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Introduction
Rural health systems in the United States, facing grow-
ing health disparities [1, 2] while simultaneously suffer-
ing physician workforce shortages, [3, 4] are increasingly 
turning to undergraduate [5, 6] and graduate medical 
education [7] to train, recruit, and retain the workforce of 
the future [8–11]. Medical schools are trying to address 
the rural healthcare shortage [12] through rural under-
graduate medical education tracks [13] and pathways, 
[14, 15] while more residencies offer graduate medical 
education with a rural focus [7]. Additional partner-
ships are being formed through Area Health Education 
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Abstract
Background  United States rural community-based practices are increasingly participating in undergraduate and 
graduate medical education to train the workforce of the future, and are required or encouraged to provide academic 
appointments to physicians who have typically not held an academic appointment. Mechanisms to identify faculty 
and award academic appointments across an entire health system have not been reported.

Methods  Our rural community regional practice identified academic appointments as important for participating in 
medical education. Over a three-year period, our regional leadership organized a formal education committee that 
led a variety of administrative changes to promote the adoption of academic rank. Data on attainment of academic 
appointments was obtained from our Academic Appointment and Promotion Committee, and cross referenced with 
data from our regional human resources department using self-reported demographic data.

Results  We describe a successful adoption strategy for awarding academic rank in a rural regional practice in which 
the percentage of physician staff with academic rank increased from 41.1 to 92.8% over a 3-year period.

Conclusions  Our experience shows that process changes can rapidly increase and then sustain academic 
appointments for physicians over time. More rural health systems may want to consider the use of academic rank to 
support educational programs while enhancing physician satisfaction, recruitment and retention.
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Centers in which communities are connected with aca-
demic institutions which seek to provide a diverse work-
force through academic-community partnerships [16].

Physicians participating in undergraduate medical 
education in the United States are required to hold a for-
mal academic appointment, [17] and those supervising 
medical residents and fellows are encouraged to pursue 
academic rank and may be required by their program 
to hold a faculty appointment [18]. Within university-
based medical education programs, the use of academic 
appointments and rank has evolved as these practices 
now rely on clinical work for financial success in ways 
that potentially de-emphasize their traditional academic 
activities [19, 20]. Furthermore, since the 1990s there 
has been a push for expanded recognition of scholarship 
beyond traditional knowledge generation and funded 
scholarship [21, 22]. The majority of physicians in aca-
demic medical centers (AMCs) are now classified as 
scholarly clinicians or clinician educators [23–25]. As a 
consequence, large groups of US physicians who are pri-
marily in clinical practice are now required or encour-
aged to hold academic rank, [17, 18] but systems for 
doing so have not been described. At the same time, large 
numbers of physicians practicing outside of a university 
setting, who typically have not held an academic appoint-
ment, are now participating in undergraduate and gradu-
ate medical education as a result of partnerships with 
medical schools and academic health centers [26, 27] 
through mergers, affiliations, and acquisitions [28]. More 
than half of community physicians partnering with an 
AMC report the option of receiving a faculty title [29]. 
Awarding an introductory academic title is primarily 
an administrative process within a traditional academic 
medical system where employment is directly linked to 
academic rank. However, the process for deciding which 
physicians in large and complex community-based sys-
tems should be considered to be medical school faculty 
and hold academic rank is challenging [30] and may be 
influenced by local need balanced against institutional 
and accreditation requirements.

Methods
This case report is based in part on the observations and 
experiences of the authors who have served in regional 
educational leadership (ADC, DD, JB), senior regional 
leadership (RAH), enterprise-level educational leader-
ship (SNH), and important academic community col-
laborator leadership roles (CM) during the time period 
described. Additional data comes from the reports from 
our Academic Appointment and Promotion Committee, 
and our regional human resources department using self-
reported data. Differences in attaining rank by sex and 
self-reported race were assessed by chi-square analysis 

for the year 2023 using a cutoff for statistical significance 
of P < 0.05.

Setting
The Northwest Wisconsin region of Mayo Clinic Health 
System is a distinct part of Mayo Clinic that initially 
evolved as a relatively separate entity; it was created as 
a result of the merger first between Midelfort Clinic and 
Luther Hospital, and then with Mayo Clinic in 1992. The 
Northwest Wisconsin region now consists of over 300 
physicians employed by Mayo Clinic and 4000 staff in a 
200-bed hub hospital in Eau Claire, Wisconsin and four 
25-bed critical access hospitals, with over 68,000 emer-
gency department visits, 12,000 hospital admissions and 
11,000 surgeries per year. These hospitals are all sur-
rounded by outpatient clinics offering both primary care 
and specialty services [31]. Mayo Clinic Health System 
provides community care to patients from 15 counties 
of northwest Wisconsin, United States, all of which have 
sizable areas defined by the US Department of Agricul-
ture as being “rural” based on Rural-Urban Commuting 
Area Codes using population density, urbanization, and 
daily commuting [32].

Physician leaders from the region around the time of 
the merger describe that the initial focus for the first 15 
years was on learning how to deliver excellent integrated 
multispecialty community care in association with a ter-
tiary referral center, with scholarly work explicitly set 
aside as a later priority [33]. As our region continued 
to mature into the 2000’s, our faculty was engaged in 
some educational programming with affiliated educa-
tional partners, although the use of academic appoint-
ments and awarding of academic rank remained rare and 
underutilized.

Starting around 2015, Mayo Clinic Health System 
– Northwest Wisconsin leadership placed increased 
emphasis on training physicians to serve our rural com-
munities, starting with the creation of a family medicine 
residency program and expanding to include participa-
tion in other graduate and undergraduate medical educa-
tion programs within the broader Mayo Clinic system. To 
support our educational efforts, and to promote staff sat-
isfaction, there was a growing expectation by leadership 
that nearly all physicians should be voluntarily engaged 
in scholarship in some form, and it is now expected that 
nearly all staff hold an academic appointment. When 
our group began tracking academic appointments in 
2019, we noted that only about 40% of our staff held aca-
demic rank, and improving this number was identified 
as an educational priority. Here we describe our efforts 
to promote attainment of academic rank and our lessons 
learned. This study was carried out in accordance with 
the declaration of Helsinki, and the need for informed 
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consent was waived by the Mayo Clinic Institutional 
Review Board.

Interventions to promote the use of academic 
appointments
Experience directly with the academic appointment and 
promotion committee
The Mayo Clinic Academic Appointment and Promotion 
Committee serves as a single central body for all parts 
of Mayo Clinic that makes academic appointment and 
promotion recommendations based on set criteria, with 
the main committee reviewing proposals for Associate 
Professor and Professor, and a subcommittee reviewing 
proposals for Instructor and Assistant Professor. There 
is a single promotion track utilizing the same standards 
across all 50 recognized fields and across all Mayo Clinic 
campuses including Mayo Clinic Health System [29]. 
Mayo Clinic defines scholarship as involving the domains 
of research, education, and clinical or administrative 
innovation and the application for an academic appoint-
ment speaks to these domains. As academic rank at Mayo 
Clinic is not linked to salary nor tenure, the motivation 
to advance in academic rank may more clearly reflect an 
individual’s commitment to excellence and to further the 
institutional mission. Access to Mayo Clinic resources, 
including clinical, educational and research support, is 
generally not linked to academic rank. Services provided 
by faculty with and without academic appointments do 
not differ, although faculty participating in medical edu-
cation are expected to hold academic rank.

In January 2020, a physician from our region for the 
first time was appointed to the Academic Appointment 
and Promotion Committee. This first-hand experience 
provided important insights to regional leadership about 
the process and expectations around academic rank [34] 
that were subsequently leveraged to enhance adoption 
of academic rank. Furthermore, having a regional leader 
involved in the committee allowed for important regional 
input as processes were streamlined.

Leadership structure
Our regional educational leadership was given a more 
formal structure in 2018 with the formation of a stand-
ing education committee with a Chair and Vice Chair. 
It was charged with promoting education in our region, 
including the use of academic appointments, to facili-
tate our undergraduate and graduate medical education 
efforts. This committee meets quarterly supplemented 
by ad hoc meetings of subgroups. In 2019 we formed 
an awards subcommittee and created a distinguished 
educator award to recognize outstanding contributions 
to education in the region. In January 2021 we formed 
a Scholarly Activities Subcommittee to link our grow-
ing number of medical students and residents with 

departments interested in pursuing scholarly work. Fur-
thermore, we sought to place our regional educational 
leaders into education-related Mayo Clinic enterprise-
wide committees, including the medical school curricu-
lum committee, academic affairs committee, graduate 
medical education committee, and the library advisory 
committee.

Streamlined review process
The burden of preparing a full application for new fac-
ulty for the entry-level appointment to instructor was 
widely perceived as a barrier to academic appointment. 
In August 2021, our enterprise-wide Academic Appoint-
ment and Promotion Committee adopted a streamlined 
process to apply for the rank of instructor. Using this 
new pathway, proponents only need to enter administra-
tive details about the applicant along with the curricu-
lum vitae that was used during the hiring process which 
is now provided directly by our human resources group. 
This application is reviewed by the Chair of the Instruc-
tor/Assistant Professor Subcommittee, and if acceptable, 
is then be endorsed at the monthly meeting of the Aca-
demic Appointment and Promotion Committee.

Dissemination to departments and physicians
To enhance familiarity with academic rank and build the 
value placed on scholarship within our region, we com-
municated with physicians and physician leaders in a 
variety of ways. Formal presentations and meetings with 
entire departments and department chairs occurred 
throughout 2020 (n = 10), starting with departments with 
the largest number of physicians without academic rank. 
This was supplemented with presentations at a meet-
ing of all Department Chairs in June 2021 and presenta-
tions at the newly created Academic Grand Rounds in 
July 2020 and again in August 2022. Our long-term goal 
was to create a culture shift in which department chairs 
and other physician leaders would eventually take the 
lead on encouraging faculty to obtain academic rank and 
promotion.

Enhanced regional onboarding processes
Beginning in early 2020, our regional human resources 
staff began sharing the curriculum vitae of new staff, 
obtained during the recruiting and hiring phase, with our 
education assistant to facilitate uploading to our central-
ized system immediately upon onboarding. In July 2020, 
our regional personnel committee endorsed a new pro-
cess in which all newly hired physician staff would meet 
with a member of our education committee to review 
our region’s academic opportunities and the individu-
al’s accomplishments. This meeting would culminate in 
an email to the new staff member’s department chair, 
indicating a suggested a level of academic appointment 
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(generally Instructor or Assistant) along with an offer of 
further support and guidance. These meetings occurred 
5 times in 2020, 28 times in 2021, and 21 times from 
January to August 2022. A summary of the changes to 
promote adoption of academic rank over time is summa-
rized is Fig. 1.

Enhanced mentoring efforts
To promote scholarship, academic recognition, and lead-
ership development, our region strengthened mentoring 
of faculty in a number of ways. Based on nominations 
from department chairs, our regional vice president and 
chair of the physician personnel committee formed an 
early-career leadership group, followed by formation of a 
mid-career leadership group, both of which meet quar-
terly. These groups have focused on leadership develop-
ment and pitfalls, using popular books on leadership as 
tools to spark discussion. Our region also joined Mayo 
Clinic enterprise-wide mentoring efforts, including those 
that specifically seek to support women and minority 
leaders and emerging senior leadership.

Results
The earliest available data regarding academic rank for 
physicians within our region dates to February 2019, 
when 41.1% held rank, including 28.0% as instructor, 
13.1% as assistant professor, and no associate profes-
sors or professors; 2.1% had an application submitted 
and pending, and 198 of 336 (58.9%) physician staff had 
no rank. In the first quarter of 2022, > 90% of physicians 
had achieved an academic appointment, during which we 
continued our maintenance activities around academic 
rank but did not initiate new activities. As of July 2023, 
among 362 physicians, 92.8% held rank including 55.2% 
as instructor, 36.2% as assistant professor, 0.8% as associ-
ate professor, and 0.5% full professor; 3.0% had an appli-
cation submitted and pending; only 15 physicians (4.1%) 
had no rank (Fig. 2).

We compared our data on academic appointments to 
data available from our human resources department 
which collected similar data on an annual basis along 

with self-reported sex (male/female) and race (white/all 
other races [35]) when available. There were no statisti-
cal differences in percentage of physicians attaining aca-
demic rank by sex (Fig. 3 panel A, P = 0.58) or race (Fig. 3 
panel B, P = 0.38).

Discussion
Provision of academic appointments is required for fac-
ulty of graduate and undergraduate educational programs 
that are increasingly being used to train the workforce of 
the future and recruit and retain current staff. The use of 
scholarship supported by academic appointments and 
promotion may further assist in faculty recruitment and 
retention. To our knowledge, this is the first description 
of a strategic plan to promote the adoption of academic 
rank in an entire rural community-based clinical prac-
tice in the United States to support scholarship in general 
and graduate and undergraduate medical education in 
particular. Rather than selectively focus on key teaching 
faculty, we sought to provide an academic appointment 
for all physicians in our region who met our institutional 
criteria. We saw no statistical differences in success in 
attaining academic rank between men and women nor 
between racial groups, although our ability to identify 
important differences is limited by the nature of our data. 
We believe that three factors were primarily responsible 
for the rapid adoption of academic rank: first, recogni-
tion of the role of academic rank in our system; second, a 
large cadre of faculty who already had evidence of schol-
arship and met criteria for academic appointment; and 
third, a streamlined process for applying for academic 
rank. By focusing on these three aspects concurrently, we 
were able to increase the proportion of faculty with aca-
demic rank from 41% to > 90% over a period of 3 years. It 
is also notable that these gains were achieved in the midst 
of the COVID-19 pandemic, when additional admin-
istrative time was limited, suggesting that other health 
systems may be able to implement similar changes with 
minimal effort. Furthermore, the percent of faculty with 
academic rank remained steady from 2022 to 2023 when 
we ceased new efforts but continued our sustainment 

Fig. 1  Summary of Administrative Change to Promote the Adoption of Academic Rank over time
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activities. Given the feasibility of adopting the use of aca-
demic appointments broadly across an entire rural health 
system, we suggest that other systems consider the use 
of academic appointments to support medical education 
while enhancing physician satisfaction, recruitment, and 
retention. Below we explore these three factors for aca-
demic rank that are likely common to other health sys-
tems and some potential approaches for success, along 
with Figure 1 which outlined our strategic activities, pur-
pose, and application to other health systems.

Recognition of the importance of academic rank
Perhaps most important to the rapid and near univer-
sal achievement of academic rank among physicians 
who traditionally would not hold an academic appoint-
ment was the recognition of the importance of an aca-
demic appointment to the individual, the learners, and 
the organization. To go beyond the requirement that 
all faculty that supervise medical students and trainees 
have a faculty appointment, [17] our regional leader-
ship team placed significant value in achieving academic 
rank for all physicians in our region involved in any form 

Fig. 3  Academic rank over time among self-reported women and men (Panel A) and race (Panel B) defined as white/all other races

 

Fig. 2  Percentage of physician staff holding academic rank over time
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of scholarship. By incorporating processes specific for 
awarding academic rank into the onboarding process, 
meeting with and presenting to departmental chairs, 
and through creation of teaching awards, we believe 
that attainment of academic rank is now viewed as fea-
sible and an important component of the work of being 
a physician in our system. Due to this cultural shift in 
which achievement of academic rank is expected by fac-
ulty and department chairs, we’ve been able to re-allocate 
regional-level resources to other needs. We hope that 
appreciation of academic rank will further success in 
teaching, research, and innovation, that combined with 
our clinical focus, will form what has been termed “the 
virtuous cycle” [36].

While academic rank historically has not been a fea-
ture of community-based medical systems in the US, 
and financial success largely depends on clinical work in 
ways that may compete with time for scholarly activities 
[19, 20], there is growing evidence that rank may serve 
as an important tool for staff recruitment, retention, and 
professional development. The use of academic rank 
may help combat burnout and promote staff retention. 
Burnout is increasingly recognized as a problem among 
US physicians, [37, 38] with calls to regularly assess and 
address burnout [39, 40]. In general, physicians with an 
academic affiliation report less burnout, [41–43] and in 
some settings there is graded relationship between higher 
academic rank and protection from emotional exhaus-
tion [41]. Recognition of scholarly contributions among 
clinically-oriented faculty could conceivably attenuate 
factors promoting professional dissatisfaction [44] and 
abandonment of academic practice, [45–47] which comes 
at great cost to the institution [48, 49]. At the same time, 
the factor that appears most protective against burnout 
is the ability to focus on the aspect of work that is most 
meaningful, which among physicians has most com-
monly been reported as patient care (68%) [50]. Thus, 
working in a hybrid academic-community practice that 
emphasizes clinical work may be powerfully protective 
against burnout it if it aligns a strong desire to provide 
patient care with aspects of an academic practice that are 
also protective, supported by the awarding of honorific 
titles [51].

In addition to potentially enhancing physician career 
satisfaction, academic rank can be used as a useful 
marker of scholarly accomplishment, and is often seen as 
a requirement for ascending into more senior leadership 
roles in academic settings [52]. Whether academic rank 
is important in community or hybrid practice has rarely 
been reported in the medical literature, [53] but could 
become important as community practices embrace an 
academic mission.

Lack of attainment of academic rank, and the 
senior academic ranks in particular, may lead to fewer 

leadership opportunities, a finding that has been dem-
onstrated most strongly in women [52, 54]. Concern 
has previously been raised about the lack of women 
and minorities [55, 56] in academic leadership positions 
which may impair role modeling and mentoring of junior 
colleagues [57, 58]. As academic rank may be increas-
ingly important in identifying mentors for junior faculty, 
[59] our regional leadership continue to actively pursue 
faculty development initiatives, including those that sup-
port women and minorities and explicitly address aca-
demic rank among both mentees and mentors. So far, 
we have seen no differences in rates of attainment of aca-
demic rank between men and women, and we continue 
to monitor these metrics. Mentorship and sponsorship 
has not been systematically studied outside of academic 
settings, [60] but there is reason to believe that distance 
mentoring, using expertise from outside the region, [61] 
may be effective and promote staff retention [62] and is 
something our regional leadership has discussed.

Finally, academic rank may be uniquely valuable for the 
individual faculty member looking to advance his or her 
academic career in a different institution. As a relatively 
universal metric, academic rank can serve as a marker of 
achievement that is recognized outside the institution.

Faculty with pre-existing evidence of scholarship
We were able to rapidly increase the percentage of faculty 
with academic rank because, like many other academic-
community centers, [23–25] our physician faculty have 
had opportunities in medical education and research for 
many years, which generated a large cadre of staff who 
already met the requirements for academic rank at the 
level of instructor or assistant professor. A challenge for 
the next era of our evolution is in generating faculty who 
meet criteria for academic rank at the senior levels (asso-
ciate professor and professor). This will require efforts to 
address many of the same barriers encountered at tradi-
tional academic health centers, which can include inade-
quate faculty preparation, difficulty in obtaining research 
support, and clinical demands [63] and among women 
and minorities, fewer resources at the beginning of the 
career, lack of mentoring, a less supportive academic 
environment, and family responsibilities [57, 64–67]. To 
address these larger issues, our region is working to forge 
and strengthen regional educational affiliations, leverage 
the resources across all our campuses, and grow a culture 
of scholarship.

Enhanced process for applying for academic rank
A final factor to our region’s success in embracing aca-
demic rank was an enhanced academic rank application 
process. We identified a number of logistical barriers in 
the application process that are likely common in other 
health systems. While our data do not explicitly indicate 
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which efforts were most helpful, subjectively it seemed 
that a formalized process for onboarding new faculty and 
transferring their information into our faculty scholar-
ship database was most helpful. By standardizing the 
process for transferring the curriculum vitae used during 
the hiring process into our database that records schol-
arly activities, updating it by dedicated staff, and review-
ing it during a one-on-one meeting with an experienced 
member of our educational team, we were able to quickly 
and efficiently generate high-quality applications for rank 
for new faculty. This system seemed particularly efficient 
as the vast majority of the applications from our region 
were approved without needing to seek additional infor-
mation. This, together with new processes that stream-
lined the review by the Academic Appointment and 
Promotion Committee, seemed important in preventing 
a backlog of applications; the number of pending applica-
tions fell from a maximum of 17.6% in February 2021 to a 
low of 0.6% in April 2022 (Fig. 2). After obtaining rank for 
the majority of our current physicians, we now anticipate 
that the effort to obtain rank will be relatively narrowly 
focused on new physician hires and during periodic 
reviews by department chairs.

Sustainment
An important component of our experience is the sus-
tained success in achieving academic appointments for 
our faculty. After the first quarter of 2022, when > 90% of 
physician faculty attained rank, we re-allocated resources 
away from new activities around academic rank to other 
educational priorities. We have continued to utilize a 
formal leadership structure with an education commit-
tee and scholarly activities sub-committee, continued 
to offer a distinguished educator award, and physicians 
from our region continued to serve on enterprise-wide 
educational committees. Through July 2023 we have not 
seen a decrement in physicians achieving academic rank. 
We hypothesize that this is because we have achieved a 
form of culture shift in which regional leaders now view 
attainment of academic rank among their faculty as part 
of their role, they understand the resources available to 
assist them, and feel empowered to advocate for aca-
demic appointments for their faculty.

Limitations
Our study has several limitations. Our data collection 
systems allowed examination of only a small segment 
of relatively recent history, and data had to be retrieved 
from two different sources to examine sex and race allow-
ing for only very basic analysis that may fail to detect 
important differences. Furthermore, our data is cross 
sectional and group-level, allowing for only tenuous indi-
vidual-level conclusions, and minimal inference into the 
trajectory of academic progress over time and differences 

between specialties or field of rank. And finally, as a sin-
gle-system study, our experience may not apply to health-
care systems with different characteristics. On the other 
hand, since our system does not strictly link employment 
with an academic appointment, our experience may be 
insightful to other rural-based health systems which also 
do not link employment with an academic title nor pro-
vide tenure.

Future directions and application to other medical systems
The practice of academic medicine in the US is increas-
ingly spreading beyond the traditional university-based 
medical center and into integrated clinical practices, [19] 
including rural and community-based medical centers 
and private practice settings [68, 69]. These practices may 
be affiliated with traditional AMCs in a variety of ways, 
leading to a multitude of blended models [29]. Rural and 
community-based physicians in these academic medical 
system increasingly have a scholarly role, [29] particu-
larly as rural US health systems turn to undergraduate [5, 
6] and graduate medical education [7] to train, recruit, 
and retain the workforce of the future [8–11]. Similarly, 
there are a growing number of regional medical cam-
puses for undergraduate medical education, [70] with 
no one standard approach to academic rank. How these 
academically-affiliated medical systems handle academic 
appointments and promotion, and how they integrate 
the academic appointment process with the use of acad-
emies [71–73] has not been reported and is likely evolv-
ing over time. Our institutional leadership has taken the 
view that nearly all physicians involved in scholarship 
should hold academic rank, which is more inclusive than 
accreditation requirements [17, 18] and may promote 
staff satisfaction, recruitment, and retention. We have 
outlined a series of changes that we have enacted, with 
minimal cost, that facilitated the rapid adoption of aca-
demic appointments, and believe that many of these can 
be applied to other systems as well. We anticipate contin-
ued evolution and a diversity in approaches to rural med-
ical education across the globe, and the use of academic 
appointments as local patient, learner, and faculty needs 
are harmonized with broader institutional and national 
accreditation requirements. Supported by a broad defi-
nition of scholarship, [21, 22] and aligned with clinical 
responsibilities, physicians have reported increased job 
satisfaction and less burnout when engaged in academic 
activities. Embracing academic rank, in parallel with 
efforts to provide scholarly opportunities, may be the 
challenge for medical systems in the next decade. Track-
ing burnout [39, 40] using the best available evidence [41, 
42, 44] while also seeking to link academic appointments 
with career satisfaction [41, 42] and meaning in work 
[50] may provide leaders with additional support for 
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embracing academic appointments beyond the accredita-
tion and institutional requirements for hosting training 
programs.

Like many integrated community practices, our region’s 
initial priority was in the delivery efficient multispecialty 
community care and not scholarship, and thus academic 
rank was not emphasized until recently. As our region 
has developed its academic mission, we are now attract-
ing faculty who wish to provide excellent community care 
in a scholarly context. How our rural system balances 
the need to provide clinical services to our communities 
while spending more time on scholarship will remain an 
ongoing challenge with some parallels and differences 
from traditional University-based systems. We anticipate 
that over time this changing physician workforce will fur-
ther enhance the use of academic rank and attainment of 
the senior academic ranks.

Conclusions
Rural community-based practices in the United States are 
increasingly participating in undergraduate and graduate 
medical education to train the workforce of the future, 
which requires provision of academic appointments to 
participating faculty. Our experience shows that process 
changes can rapidly increase and then sustain academic 
appointments for physicians over time across an entire 
rural region. Other rural health systems may want to 
consider the use of academic appointments to support 
education and to enhance staff satisfaction recruitment, 
and retention.
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