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PERSPECTIVES IN HOSPITAL MEDICINE

Academic Hospital Medicine 2.0:  
If You Aren’t Teaching Residents, Are You Still Academic? 
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How much teaching time will I get in my first year on 
faculty?” Leaders at academic hospitalist programs 
know to expect this question from almost every ap-
plicant. We also know that we will be graded on our 

response; the more resident-covered service time, the better. 
For some applicants, this question is a key litmus test. Some 
prospective faculty choose to pursue academic hospital med-
icine because of their own experiences on the wards during 
residency. They recall the excitement of leading a team of 
interns and students under the wing of a seasoned attending, 
replete with chalk talks, clinical pearls, and inspired learners. 
Teaching time is more quantifiable than mentorship quality 
and academic opportunity, more important than salary and 
patient load for some, and more familiar than relative value 
unit expectations. 

Over the past two decades, academic hospitalist programs 
have steadily grown,1 but their teaching footprints have not.2,3 
Although historically some academic hospitalists spent almost 
100% of their clinical time on teaching services, work hour rules 
and diversification of resident clinical time toward outpatient and 
subspecialty activities have decreased the amount of general 
medicine ward time for residents.2 In addition, as academic med-
ical centers broadened their clinical networks, inpatient volumes 
exceeded the capacity of teaching services. Finally, several large 
academic medical centers and healthcare networks are acquir-
ing or building additional hospitals, increasing the number of 
medical beds that are staffed by hospitalists without residents.4

In our experience, as academic healthcare systems contin-
ue to grow and hospital medicine programs rapidly expand 
to meet clinical needs, the percentage of clinical time spent 
on a traditional ward teaching service continues to decrease. 
In several academic hospitalist programs, the majority of fac-
ulty effort is now devoted to direct care,5 with limited resident- 
covered ward time spread across a larger group of faculty. 
The 2018 State of Hospital Medicine Report suggests that our 
experience is not unique, with academic programs caring for 
adults reporting that 31% of clinical work was on traditional 
ward teaching services, 16% on direct care services with inter-
mittent learners, and 53% on nonteaching services.5

This current state of affairs raises a number of questions as 
follows: 
•	 How can hospitalist program leaders take advantage of ex-

isting resident teaching opportunities? 
•	 How should those teaching opportunities be allocated? 
•	 What nontraditional teaching venues exist in academic 

medicine? 
•	 How can faculty develop their teaching skills in an environ-

ment with limited traditional ward teaching time? 
We believe that these changes require us to redefine what it 
means to be an academic hospitalist, both for existing faculty 
and for prospective faculty whose views of academic hospital 
medicine may have been shaped by role models seen only in 
their clinical teaching role.

MAXIMIZING RESIDENT TEACHING  
OPPORTUNITIES
Is reduced teaching time the new normal or will the pendulum 
swing back toward more resident teaching time for academic 
hospitalists? The former is likely the case. None of the current 
trends in medical education point to an expansion of residents 
in the inpatient setting. Although there may be some opportu-
nities to assume general medicine attending time is currently 
covered by primary care physicians and subspecialists, in sev-
eral programs, hospitalists already cover the overwhelming 
majority of general medicine teaching services. 

Although there may be occasional opportunities for aca-
demic hospitalist programs to develop new teaching roles 
with residents or fellows (for example, by expanding to 
community sites with residency programs or to subspecialty 
teaching services, or by creating hospital medicine fellow-
ships and resident or student electives), the reality is that we 
as hospitalists will need to adapt to direct care as the plurality 
of our work.

ALLOCATING TEACHING TIME
How should we allocate traditional teaching time among our 
faculty? Since it is a coveted—but relatively scarce—resource, 
teaching time should be allocated thoughtfully. Based on our 
collective experience, academic hospitalist groups have taken 
a variety of approaches to this challenge, including forming 
separate clinical groups at the same institution (a teaching fac-
ulty group and a nonteaching group),6 requiring all hospitalists 
to do some amount of direct care to facilitate distribution of 
teaching time or having merit or seniority-based teaching time 
allocation (based on teaching evaluations, formal teaching 
roles such as program director status, or years on faculty). 
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Each approach to assigning teaching time has its challenges. 
Hospitalist leaders must manage these issues through trans-
parency about the selection process for teaching rotations and 
open discussion of teaching evaluations with faculty. It is also 
critical that the recruitment process set appropriate expecta-
tions for faculty candidates. Highlighting academic opportuni-
ties outside of teaching residents, including leadership roles, 
quality improvement work, and research, may encourage ap-
plicants and current hospitalists to explore more varied career 
trajectories. Hospitalists focusing on these other paths may 
elect to have less teaching time, freeing up opportunities for 
dedicated clinician educators.

BEYOND TRADITIONAL RESIDENT  
TEACHING TEAMS
What other ward-based teaching opportunities might be avail-
able for academic hospitalists who do not have the opportu-
nity to attend on traditional resident teaching teams? As su-
pervisory requirements for residents have been strengthened, 
expansion of teaching into the evening and overnight hours to 
supervise new admissions to the teaching services has been 
one approach to augment teaching footprints.7,8

In addition, nontraditional teaching teams such as attend-
ing/intern teams (without a supervising resident) or attending/
subintern (fourth-year medical student) teams have been de-
veloped at some institutions.9 Although allowing for additional 
exposure to learners, these models require a more hands-on 
approach than traditional teaching teams, particularly at the 
start of the academic year. Finally, as hospitalist teams have 
grown to include advanced practice providers (APPs), some 
programs have established formal teaching programs to ad-
dress professional development needs of these healthcare 
professionals.10,11

DEVELOPING HOSPITALIST EDUCATORS
How do we help junior faculty who have the potential to be 
talented educators succeed in teaching when they have limit-
ed opportunities to engage with residents on clinical services? 
One approach is to encourage hospitalists to participate in 
resident didactic sessions such as “morning report” and noon 
conference. Another approach is to focus on teaching other 
learners. For example, several academic medical centers pro-
vide opportunities for hospitalists to engage in student teach-
ing, either on the wards or via classroom instruction. In addi-
tion, as mentioned previously, APPs who are new to hospital 
medicine are an engaged audience and represent an opportu-
nity for hospitalist educators to utilize and hone their teaching 
skills. Finally, organizing lectures for nursing colleagues is an-
other way for the faculty to practice “chalk talks” and develop 
teaching portfolios.

Hospitalists can also leverage their expertise to build sys-
tems in which academic hospitalists are teaching each other, 
creating a culture of continuous learning. These activities may 
include case conferences, morbidity and mortality confer-
ences, journal clubs, clinical topic updates developed by and 
for hospitalists, simulation exercises, and other group learning 

sessions. Giving hospitalists the opportunity to teach each oth-
er allows for professional growth that is not dependent on the 
presence of traditional learners.

REDEFINING ACADEMIC HOSPITALISTS
Philosophically, a key question is “What makes ‘academic’ 
academic?” Traditionally, academic hospitalist positions were 
synonymous with resident teaching or, for a small number of 
academic hospitalists, significant funded research. In an era 
in which teaching residents may no longer be part of the job 
description for many hospitalists at academic medical cen-
ters, what distinguishes these positions from 100% clinical 
positions and what are the implications for academic hospital 
medicine?

Although data regarding why hospitalists seek “nonteaching” 
positions at academic medical centers are lacking, we believe 
that these jobs remain popular due to opportunities that are per-
ceived to be unique to academic medical centers. These include 
more flexible scheduling (academic programs may be less like-
ly to have seven-on/seven-off schedules), exposure to research 
and cutting-edge technology, opportunities to care for tertiary 
and quaternary care patients, collaboration with academic peers 
and experts in the field, and interaction with a range of learners, 
including medical, pharmacy, advanced practitioner, and other 
students.

Understanding the motivation of candidates who apply for 
academic hospital medicine positions—aside from supervising/
teaching residents—will be an important goal for academic hos-
pitalist leaders to ensure future success in staffing growing pro-
grams and creating sustainable academic hospitalist careers. As 
resident teaching time decreases, implementing robust faculty 
or professional development programs to address the broader 
interests and needs of academic hospitalist faculty will be in-
creasingly important. Sehgal et al described one such program 
for faculty development,12 and a more recent paper outlines a 
faculty development program focused on quality improvement 
and patient safety.13 These types of programs provide opportu-
nities for academic hospitalists to engage in academic pursuits 
that are independent of residency programs.

CONCLUSION
Therefore, what do we tell the eager faculty applicant? First, 
we should not hide from the honest answer, ie, new faculty may 
not get as much resident teaching time as they would like or 
expect. Although we want hospitalists to maintain integral in-
volvement in residency training programs, we also want to build 
a culture of clinical excellence, scholarship, and continuous 
learning that is not dependent on directly teaching residents. 
We should highlight the unique opportunities of academic 
hospital medicine, including teaching other learners, caring for 
tertiary/quaternary care patients, working with colleagues who 
are leaders in their field, and engaging in research and quality 
improvement work. By capitalizing on these opportunities, we 
can actively redefine what makes “academic” academic and 
ensure that we sustain academic hospital medicine as a desir-
able and rewarding career.
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