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— Shaping the Future of the Specialty —

“Excellence is an art won by training and  
habituation.” —Aristotle

Family medicine (FM) delivers first-con-
tact, complex, comprehensive, coordinat-
ed care over a continuous period of time 

in the context of community. Learners do not 
leave medical school prepared to do this; the 
transformation occurs during residency. This 
is neither accident nor magic, but due to de-
liberate competency-based education (CBE). 
Hence, an additional “C”—competency for fac-
ulty in delivering CBE—becomes of paramount 
importance as for family medicine educators.

Competency-Based Education 
Changed FM Education
The advent of CBE followed by duty-hours reg-
ulations hastened the evolution of FM educa-
tion to meet the changing needs of its context 
and community. The demands of CBE moved 
us past the anachronistic days of, “See one, do 
one, teach one.” Educators had to become more 
than resident trainee safety guardrails with 
keen clinical acumen and exemplary bedside 
skills. “No news is good news” was no longer 
acceptable feedback. To meet the require-
ments of CBE, FM educators needed to add 
and develop educational skills in areas such 
as curriculum development, direct observation, 
feedback (formative and summative), scholar-
ship, quality improvement, population health, 
and team-based education, many of which had 
not been part of their own education. 

Problem 
There are three main challenges posed by 
CBE and the evolving context of FM educa-
tion: (1) faculty skills required to effectively 
fulfill CBE; (2) increasing number of FM resi-
dents, especially with the expressed goal of 
25% of US medical school graduates choosing 
FM by 2030; and (3) the relative youth and 
inexperience of those becoming FM faculty, 
which will only increase as the number of resi-
dents increases. 

Strategy 
CBE is intentional and requires resources: 
time, treasure, and training. Time, for faculty 
to develop skills and to execute the require-
ments of milestone-guided CBE. Treasure, for 
there is a financial cost to educating, observing, 
and evaluating. Training, because becoming a 
competent educator requires skills additional 
to being a competent clinician.

Time. Effective delivery of CBE requires more 
time and trained people (faculty and admin-
istrative support) than the historical training 
model. The Accreditation Council for Grad-
uate Medical Education (ACGME) describes 
the role of core faculty and set a ratio of one 
core family physician faculty, additional to the 
program director, for every six residents.1 It 
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does not, however, indicate the amount of time 
they should dedicate to the educator portion 
of clinician-educator. The Society of Teachers 
of Family Medicine (STFM) is finalizing “Joint 
Guidelines for Protected Non-Clinical Time for 
Faculty” to standardize this. 

Core faculty should have 20%-30% time ded-
icated to nonclinical tasks vital for effective 
medical student and resident education, eg, 
direct observation, feedback, video review, as-
sessment (learner and program), curriculum 
development, advising/mentoring/coaching, and 
remediation.

Faculty 3 or less years removed from resi-
dency should be 80%-90% clinical, directly see-
ing their own patients or precepting (directly 
and indirectly seeing patients with learners). 
Many of the founders of FM were “clinical 
giants.” Too often program needs results in 
prematurely introducing junior faculty into 
managerial or leadership roles before their for-
mations as physician and educator are com-
plete. This rush is a disservice to them and 
their learners, and can result in faculty at-
trition due to anxiety, burnout, or a sense of 
imposterism.    

How do we enable the thing most vital to 
FM education: recruiting, developing, and re-
taining our best and brightest as faculty? In 
addition to describing the work of faculty and 
providing them time to do it, we do this by 
investing additional treasure and supporting 
their training. 

Treasure. Leaders in FM education frequent-
ly recount stories of losing their most promis-
ing faculty prospects to private practice due 
to salary and/or debt issues. According to the 
American Association of Medical Colleges, the 
50th percentile indebtedness of 2020 gradu-
ates was $184,009 (10th percentile, $123,692; 
90th percentile, $230,878). Other disciplines 
have salary gaps between clinical and academ-
ic practitioners; however, for FM there is an 
additional gap of FM vs specialist compensa-
tion. For some the gap is thrice widened given 
the propensity for academic practices to be in 
areas with higher proportions of uninsured or 
Medicaid patients. This occurs concomitantly 
with call that often carries an enhanced inten-
sity related to managing residents of variable 
and developing abilities, volume, and patient 
demographics. As such, faculty salaries should 
be reasonably commensurate with their local 
market. Loan forgiveness should be available 
where faculty patient practice demographics 
are consistent with those in federally qualified 

health centers. This could come from federal, 
state, local, and health systems, all entities 
who benefit from faculty and resident work 
in this population. 

In addition to aiding the salary aspects of 
recruitment and retention, financial support 
is also necessary to equip faculty with ade-
quate training.

Training. Faculty skills training should be re-
quired, both initially and ongoing. A “see one, 
do one, teach one” approach is as inadequate 
for the educator training side of clinician-ed-
ucator as it is for the clinical side. 

Being FM faculty goes far beyond precept-
ing and clinical consulting. Much has been 
written about the core domains, competen-
cies, and skills required to become a compe-
tent FM faculty.2-7 Within each of the typically 
included core domains for clinician-educators 
(Table 1) are a number of competencies. While 
it is outside the scope of this commentary to 
lay out a comprehensive list, here are two ex-
amples. Competencies in the domain of teach-
ing include developing a climate conducive to 
learning; actively engaging learners; assessing 
learner’s knowledge, skills, and attitudes; fa-
cilitating learners’ educational goals; providing 
effective feedback; and reflecting on and as-
sessing one’s own teaching competence. Each 
of those in turn has demonstrable actions or 
principles.8 Competencies under professional 
development include leadership; administra-
tion and management; and communication, 
both written and oral.

Many excellent faculty prospects are either 
dissuaded from or desert an educator path 
due to personal concerns about lack of faculty 
skills, both academic and clinical. Despite that, 
FM faculty are getting younger.9 STFM mem-
bership increased 8% from 2017 to 2020 with 
members under 40 years of age rising from 
28% to 39%.9 This suggests FM educator is a 
first-line career pathway, no longer reserved 
for those who pursue private practice prior to 
becoming faculty. The youth movement is a by-
product of interest and need for more faculty 
given the increased number of residency pro-
grams and the increased requirements to effec-
tively execute CBE. However, faculty attrition 

Table 1: Core Domains of Clinician-Educators

•	 Teaching and lifelong learning
•	 Professional development
•	 Scholarship and research
•	 Clinical skills and care delivery
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is high; only 43% of first-time assistant profes-
sors at medical schools are in the same place 
10 years later.6

Requiring and completing adequate train-
ing might encourage high-quality graduates to 
choose and remain in academic careers. Part-
time, early-career, structured faculty develop-
ment (FD) bolsters academic skills, strengthens 
professional identity, and increases confidence.6 
Completion of a full-time, 2-year FD fellowship 
decreased faculty attrition from academia and 
increased faculty scholarship (peer-reviewed 
publications and presentations) by 67% com-
pared to nonfellowship-trained faculty.6

Training in faculty skills should be required 
by the Accreditation Council for Graduate 
Medical Education (ACGME), both initially 
and ongoing. Given that fellowship programs, 
especially full-time, are few and underfund-
ed, how could this necessity be fulfilled? The 
answer is that it would occur like it did for 
trainees; the ACGME should develop a facul-
ty competency list and framework. These core 
faculty requirements could be acquired and 
demonstrated, for examples in FD fellowship, 
through a master’s degree in education, or they 
could be part of a 4-year residency program. If 
those options are unavailable or infeasible, an 
online certificate or fellowship program could 
be completed during the first 2 years of being 
faculty. Inexpensive programs like this already 
exist, one example being the STFM Faculty 
Fundamental Programs.10,11 This initial train-
ing should be fortified annually via dedicated 
educator continuing medical education that 
counts toward the American Board of Family 
Medicine’s Continuous Certification process. 
This would encourage competency-based fac-
ulty development to routinely refine skills and 
incorporate new evidence from education and 
medical education literature. 

Addressing these 3T’s will help address the 
needs for greater numbers of more skilled fac-
ulty as the number of FM residents increas-
es. It will also increase the ability to recruit 
(salary, debt load, preparation), develop (skills 
and professional identity), and retain (on-going 
training and work environment) faculty. The 
ACGME Family Medicine Review Commit-
tee has an opportunity to advance the recruit-
ment, development, and support of future FM 
faculty (Table 2). 

CBE was introduced to set expectations and 
increase patient safety by decreasing variance 
in training and increasing transparency and 
accountability. The roles and tasks of FM edu-
cators are substantial and growing. It will take 

time, treasure, and training to recruit, devel-
op, and support FM faculty who are equally 
clinician and educator, and fully-equipped to 
deliver effective, competency-based resident 
education.
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Table 2: Proposed ACGME Family 
Medicine Review Committee Revisions 

to Support Recruitment, Retention, 
and Development of Faculty

•	 Develop competencies for core faculty.
•	 Describe and set parameters for competency-

based faculty development. 
•	 Recognize programs that have faculty 

who have acquired and demonstrated 
competence in competency-based 
education.

•	 Provide guidelines for the amount of core 
faculty time to be dedicated to nonclinical 
work.


