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BACKGROUND: In the rapidly changing landscape of un-
dergraduate medical education (UME), the roles and re-
sponsibilities of clerkship directors (CDs) are not clear.
OBJECTIVE: To describe the current roles and responsi-
bilities of Internal Medicine CDs.
DESIGN: National annual Clerkship Directors in Internal
Medicine (CDIM) cross-sectional survey.
PARTICIPANTS: One hundred twenty-nine clerkship
directors at all Liaison Committee on Medical Education
accredited USmedical schools with CDIMmembership as
of September 1, 2017.
MAIN MEASURES: Responsibilities of core CDs, includ-
ing oversight of other faculty, and resources available to
CDs including financial support and dedicated time.
KEY RESULT: The survey response rate was 83% (107/
129). Ninety-four percent of the respondents oversaw the
core clerkship inpatient experience, while 47.7% (n = 51)
and 5.6% (n = 6) oversaw the outpatient and longitudinal
integrated clerkships respectively. In addition to over-
sight, CDs were responsible for curriculum development,
evaluation and grades, remediation, scheduling, student
mentoring, and faculty development. Less than one-third
of CDs (n = 33) received the recommended 0.5 full-time
equivalent (FTE) support for their roles, and 15% (n = 16)
had less than 20%FTE support. An average 0.41 FTE (SD
.2) was spent in clinical work and 0.20 FTE (SD .21) in
administrative duties. Eighty-three percent worked with
other faculty who assisted in the oversight of departmen-
tal UME experiences, with FTE support varying by role
and institution. Thirty-five percent of CDs (n = 38) had a
dedicated budget for managing their clerkship.
CONCLUSIONS: The responsibilities of CDs have in-
creased in both number and complexity since the dissem-
ination of previous guidelines for expectations of and for
CDs in 2003. However, resources available to them have
not substantially changed.
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INTRODUCTION

Clerkship Directors (CDs) face new challenges as medical
education evolves. Changes in the number of learners, clinical
learning environments, regulatory requirements, clinical and
administrative workload, and curricular content have all con-
tributed to increasing the complexity of the CD role.1, 2 In
2003, a collaborative through the Alliance for Clinical Educa-
tion (ACE) published a description of expectations for CDs.3

However, expectations of both Schools of Medicine and CDs
from the Liaison Committee on Medical Education (LCME)
have evolved since the Carnegie call for Medical Education
Reform.4–6 CDs have now assumed an integral role in main-
taining the quality and comparability of clerkship experiences
for students.
Concurrently, the needs of our evolving health care system

have created opportunities to develop new curricular focus
areas to better prepare future physicians for practice. There
are increasing expectations to embed emerging content, such
as health systems sciences (e.g., value-based care and popula-
tion health), the opioid epidemic, interprofessional collabora-
tion, professional role formation, and diversity issues into
internal medicine clerkship curricula.7–10 Additionally, educa-
tors at both the undergraduate and graduate medical education
levels continue to grapple with the challenges of optimizing
the learning and working environment for all learners.11, 12

Adding to this complexity, the structure of clerkships is
evolving as the conceptual model of clinical education moves
away from a more traditional “blocked time-in-clerkship”
model towards individualized learning adapted to the needs
and professional goals of each learner.13–15 Integrated models
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of learning, such as longitudinal integrated clerkships (LICs),
specialty track-based curricula (e.g., leadership, education),
and basic science integration, are becoming more prevalent
in the clinical years.16–19 To adapt to these programmatic
changes, many clerkships have expanded to additional clinical
sites, which require oversight. CDs also face the challenge of
evolving their assessment strategies of learner performance as
medical education moves towards a competency-based frame-
work. Newer outcome measures such as Core Entrustable
Professional Activities for Entering Residency have created
new opportunities and challenges for the development of
assessment tools.20–22

These factors contribute to a clerkship experience that has
become increasingly complex and nuanced over time. How-
ever, the specific roles and responsibilities, skill set, and
resources for current CDs in this changing landscape of clerk-
ship structures and regulations are not well-characterized. The
authors hypothesized that these roles and responsibilities of
CDs have become more complex and diverse over time, and
that CDs have accrued key responsibilities that require both
more time and different skill sets, leading to a need for differ-
ent resources and support.

METHODS

The Clerkship Directors in Internal Medicine (CDIM) is a
charter organization of the Alliance for Academic Internal
Medicine (AAIM), a nonprofit professional association that
consists of undergraduate and graduate internal medicine edu-
cators and administrators. In September 2017, Clerkship
Directors in Internal Medicine (CDIM) launched its annual,
voluntary, and confidential survey of CDs at all LCME-
accredited US medical schools with CDIM membership as
of September 1, 2017. CDIM members designated as “clerk-
ship director” received a personal email invitation to complete
the web-based survey. Only one individual per member school
received the invitation. Approximately 90% of LCME-
accredited schools were represented in CDIM as of the survey
period.
The survey was administered viaQualtrics survey software

using Secure Socket Layer encryption, and included five email
reminders to non-respondents. Select CDIM Survey and
Scholarship Committee members also sent personal email
reminders to non-respondents. The survey protocol was
granted full institutional review board exempt status from the
University of North Carolina Office of Human Research
Ethics (Study #: 17-1954).
The survey questions were reviewed and modified for con-

struct validity through several iterations by members of the
CDIM Survey and Scholarship Committee. The committee
further revised the survey instrument after the CDIM Council
reviewed it for content in July 2017. The final survey consisted
of 79 questions, including multiple-choice, numeric-only, and

open-text response options, with logical skip patterns and
display logic as needed.

DATA ANALYSIS

Data analysis was performed in Stata 14.2 (StataCorp 2015),
and included descriptive statistics and statistical significance
tests for group-based differences, using the Pearson chi-square
statistic or Fisher’s exact test. Differences were considered
statistically significant at the p ≤ .05 level. Following data
collection, a variable to denote respondents’ and non-respond-
ents’medical school as “public” or “private” was merged into
the dataset, using publicly available data23 and visits to med-
ical school websites. Using membership files, data on
respondents’ and non-respondents’ gender and US Census
Bureau geographic region of their school were also merged
into the dataset.24 Respondent contact information was then
removed from the dataset, to de-identify CDIM members and
ensure data privacy. Due to item nonresponse or survey con-
ditional logic, some denominators varied and did not sum to
107 in the presentation of results.

RESULTS

The survey closed on December 17, 2017, with a response rate
of 83% (n = 107). There were no statistically significant differ-
ences between respondents and non-respondents based on
medical school type (public/private), US Census Bureau re-
gion, and gender.

ROLES, RESPONSIBILITIES, REPORTING, AND
RESOURCES OF INTERNAL MEDICINE CLERKSHIP

DIRECTORS

Oversight Roles

Many CDs oversaw multiple educational programs within
their departments. Among respondents, 94.4% (n = 101)
reported overseeing the core clerkship inpatient experience
whereas 47.7% (n = 51) oversaw the clerkship outpatient ex-
perience, and 5.6% (n = 6) oversaw a longitudinal integrated
clerkship (LIC). Respondents indicated other responsibilities
as well, with 32.7% (n = 35) indicating that they also oversee
one or more electives, and 42% (n = 46) indicating that they
oversee one or more subinternships. Respondents oversaw a
mean of 2.4 (SD 1.2) clinical experiences, with 70% (n = 75)
bearing responsibility for more than one experience.

Oversight Responsibilities

The majority of respondents who reported having oversight of
core inpatient or outpatient experiences bore primary respon-
sibility for most of the tasks listed in Figure 1. Nine percent of
respondents (n = 9) reported additional tasks, including career
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advising for students, oversight of departmental letters for
residency applications, and oversight of administrative staff.
Distribution of responsibilities for tasks was similar for those
CDs with primary oversight over other educational experien-
ces (core outpatient experiences, one or more subinternships
or electives, and LICs), with most respondents having primary
responsibility for the same tasks related to each individual
educational experience.

Full-time Equivalent Support

Less than one-third of CDs (n = 33) had 41% or more full-time
equivalent (FTE) support comparable with the 50% FTE
support recommended in the 2003 ACE guidelines (Fig. 2).
Fifteen percent (n = 16) of CDs had 20% FTE support or less.
There is wide variation in the allocation of the remainder of
CDs’ time. Most spent a substantial portion of their time doing
clinical work (mean 0.41 FTE, SD 0.20) and administrative
duties (mean 0.2 FTE, SD. 0.21). Few CDs reported dedicated
time allocation to research (mean 2.2%, SD 6.7).

Reporting Structure

In their primary (greatest funded) academic role, 33.3%
(n = 56) of CDs reported to their department chair, and
31.0% (n = 52) to their division or section chief. Twenty
percent (n = 34) reported to the dean of curriculum (or
equivalent) at the medical school, and 11% (n = 18) to
another department leader (e.g., vice chair). In their role
as CDs, 40.2% (n = 70) reported to the dean of curriculum
(or equivalent) at the medical school, 31% (n = 54) to their
department chair, and 24.7% (n = 43) to another depart-
ment leader (e.g., vice chair). Of the 83% (n = 86) of
respondents who reported sharing oversight of internal
medicine clinical experiences with other faculty, 76%

(n = 65) reported that the other faculty reported directly
to the CD.

CLERKSHIP BUDGET

Thirty-five percent (n = 38) of CDs had a dedicated budget for
managing their clerkship. The three most common budget
items were National Board of Medical Examiners (NBME)
exams (25.3%, n = 24), conference fees for faculty develop-
ment (24.2%, n = 23), and social activities for students
(19.0%, n = 18). Other items included faculty recruitment
(6.3%, n = 6), funds for student development such as confer-
ence fees (4.2%, n = 4), pagers (4.2% n = 4), and social activ-
ities for faculty (5.3%, n = 5). Free text responses for other
items covered by the budget included office supplies, admin-
istrative support, objective structured clinical examinations
(OSCEs), food for orientation sessions and CD meetings,
license fees for online curriculum resources (e.g., Aquifer),25

and compensation for small group faculty facilitators.

Roles, Responsibilities, Reporting, and
Resources of Other Departmental Faculty Who
Assist in Clinical Rotations

The majority (82.9%, n = 87) of primary internal medicine
CDs worked with other faculty who assisted in overseeing
undergraduate clinical experiences for the department,
with FTE support varying significantly by role and insti-
tution. These faculty roles included clerkship co-directors,
inpatient CDs and site directors, ambulatory CDs, and site
directors (Fig. 3). Of these 87 CDs, 72 were aware of the
total faculty FTE designated for clerkship support. The
mean FTE was 1.4 (SD: 1.1) and the median FTE was 1,
with wide range as depicted in Figure 3.

Fig. 1 Responsibilities of Clerkship Directors.
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DISCUSSION

In 2003, the Alliance for Clinical Education (ACE) released a
collaborative statement listing eleven essential products for
which CDs should be held responsible.3 CDs were required
to provide the following: a full-time clinical experience that
meets medical school and departmental objectives for the
clerkship, a written set of core educational goals and objec-
tives, all schedules, materials that support the clerkship cur-
riculum, expectations and standards for student participation
in patient care at clinical sites, strategy for assessment of
individual students and for programmatic evaluation,

examinations, grades, student remediation plans, reports on
sufficiency and comparability of clerkship sites, and advising
for residency applicants. Although the results of the 2017
survey demonstrate that the majority of respondents continue
to have primary responsibility for these tasks, the roles and
responsibilities of internal medicine CDs have evolved con-
siderably since that time given the increasingly complex state
of undergraduate medical education. Additional responsibili-
ties of CDs include the recruitment of new faculty and sites,
faculty development, addressing student mistreatment reports,
attending departmental and medical school curriculum

Fig. 2 FTE Support to Clerkship Directors.

Fig. 3 FTE Support for Other Clerkship Leadership Roles.
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meetings, ensuring compliance with LCME standards, train-
ing and managing additional faculty leaders such as site clerk-
ship faculty and co-directors, and navigating the increasingly
complex and centralized administrative structure of the insti-
tution. Clerkship structures have also become more complex,
with a rising number of institutions creating LICs, combined
clerkships, and other models that do not follow the traditional
clerkship block structure.16 CDs report to multiple individuals,
including department chairs, vice chairs and curriculum deans,
further underscoring the complexity of the UME structure.
CDs are now spending additional time training, mentoring,
and supervising faculty educators associated with these cur-
ricular models. It is not clear whether CDs have obtained the
training, mentorship, time allocation, and resources necessary
to be successful in these roles.
The time dedicated for clerkship leadership should reflect

the increasing diversity of clerkship experiences available to
students at various clerkship sites (i.e., inpatient, outpatient,
regional campuses, rural sites), as well as the increasingly
different approaches to the clerkship directorship model. The
2003 ACE guidelines recommended that at least 50% FTE
support be allocated for a CD position. In 2007, the average
salary support for a CD role in multiple disciplines nationally
was 22%.26 At that time, 65% of IMCDs reported having 15 h
or less of protected time per week for CD duties.27 In the
current survey, the majority of CDs reported a range of 21–
50% protected time for directing the clerkship, while a sub-
stantial portion (15%) reported having less than 20% protected
time.
Internal medicine clerkships are now much more likely to

be directed by teams of individuals rather than by one CD. In
2007, 32% of IM CDs reported that they acted as the sole
internal medicine CD for their institution,26 whereas in the
current survey, 82.9% of CDs reported having additional
faculty assistance in directing the clerkship. Roles for support-
ing faculty varied in responsibilities (co-directors, inpatient
and outpatient site directors at both the main site and affiliate
sites, as well as in protected time, ranging from 0 to 0.40 FTE).
Although having more faculty educator support for clerkships
is beneficial, it adds to the growing complexity of clerkship
administration; training and supervision of other clerkship
faculty leaders has become an additional responsibility for
CDs that requires more time, resources, and skills. The ideal
distribution of FTE allotted for the various clerkship respon-
sibilities and oversight roles in comparison with the FTE that
should be dedicated specifically to the CD is unclear.
Careful attention to the resources provided to CDs for their

own and their clerkship faculty professional development is
critical. To be a successful CD, faculty who serve in this role
may require additional skill development in leadership, con-
tinuous quality improvement, scholarship, in-depth knowl-
edge of accreditation standards, understanding of institutional
relationships with other local health organizations, and knowl-
edge of the structure and oversight of the entire medical school
curriculum in order to effectively navigate through their new

responsibilities. To achieve these goals, CDs would require
increased financial support for training and professional de-
velopment. National organizations dedicated to the profes-
sional development of medical educators may need to widen
the scope of their offerings to respond to the changing needs of
their CD membership.
In addition, CDs require the support and resources neces-

sary to promote wellness and mitigate burnout, which is a
widely recognized challenge in the medical education com-
munity.28, 29 Twenty-five percent of respondents to the 2018
CDIM survey reported symptoms of burnout, and 35%
reported that they were likely to resign in the next year.30

Leaders in academic medicine must be aware of the risk of
burnout in CDs as they adapt to their increasingly complex
and demanding roles, and mindful of the fact that unmanaged
burnout in a faculty member who leads an educational pro-
gram can have far-reaching effects on the next generation of
learners.
A dedicated clerkship budget is also an important area for

improvement. In 2003, ACE recommended “a defined budget
for personnel, materials, and travel sufficient to meet the
educational requirements of the clerkship and the professional
development of the CD.”3 In the CDIM 2005 survey, 63% of
CDs reported that they had a defined budget that was sufficient
to meet the needs of the clerkship.31 In the current survey, only
35% of CDs reported having a dedicated budget, with many
budget items being non-discretionary items such as pagers and
NBME exams. Current budget structures appear misaligned
with the increasing needs of CDs, both for their own profes-
sional development and the faculty they lead.
This study has several limitations. Within the survey, the

item response rate varied for certain questions, which may be
due to survey fatigue or the non-applicability of the items to
respondents. However, the overall response rate of 83% sug-
gests that these results are a close representation of CDIM
member schools and their CDIM-designated CD members in
the US Surveys were sent to one representative of each med-
ical school, who had previously been identified by the home
institution as the primary CD. Language contained within the
survey requested that the recipient should alert CDIM if they
no longer served in the CD role. It is possible that respondents
who were no longer in this role may have completed the
survey using outdated information. Additionally, if an individ-
ual was part of a faculty team managing a clerkship and had
divided responsibilities (for example, inpatient and outpatient
clerkship co-directors), their responses may not be reflective
of the overall CD responsibilities and resources in an individ-
ual institution. The development of the current survey items
was independent of the language used to describe essential
products in the 2003 ACE recommendations, and therefore a
parallel comparison between the two surveys was not possible.
However, the items in the current survey were designed with
the purpose to better understand the present roles and respon-
sibilities of CDs in an evolving UME landscape, and to
identify CDs needs not currently addressed or met.

1379Glod et al.: Oversight Undergraduate Internal Medicine Clinical EducationJGIM



Our data suggest that expectations of CDs are evolving and
becoming more demanding, with an increased number and
complexity of roles. CDs perform these roles in an increasing-
ly diverse set of UME curricular structures that include LICs,
blocked clerkships, and other unique curricular tracks. Many
CDs are now responsible for additional tasks, including the
oversight of clerkship faculty with co-leadership roles recruit-
ment of affiliate clinical sites and community faculty, and
conducting faculty development for clerkship faculty. Resour-
ces available to IM CDs, however, have not substantially
changed, and budgetary support has decreased.
As medical education continues to evolve, so will the

diversity of roles and responsibilities of CDs. We propose
that a single set of recommendations for resources and
expectations of a CD according to the 2003 ACE guide-
lines may no longer be sufficient to adequately respond to
the complex needs of students, CDs, and institutions, and
various structures of clerkships in medical schools. More
research is needed to fully understand these needs and
provide appropriate support and resources to the IM
CDs. We encourage other national leadership to gather
similar information specific to their specialties, and for
accrediting bodies to take the changing landscape of UME
into account as they further refine requirements for suc-
cessful accreditation. Current ACGME guidelines, which
take into account the number and geographic distribution
of learners when determining program needs, may serve
as a springboard for the development of new guidelines.
The authors propose revisiting and updating guidelines for
expectations of CDs that will take into account the current
needs of students, faculty, institutions, and accrediting
bodies, as well as the projected needs as UME continues
to evolve.
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