaches to treatment.18 Hence, the
requirement of a regional or national reputation,
which is a useful criterion for measuring the dissemination of research and has been a long-standing criterion for the promotion of researchers, is less appropriate for the promotion of clinician-educators.
Evaluating the accomplishments of clinician-educators continues to be a challenge for academic medical centers.19 Despite the efforts to broaden the definition of scholarship,20 there are few valid and reliable
measurement tools. In the teaching domain, academic centers use evaluations by students, peer evaluations, and teaching awards to measure quality.21-23
But each of these approaches has limitations. Student
evaluations are often subjective and do not necessarily convey how much a student has actually learned
from a teacher. Peer evaluations are costly in terms
of faculty members’ time, and their reliability is
uncertain. There are a limited number of teaching
awards available, and teachers who do not lead a major course but rather act as preceptors for a small
number of students in the inpatient or outpatient
setting are less likely to receive these awards even if
they are superb teachers.
In the past few years, academic institutions have
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begun using “teaching portfolios,” which are designed to be a more comprehensive record of the
teaching activities of clinician-educators than is a
traditional curriculum vitae.23-26 Teaching portfolios
include records of faculty teaching roles beyond didactic lectures and document activities such as serving as a mentor for students or residents, leading
daily teaching conferences, and participating in the
development of educational electives. As compared
with a curriculum vitae, teaching portfolios offer an
opportunity for clinician-educators to represent more
fully their contribution to teaching. In our experience, academic faculty members and promotion
committees are just learning how to judge teaching
portfolios, and questions remain about how best to
organize and evaluate them.
The evaluation of clinical excellence is even more
problematic. Most certifying boards require recertification to ensure that clinicians keep their clinical
knowledge up to date, but few objective mechanisms are available to identify excellence in clinicians.
In contrast to the peer-review methods used to measure the quality of scholarly works published in medical journals, the few procedures for evaluating clinical performance are complicated and not widely
accepted or implemented.27 At present, the methods
most commonly used to judge clinical excellence include peer review and evaluation by trainees. These
methods are typically subjective and are rarely based
on direct observation of clinical care. Promotion and
tenure committees seldom use measures of clinical
productivity and excellence such as the number of patients seen, referrals from colleagues, and satisfaction
ratings by patients, which are the popular yardsticks
in managed-care plans.
In the absence of reliable methods to judge the
teaching and clinical excellence of clinician-educators,
academic institutions have used the number of
publications as a measure of productivity.10 In fact,
reports on the importance of publications to the career advancement of clinician-educators continue
to appear,8,17,28,29 despite the arguments for new and
innovative measures for evaluating scholarship in
these areas.
Although we support the publishing of high-quality work by clinician-educators, there are several reasons why publications should not be the primary
measurement of performance for these faculty members. The creative work of clinician-educators often
lies in the development of new methods for educating
students, residents, fellows, or practicing physicians
within the institution or locally. Generalist faculty
members in particular tend to focus on developing
innovative ways to teach topics such as evidence-based
medicine, communication skills, and medical ethics.
These programs are usually assessed with the use of
written evaluations. Rarely are more rigorous approaches, such as randomized studies, feasible to eval842 ·

uate the effectiveness of these programs. As a result,
most first-tier journals do not consider articles on
these topics to be sufficiently rigorous to warrant
publication. In fact, there is a paucity of highly regarded journals that will consider such articles; hence,
the work of clinician-educators cannot easily be disseminated in a standard, peer-reviewed format. Even
in the Journal of General Internal Medicine, which
might be expected to be particularly interested in such
articles, only 6 percent of the original articles were
on medical education last year (Williams S: personal
communication). We believe that rigorous scientific
evaluation of educational programs is important but
will require a substantial amount of time on the part
of clinician-educators. However, the job descriptions
of such faculty members rarely include the time necessary for this activity.
Lubitz has suggested that clinician-educators should
write articles that integrate knowledge rather than
seek to discover new knowledge.23 Typically, this
type of scholarship is found in chapters of books and
in review articles addressing the diagnosis and treatment of clinical conditions. Alternatively, clinicianeducators often publish case reports or case series,
drawing from their clinical practice. Although these
forms of scholarship may be important, they are often
discounted by promotion and tenure committees as
lacking rigor. In fact, many clinician-educators themselves recognize that their work is destined to appear
in second-tier journals, simply because they must
publish something. The pressure to have articles accepted by peer-reviewed journals ultimately takes clinician-educators away from their primary mission of
patient care and teaching. Furthermore, the pressure
to publish is a major source of dissatisfaction for clinician-educators.
In summary, although clinician-educators have the
potential to be promoted in the new pathways, the
problem of the recognition of their work has not been
solved. Further data are needed to compare the
overall effectiveness of these pathways and the traditional research track.
RECOMMENDATIONS

Can academic medical centers stand on the single
leg of research? If, in fact, institutions view clinical
care and teaching as integral to their missions, they
must establish organizational systems that support
these endeavors. Clinician-educators must commit approximately 80 percent of their time to clinical care
and teaching if they are going to achieve excellence
in their chosen field. We believe that academic medical centers should reexamine and modify their promotion criteria in two major ways.
First, the requirement of a regional or national reputation should be eliminated. Demanding that clinician-educators have a regional or national reputation
will inevitably diminish their ability to concentrate
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on their principal purpose at the institution — the
pursuit of excellence in patient care and teaching.
Instead, the opinions of coworkers should be sought
and given more weight than usual.
Second, the requirement of publication in peerreviewed journals should be eliminated. Academic
institutions should find new and creative ways to evaluate clinician-educators’ teaching abilities and clinical excellence. The academic community must devote resources to developing new methods so that
institutions can appropriately measure these specific
skills and, in turn, reward faculty members who
meet established goals. In fact, we believe that the
current lack of tools to measure excellence in clinical
care and teaching presents an intellectual challenge.
New methods may build on existing ones, but they
will need to go beyond the present approaches. The
knowledge and skills of educational experts will be
required for the development of reliable and feasible
methods. This task is essential if we are to provide
the same rigorous and objective standards that academic medical centers have used to judge the quality
of research that scientists produce.
The work of clinician-educators is critical to the
mission of academic medical centers. The traditional
requirements of publications and regional or national reputation for promotion should not be requirements for success in this track. Academic institutions
must develop and implement better methods of evaluating excellence in clinical care and teaching. The
alignment of faculty members’ responsibilities with
institutional missions should enhance productivity and
well-being. Ultimately, such changes will lead to more
equitable and productive academic organizations.
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