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Context.\p=m-\Clinician-educators have concerns about their ability to be promoted
and the criteria used by medical school promotion committees.

Objective.\p=m-\To discover the criteria and methods that medical school promotion
committees use to make decisions about the promotion of clinician-educators.

Methods.\p=m-\In June 1996 we mailed a questionnaire to chairpersons of all medi-
cal school promotion committees in the United States and Canada.

Results.\p=m-\Of 142 schools surveyed, 115 (81%) responded; 45% of respondents
had a clinician-educator promotion track. On a scale from 1 (minimally important)
to 7 (extremely important), the mean importance ratings of aspects of clinician-
educators' performance were the following: teaching skills (6.3), clinical skills (5.8),
mentoring (5.7), academic administration (5.3), developing educational programs
(5.3), nonresearch scholarship (5.1), clinical research (4.8), service coordination
(4.7), and education research (4.5). Methods to evaluate each aspect of perfor-
mance were rated by respondents for importance and frequency of use. The 4 most
important methods for evaluating teaching were awards, peer evaluation, learner
evaluation, and teaching portfolio; 70% or more of schools used these frequently
or always. The 4 most important methods of evaluating clinical skills were peer
evaluation, awards, trainee evaluation, and objective measures, which were used
frequently or always by 78%, 65%, 58%, and 29% of schools, respectively.
Clinician-educators were expected to have fewer peer-reviewed publications to be
promoted than investigators (5.7 vs 10.6, P<.001). Schools with separate clinician-
educator tracks differed little in survey responses from schools without such tracks.

Conclusion.\p=m-\Most, but not all, promotion committees now assign high impor-
tance to the special contributions of clinician-educators and use a variety of meth-
ods to assess these, regardless of whether they have a separate clinician-educator
promotion track.
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MEDICAL SCHOOLS have recognized
the need to retain clinician-educators.1
However, little is known about the meth¬
ods promotion committees use to evalu¬
ate clinician-educators as unique mem¬
bers ofthe medical faculty. Junior faculty
members have complained that institu¬
tions fail to recognize their contributions
in medical education and that promotion
criteria too often are vague and lack spe¬
cific goals toward which they can strive.2

Moreover, the emphasis placed on origi¬
nal research in order to be promoted dur¬
ing this era after the Flexner report has
made achieving the rank of associate pro¬
fessor, let alone professor, difficult for cli¬
nician-educators.3,4

The overall goal of this study was to
better understand how medical school
promotion committees in the United
States and Canada currently are making
decisions about the promotion of clini¬
cian-educators. The specific aims of the
study were to determine how promotion
committees view the importance of spe¬
cific aspects ofa clinician-educator's per¬
formance when making decisions about
promotion to the rank of associate pro¬
fessor and to determine what methods
promotion committees find most impor¬
tant and use most frequently to evaluate
each aspect ofa clinician-educator's per¬
formance.

METHODS
Targets of Survey

The chairs of all promotion commit¬
tees of medical schools in the United
States and Canada were targeted for in¬
clusion in this study. A list ofall the medi¬
cal school deans was obtained from the
Association of American Medical Col¬
leges, and each school was contacted by
telephone to determine the name of the
chairperson of the appropriate promo¬
tion committee.

Survey Content
For this survey, we developed a de¬

tailed questionnaire focusing on the pro¬
motion of clinician-educators to the rank
of associate professor. A clinician-educa¬
torwas defined as a facultymemberwhose
primary responsibilities are patient care
and education and whose research repre¬
sents only a minor portion of his or her
academic contribution. This definition
theoretically could include part-time as
well as full-time faculty. We focused on

promotion to associate professor because
many clinician-educators believe that this
rank is difficult for them to achieve.

The questionnaire was organized into
4 main sections. The first section elicited
background information about the re¬

spondents and their promotion commit¬
tees, includingthe composition and roles
of the committee, the existence of sepa¬
rate promotion tracks for clinician-edu¬
cators and clinician-investigators, and
the institution's previous record in pro¬
moting to the level of associate profes¬
sor. We did not make an effort to discern
which schools offered tenure tracks to
clinician-educators because prior data
indicated that the percentage of schools
that do so is very low (unpublished data,
the Association of American Medical
Colleges, 1997). The second section
asked promotion committee chairper¬
sons to indicate the importance of vari¬
ous aspects of a clinician-educator's per¬
formance when considering a clinician-
educator for promotion to the rank of
associate professor, using a 7-point scale
from 1 (minimally important) to 7 (ex-
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Table 1.—Characteristics of the Respondents and
Their Committees and Schools (N=115)

Characteristics No. (%)
Respondents who were chairs 93 (81 )

of promotion committees
Respondents who were responsible

for promotion to
Assistant professor 61 (53)
Associate professor 115 (100)
Professor 105(91)

Respondents who were responsible 105 (91)
for all departments within
medical schools

Respondents who were responsible 110 (96)
for the promotion of clinician-
investigators as well as
clinician-educators

Schools with a clinician-educator 52 (45)
promotion track

Schools with specific promotion 60 (52)
criteria for clinician-educators

Schools with either a clinician-educator 66 (57)
promotion track or specific promotion
criteria for clinician-educators

tremely important). Relevant aspects of
a clinician-educator's job performance
were identified by reviewing published
literature on the role of clinician-educa¬
tors,541 reviewingthe Society ofGeneral
Internal Medicine's Guidelines for the
Promotion of Clinician-Educators,12 and
by conducting interviews with current
or former chairpersons of promotion
committees at 5 US medical schools.
Eleven broad performance areas were
identified and were felt to encompass
nearly all important aspects of a clini¬
cian-educator's job.

The third section asked respondents to
rate the frequency of use (never, some¬

times, frequently, always) and importance
(using the same 7-point scale) of various
methods by which a given aspect of job
performance might be evaluated. In the
interest of survey brevity, the 11 aspects
ofa clinician-educator's performance from
the second section were collapsed into only
8 subsections (ie, "medical education re¬

search," "clinical research," and "other
written scholarship" became "research
skills"; and "coordinating a clerkship/pro¬
gram" and "coordinating a practice" be¬
came "administrative abilities"). Each
subsection listed a variety of potential
methods for evaluating the given area of
performance, which were presented in an

arbitrary order to avoid implying that any
criterion was more desirable than any
other. Finally, the fourth section asked
about the minimum number of peer-re¬
viewed publications that were expected
for clinician-educators and clinician-inves¬
tigators being considered forpromotion to
associate professor.
Survey Administration

After pilot testing the questionnaire
with selected former promotion commit¬
tee chairpersons, the questionnaire was
mailed to each school along with a cover
letter indicating the support of the So-

ciety of General Internal Medicine. Re¬
minder cards were sent 3 weeks later,
and a second mailing was sent to those
who did not respond within 6 weeks. Fi¬
nally, for those who still did not respond,
follow-up telephone calls and facsimile
transmission of the questionnaire were
used to encourage full participation.
Data Analysis

Each survey was reviewed and en¬
tered into a database by 1 of 2 teams of 2
study investigators using SPSS 7.5 Base
for Windows 95 (SPSS Ine, Chicago, 111).
Then, a team of2 investigators reviewed
each record to look for errors in data en¬

try. For each question, we also examined
the frequency distribution of responses
to look for irregularities in the data.

Basic descriptive statistics (eg, mean,
median, range, SD) were used to sum¬
marize the responses to all questions.
Bivariate analyses were used to assess
differences in responses between sub¬
groups defined by characteristics of the
promotion committees, including the fol¬
lowing: the presence or absence of a cli¬
nician-educator promotion track, the
presence or absence ofseparate criteria
to evaluate clinician-educators for'Pro¬
motion, the commitment of the school to
biomedicai research as evidenced by the
ranking of the medical school in extra¬
mural awards received from the Na¬
tional Institutes ofHealth (NIH), and na¬

tionality (United States vs Canada).
Independent sample t tests or analysis
of variance were used to assess the sta¬
tistical significance of differences be¬
tween groups in the importance scores
and other continuous variables, such as
the number of publications expected for
promotion. Pearson  2 analyses were used
to assess the significance of differences
between groups in the frequency of use

ratings of evaluation methods.
In addition, Spearman correlation

analyses were performed to assess the
relationship between the importance
scores and the frequency of use ratings
assigned to the methods of evaluating
specific aspects of a clinician-educator's
performance. Analysis of variance also
was used to assess the statistical signifi¬
cance ofdifferences in importance scores
between each item within a set of meth¬
ods for evaluating a particular aspect of a
clinician-educator's performance. The
Tukey rating for honestly significant dif¬
ference was used for the most accuracy
and power post hoc to demonstrate ho¬
mogeneous subsets of items within each
set of methods for evaluating one aspect
ofjob performance.13 Finite sampling cor¬
rections were not applied since we were
interested in the underlying generaliz-
able characteristics ofthe population. For
each test, we used a  value of .05.

RESULTS
Characteristics of Responding
Promotion Committees

One hundred fifteen (81%) of the 142
medical schools in the United States and
Canada responded to the survey. There
were no significant differences between
respondents and nonrespondents in the
percentage ofschools that were in Canada
(11% vs 7%, P>.05); nor were there sig¬
nificant differences in the percentage of
US schools listed in the top quartile of
schools receiving extramural awards
from the NIH (24% vs 31%, P>.05).

The pertinent characteristics of the
respondents and their promotion com¬
mittees are summarized in Table 1. In
addition, the responding promotion com¬
mittees had a median of 10 members
(range, 3-126) on the committee. The me¬
dian number of faculty considered for
promotion to associate professor in the
last year was 21 (range, 0-220), and the
median number promoted to associate
professor was 16 (range, 0-210).

Importance of Specific Aspects of
Clinician-Educators' Performance

In decisions to promote clinician-edu¬
cators to the rank of associate professor,
promotion committee chairpersons rated
the importance of various aspects of cli¬
nician-educators' jobs, as shown in the
Figure. All 11 aspects of a clinician-edu¬
cator's performance that were included
in our survey were given a mean impor¬
tance score greater than 4 on the scale
from 1 to 7. Teaching skills had the high¬
est importance score, and this score was

significantly greater than the importance
assigned to all other aspects ofa clinician-
educator's performance except for clini¬
cal skills. Clinical research, coordination
of a practice or consultation service, and
medical education research were consid¬
ered the least important.
Importance and Frequency of Use
of Methods for Evaluating Specific
Aspects of a Clinician-Educator's
Performance

In Table 2, the various methods that
may be used to evaluate each specific
aspect of a clinician-educator's perfor¬
mance are presented in descending or¬
der of their mean importance to the pro¬
motion committees, along with informa¬
tion about how frequently the methods
are reportedly used by the committees.

In general, there was a significant cor¬
relation between the importance score

assigned to a method of evaluation and
the frequency with which that method
reportedly was used by the promotion
committee, with Spearman correlation
coefficients ranging from 0.44 to 0.88
(P<.05).
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Importance of specific aspects of a clinician-educator's performance when the promotion committee makes decisions about promotion to associate professor.
Superscript letters refer to homogeneous subsets of items whose means are not significantly different from others in the subset according to the Tukey rating for
honestly significant difference. For example, the mean scores assigned to clinical skills, mentoring and role modeling, reputation, coordinating clerkship/program,
and curriculum development were not significantly different from each other and are designated as subset "b." However, the mean score assigned to clinical skills
also falls into subset "a" and was not significantly different from the mean score assigned to teaching skills. Error bars indicate SE.

Nearly 70% or more of the promotion
committee chairpersons indicated they
always or frequently use "teaching
awards," "peer evaluation," "learner
evaluation," and "teaching portfolios" to
evaluate clinician-educators' teaching
performance. "Videotaping and direct
observation" and "other objective mea¬
sures" of teaching were used infre¬
quently and were generally felt to hold
much less importance.

The 3 most important methods for
evaluating a candidate's clinical skills
were "peerevaluation," "awards for clini¬
cal performance," and "trainee evalua¬
tion ofclinical skills"; these methods were

reportedly used by 50% or more of the
committees either frequently or always.
"Objective measures of clinical practice"
were used frequently or always by only
29% of the respondents. Likewise, spe¬
cific objective measures such as the
"number of inpatient service months,"
"measures of patient satisfaction," and
the "number ofpatients seen per month"
were rarely used. The mean importance
rating of "income generated from prac¬
tice"was significantly lower (P< .05) than
the mean ratings ofthe othermethods for
evaluating clinical performance and was
never used by 68% of the schools.

Sixty percent or more of the commit¬
tees reported that they are frequently
or always using 3 potential methods for
evaluating mentoring skill—peer input,
outside institution input (eg, external as¬
sessments ofthe faculty member's train¬
ees), and trainee input—and find all 3
methods highly important. The method

considered most important for evaluat¬
ing a clinician-educator's reputation was
a national, peer-reviewed award. This
criterion was reportedly used frequently
or always by 90% of the promotion com¬
mittees. More than half of the commit¬
tees report they frequently or always
use "institutional committee involve¬
ment," "success in administering a

course/clerkship," "success in adminis¬
tering a clinical service/practice," and
"success in administering a training pro¬
gram" as measures of a clinician-educa¬
tor's administration skills. Sixty percent
or more of the committee chairpersons
report using each of the listed methods
of evaluating personal qualities fre¬
quently or always and find each of them
very important.

More than 80% of promotion commit¬
tee chairpersons indicated they use 4
methods frequently or always to evaluate
the research and scholarly work of clini¬
cian-educators, including "grant sup¬
port," "the journal in which a publication
appears," "the number of peer-reviewed
publications," and "serving on an editorial
board." The "impact of a publication" was
not deemed to have as much importance
as the other methods, and only 39% of re¬

spondents reported using it frequently or

always as a method of evaluation.

Publication Expectations
Survey responses regarding the mini¬

mum number of peer-reviewed publica¬
tions a clinician-investigatoror a clinician-
educator candidate was expected to have
to be promoted to the rank of associate

professor are summarized in Table 3.
More than half of the respondents an¬
swered this question by filling in a num¬

ber, and amongthose respondents, nearly
twice as many publicationswere expected
from clinician-investigators as from clini¬
cian-educators (P<.001). About one quar¬
ter of the respondents wrote in responses
indicating there was no expected mini¬
mum number ofpublications for clinician-
investigators or clinician-educators. The
remaining respondents wrote in re¬

sponses that could not be translated into a

specific minimum number.

Comparisons Between
Subgroups of Schools

Selected subgroup comparisons were

performed to determine whether survey
responses differed according to specific
characteristics of respondents and their
schools. When we compared responses
from schools that had and did not have a

special promotion track for clinician-edu¬
cators, we found that the importance
ratings assigned to all 11 aspects of a cli¬
nician-educator's performance were not
significantly different between the 2
subgroups except for the ratings of
importance for ' 'written scholarship other
than original research" (mean importance
score 4.7 for those with a clinician-educa¬
tor promotion track vs 5.5 for those with¬
out; P< .05). There also were very few dif¬
ferences between the 2 subgroups in rat¬
ings of the importance of the 48 methods
for evaluating specific aspects of a clini¬
cian-educator's performance, the only dif¬
ferences being in the importance scores
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Table 2.—Importance and Frequency of Use of Methods to Evaluate Clinician-Educators for Promotion to
Associate Professor*

Method of Evaluation
Mean (SD)

Importancet

Frequently or Always Used
in Evaluating Clinician-

Educators for Promotion
to Associate Professor

(% of Respondents)

Teaching awards
To Assess Teaching Abilities

6.0 (1.1)a 80

Peer evaluation 5.9 (1.2)a 85
Learner evaluation 5.4(1.¡
Teaching portfolio 5.4 (2.2)a 73

Objective measures (eg, learner scores) 3.5 (2.6)b 34

Video/direct observation 1.4(2.0)b

Peer evaluation
To Assess Clinical Skills and Patient Care Abilities

5.7(1.6)a 78
Awards for clinical performance 5.4 (2.1)a 65
Trainee evaluation of clinical skills 4.8 (2.1)a 58

Objective measures of clinical practice 3.3 (2.4)b
No. of inpatient service months

Measures of patient satisfaction
3.1 (2.4)° 37

No. of patients seen per month
2.6(2.5)b 13
2.6 (2.3)b 23

Income generated from practice 1.6(2.1)

Peer input
To Assess Role Model/Mentor Abilities

5.9 (1.2)a 84
Outside institution input 5.3(1.8)° 65
Trainee input 5.1 (1.9)D 65

National, peer-reviewed awards
To Assess Reputation

6.3 (0.9)a 90

Soliciting input from outside the institution 5.8(1.6)a'b
Regional/national office in academic society 5.7(1.2)° 90

Invited lectures 5.6(1.2)° 93

Soliciting input from within the institution 5.6(1.3)° 76

Service on committee for professional organization 5.5 (1.2)b 93

Institutional committee involvement
To Assess Administrative Abilities

5.3 (1.5)a 87
Success in administering a course/clerkship 5.3(1.7)a 70
Success in administering a clinical service/practice 4.8(1.
Success in administering a training program 4.7 (2.1 )a 58
Committee comments 3.6 (2.3)b

Curriculum innovation 5.2 (1.9)a

29
To Assess Abilities in Developing Educational Programs

Publications related to a curriculum 5.2 (1.9)a 57
61

No. of curricula developed 5.1 (1.7)a 57
Results of evaluation of a curriculum 4.9(2.1)a 48
Presentation of curriculum at national meeting 4.4(2.1)a
No. of learners receiving a curriculum 3.7 (2.0)° 39

Ethical conduct
To Assess Personal Qualities

5.8(1.6)a
Leadership qualities 5.6(1.4)a
Building collaborative relationships 5.5(1.3)a 78
Effectiveness in working with others 5.2 (1.6)a
Enthusiasm at work 4.3 (2.2)b 58

Grant support
To Assess Research/Scholarly Abilities

5.8(1.6)a 86

Journal name 5.7(1.5)a 87

No. of peer-reviewed publications 5.6 (1.4)a 86
Service on editorial board 5.3(1.5)a<b 82

Development of workshop for national meeting 4.9(1.5)b<c
Book chapters, reviews 4.8(1.3)° 80
Review of articles' quality 4.4(1.9)'cd

Presentation of abstract at national meeting 4.0(1.7)° 67
Publication impact (measured by citation index) 3.7 (2.3)d 39

*Superscript letters refer to homogeneous subsets of items whose means are not significantly different from others
in the subset according to the Tukey rating for honestly significant difference. See the Figure legend for further
explanation.

t1 indicates minimally important; and 7, extremely important.

assigned to "the numberofpeer-reviewed
publications" (mean importance score 5.3
for those with a clinician-educator promo¬
tion track vs 5.9 for those without; P< .05),
and "soliciting input from outside the in¬
stitution" (mean importance score 6.3 for
those with a clinician-educator promotion
track vs 5.6 for those without; P<.05).

Because our study question focused on
the methods promotion committees use

to evaluate clinician-educators forpromo¬
tion, we did not attempt to gather infor¬
mation that would show whether the
presence of a clinician-educator track led
to an increase in promotion success for
clinician-educators. The mean reported
minimum number of publications for cli¬
nician-educators to be promoted to asso¬
ciate professor did not significantly differ
between schools with and without a sepa¬
rate promotion track for clinician-educa¬
tors (mean number ofpublications was 5.1
for those with a clinician-educator promo¬
tion track vs 6.6 for those without; P=.30).

The results were similar when we com¬

pared responses from schools that used
specific criteria for the promotion of cli¬
nician-educators with those not using
such criteria. In this subgroup compari¬
son, there were no significant differences
in the importance ratings of any of the 11
aspects of a clinician-educator's perfor¬
mance. There also were no significant dif¬
ferences between these 2 subgroups in
the importance scores assigned to spe¬
cific methods for evaluating a clinician-
educator's performance except for 3
methods for evaluating research skill
and 1 method for evaluating clinical skill:
"grant support" (mean importance score
5.5 for those with specific clinician-edu¬
cator promotion criteria vs 6.2 for those
without; P<.05), "the journal in which
publication appears" (mean importance
score 5.4 for those with specific clinician-
educator promotion criteria vs 6.0 for
those without; P<.05), "the number of
peer-reviewed publications" (mean im¬
portance score 5.3 for those with specific
clinician-educator promotion criteria vs
6.0 for those without; P<.05), and "the
number of patients seen per month"
(mean importance score 2.1 for those with
specific clinician-educator promotion cri¬
teria vs 3.1 for those without; P<.05).

When we compared schools according
to the amount ofextramural awards they
received from the NIH in 1996, we found
no significant differences in mean impor¬
tance scores assigned to the 11 different
aspects of a clinician-educator's perfor¬
mance. One of the only significant differ¬
ences in survey responses between
those with large vs small amounts of
NIH funding was in the importance as¬

signed to the category "review of ar¬
ticles' quality" when evaluating research
skills (mean importance score 5.1 for
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those in the top quartile of NIH funding
vs 3.8 in the bottom quartile; P=.01).

When we compared the responses from
Canadian schools (n=13) with those from
US schools (n= 102), we found no signifi¬
cant difference in the ratings of the im¬
portance ofspecific aspects ofa clinician-
educator's performance. Again, despite
multiple comparisons and a Uberai  value
of .05, there were very few differences
between the ratings of the importance of
specific methods for evaluating a clinician-
educator's performance. Two of the ex¬

ceptions were that Canadian schools as¬

signed higher importance scores than US
respondents to "teaching portfolios" (6.5
vs 5.3; P<.001) and the "journal in which
a publication appears" (6.4 vs 5.6; P=.009).
COMMENT

Overall, the results ofthis study should
be very encouraging for clinician-educa¬
tors. It certainly is not surprising that
teachingandclinical skillswouldhavethe
greatest importance when evaluating a
clinician-educator. However, the ratings
of the importance of these 2 skill areas

provide a benchmark for understanding
the importance of the other aspects of a
clinician-educator's performance that
some people have feared are not being
explicitly considered when promotion
committees evaluate clinician-educators.
The fact that nearly all aspects of a clini¬
cian-educator's job performance were
considered highly important by promo¬
tion committees undoubtedly reflects the
forces that have increased the demand
for clinician-educators on today's medical
school campuses.9·14 These results give
the impression that promotion commit¬
tees appreciate the critical roles that cli¬
nician-educators play in academic medi¬
cal centers—an impression about which
current and aspiring clinician-educators
need to feel assured.13 A study 10 years
ago at one institution showed that when
the faculty who resigned were counted
as nonpromoted, the rate of promotion
for clinician-educators was significantly
lower than that for clinical researchers
or basic science researchers.16

Although it is possible that the views of
promotion committees about the promo¬
tion of clinician-educators to associate
professor may not apply to promotions to
the rank of full professor, we felt it was

important to focus on the jump to associ¬
ate professor because this has been the
stumbling point for many clinician-educa¬
tors in the past. Since our study was not
designed to determine whether promo¬
tion committees act in full accordance with
the reported views of our respondents, it
is possible that respondents may have
overstated the importance and frequency
ofuse of the criteria listed in our question¬
naire. We made an effort to minimize this

Table 3.—Minimum Number of Peer-Reviewed Publications That Clinician-Educators and Clinician-
Investigators Are Expected to Have for Promotion to Associate Professor (N=115)

Title

No. (%) of
Respondents
Providing a
Numerical
Response

Minimum No. of
Peer-Reviewed
Publications

Expected,
Mean (Range)

No. (%) of
Respondents
Indicating No

Expected
Minimum*

No. (%) of
Respondents

Providing Other
Nonquantifiable

Responses
Clinician-investigator
Clinician-educator

66 (57)
69 (60)

10.6t (0-33)
5.7t (0-33)

28 (24)
27 (23)

21 (18)
19(17)

*Although the question asked for a number, many respondents wrote phrases indicating that they have "no
minimum requirement."

tP<001 by (test for the difference in means between clinician-investigators and clinician-educators.

potential problem by assuring the com¬
mittee chairs that their responses would
be confidential. Also, we included a vari¬
ety of criteria for evaluating each aspect
of performance, regardless ofwhetherwe

thought they were desirable or undesir¬
able. We believe this approach helped us

to reasonably differentiate the relative
importance ofdifferent criteria for evalu¬
ating clinician-educators. Indeed, the con¬

sistency of responses between schools is
reassuring and should help to establish
more uniform standards for the promo¬
tion ofclinician-educators that can be used
by individual schools.

Medical educators as well as medical
administrators have indicated a great
need for the academic medical commu¬

nity to develop more appropriate meth¬
ods for evaluating clinician-educators.2,17
Many also feel a need to reconsider how
scholarship is defined, so that it is not lim¬
ited to traditional forms of scholarship
that may fit better with research activi¬
ties than with other job aspects that are

equally important to medical schools.2
For this redefinition, many medical
schools have been turning to Boyer's18
view of scholarship, which includes the
scholarship of teaching, the scholarship
of integration (eg, review articles, book
chapters), the scholarship of application
(eg, clinical practice), and the scholarship
of discovery (eg, traditional research).

For example, a cardiologist who pro¬
vides exemplary care for her patients,
practices cutting-edge medicine, runs an
efficient practice that generates income
for the medical center, and serves as an

important role model for trainees can be
evaluated for her "scholarship of applica¬
tion." Schools have reported developing
strategies for evaluating clinician-educa¬
torsbased on thisexpanded viewofschol¬
arship that reflects acknowledgment of
the many important job characteristics of
clinician-educators.9·10 Our results, which
highlight the importance of all aspects of
a clinician-educator's job and the many
methods being used to evaluate them,
provide evidence that, indeed, most medi¬
cal schools are using an expanded view of
scholarship and do not have a single "make
or break" criterion for promotion of clini¬
cian-educators. This expanded view ofcli¬
nician-educators' scholarly contributions

would help to explain why medical school
promotion committees now indicate they
do not expect as many peer-reviewed
publications from clinician-educators as
from clinician-investigators.

An important finding gleaned from
Table 2 is that most committees are fre¬
quently or always using a variety of ex¬

plicit methods to evaluate each of the
many specific aspects of a clinician-edu¬
cator's performance and generally view
these methods as very important. It is
particularly encouraging to see such
widespread use of teaching portfolios.
The value of teaching portfolios is that
they call for a variety ofdifferent types of
information about a clinician-educator's
performance, such as specified teaching
dates, curricula designs, preceptingroles,
and objective evidence of teaching
achievements.19 We did not directly ask
about the importance of the category
"amount of teaching," but we provided
blanks for written responses and no re¬

spondent wrote that this was an impor¬
tant criterion, perhaps because it falls un¬
der the purview of a teaching portfolio.
Many methods for evaluating clinician-
educators that were listed in our survey
can actually be incorporated into a teach¬
ing portfolio, thereby providing a way for
clinician-educators and promotion com¬
mittees to systematically collect informa¬
tion needed for promotion decisions.

We were surprised to find that the
presence or absence of a clinician-edu¬
cator promotion track made little differ¬
ence in the methods used to evaluate can¬
didates for promotion, especially since
some promotion committees use criteria
for clinician-educator tracks that are
more strictly defined than for other
tracks.20 One explanation for our results
could be that discussions about the de¬
sirability of having such tracks has, in
fact, caused a cultural change at medical
institutions even when such tracks have
not been instituted. It also is possible
that all faculty members, not just clini¬
cian-educators, are now being evaluated
by a broadened definition ofscholarship.
Clinician-educators at schools that have
a major researchemphasis, withorwith¬
out a clinician-educator track, may be
particularly worried about beingjudged
by promotion committees that histori-
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cally have placed great emphasis on re¬
search contributions. Thus, it is note¬
worthy that we found virtually no sig¬
nificant differences between schools
with large vs small amounts of NIH
funding for research. Further investiga¬
tion is needed to determine whether the
reported methods for evaluating clini¬
cian-educators are actually applied in
the same way by schools with and with¬
out a separate track for clinician-educa¬
tors. Nevertheless, our results suggest
that it is more important to ensure that
appropriate methods are in place to
evaluate clinician-educators than to
worry about whether a school has a sepa¬
rate promotion track for clinician-edu¬
cators, regardless of whether a school
has a major research emphasis.

Despite these encouraging aspects of
our findings, the survey points out some

potential areas ofconcern about the pro¬
motion process of clinician-educators
that need to be further addressed. First,
our study indicates that direct observa¬
tion and video review are rarely, if ever,
used in the evaluation of clinician-edu¬
cators. On the other hand, peer review is
used quite frequently. Irby11 recom¬
mends a peer review system that in¬
cludes direct observation. Although it is
time-intensive, direct observation pro¬
vides an opportunity to decrease the
subjectivity and potential unreliability
of peer review. The second area of con¬
cern is that the 3 methods rated least
important and used least frequently by
promotion committees for evaluating
clinical skills—measures of patient sat¬
isfaction, number of patients seen per
month, and income generated from prac¬
tice—are increasingly used by managed
care organizations and medical centers

to evaluate clinicians.2123 These types of
measures of clinical performance, which
often are viewed as inversely related to
scholarship, are likely to be increasingly
important to medical schools and should
be considered more frequently by pro¬
motion committees if faculty and their
trainees are to highly value patient sat¬
isfaction and clinical productivity. In¬
deed, the Society of General Internal
Medicine's recently developed promo¬
tion guidelines for clinician-educators
encourage the use of these types ofmea¬
sures ofclinical practice in promotion de¬
cisions so that greater attention is given
to the scholarship of application.24

A third area of concern is that several
methods used frequently to evaluate as¬

pects of a clinician-educator's merit in¬
volve peer-reviewed awards, of which
there are relatively few. The develop¬
ment of rigorous, peer-reviewed awards
for clinician-educators has been encour¬

aged to increase clinician-educators' op¬
portunities for recognition.25 A fourth
area of concern is that many schools
seem to devote relatively little attention
to the evaluation ofa clinician-educator's
ability to develop educational programs,
even though there is a tremendous de¬
mand for ongoing curriculum develop¬
ment in most medical schools. We hope
to encourage schools to develop and use
more explicit methods for evaluating a
clinician-educator's ability in developing
educational programs.

The final area of concern is that most
schools seem to rely on indirect markers
of the quality of research skill such as

grant support, the names of certain
trusted journals, and the number of
peer-reviewed publications and seem
less interested in conducting a more di-

rect assessment of the quality and im¬
pact ofa faculty member's work. While it
makes sense to use these types ofmark¬
ers that are derived from an external
peer review process, overdependence on
measures such as publication volume
may simply represent "administrative
laziness."3

The good news for clinician-educators
is that schools are using and finding im¬
portant a number ofmethods to evaluate
their contributions and skills. We hope
that this information can help put to rest
much of the angst clinician-educators
have in approaching their reviews for
promotion by letting them know that
their committees are, in general, making
allowances for their acknowledged de¬
creased opportunity to generate the
quantity of peer-reviewed publications
expected from other faculty and are

looking in greater detail at the other ma¬

jor aspects of their performance, par¬
ticularly teaching and clinical skills.

Promotion committees function not
only to reward faculty but to maintain
the quality of faculty effort. The reliance
on the peer review process has success¬

fully engendered high-quality medical
research in a number ofinstitutions. Pro¬
motion criteria that further careers of
clinician-educators should also advance
institutional goals of high-quality pa¬
tient care and medical education. As
medical schools redefine and implement
new promotion criteria, further research
examining the impact of such criteria
will be necessary.

The authors would like to thank the Society of
General Internal Medicine, Washington, DC, for its
letter ofsupport addressed to the survey recipients,
and Edward J. Benz, Jr, MD, for his input and sup¬
port of the project.
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