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The campaign to revitalize academic medicine kicks off
We need a deep and broad international debate to begin

Peter Tugwell

The BMJ and a range of partners, including other  Our approach will be inclusive and is designed to
journals published by the BMJ Publishing Grouan-  ensure a broad input of opinions. Rather than allowing
cet, Canadian Medical Association Jourridijtch Jour-  the process to be taken over by a few experts with vested
nal of Medicine, Medical Journal of Australia, Croatian interests, we will build consensus by inviting an exhaus-
Medical Journalthe Academy of Medical Sciences, andtive range of global stakeholders to contribute their views.
many others have initiated a project to bring people toAle are especially interested in the views of the “custom-
gether to debate whether the existing structure of acars” of academic medicine—patients, politicians, practi-
demic medicine is still fundamentally sound and, if nottioners, the public. Anyone can contribute their views
to propose alternatives to it. | have taken on the chatight now, today, as a rapid response to this article at
lenge of coordinating this project, and | extend an invitabmj.com. In addition, our new project webpage is under
tion to readers all over the world to join me in this excitdevelopment (www.bmj.com/academicmedicine), and
ing enterprise. this will contain regular campaign updates, news, and

To achieve the project’s broad goalalfle 1) we collected resources.
begin from the position that “more of the same” is not The proposed structure is as follows. The pivotal
enough. We need to be free to propose radical changegjtoup will be an international working party whose com-
the fundamental nature of academic medicine (is the badesition will include knowledge and competency across
ance between bench and applied research all wrong®)e dimensions of global health and basic to applied
its name (should it become “academic healthcare” dwealthcare research, representing the range of constitu-
should we drop “academic”?); its home base (are hospnts (medical students, postgraduates, junior faculty, es-
tals the wrong place to train doctors?); its relation to setablished academics—especially women). Supported by
vice (why are they so often far apart?); its methods dbur advisory groupsTable 2) and made up of approxi-
training and certification (should medical education benately eight individuals, the working party will begin by
lecture based and far shorter?); and its responsibilitiesswering four questions. Firstly, what are the roles of
(should it be held accountable for inequities in health cacademic medicine?
at the global level?). Secondly, how well is academic medicine carrying

out these roles? Responses to the edlidd editorial

launching this initiative have already nominated a wide
TaBLE 1. GOALS OF THE PROJECT

Development of strategy on the following issues:
How should academic medicine look in the 21st cenTABLE 2. FOUR ADVISORY GROUPS
tury ]
How can we increase the impact of academic medicine
on the rest of medicine and on health and healthcare
How should academic medicine be positioned interna-
tionally within medicine and also in the wider intellec-
tual arena
How can recruitment to and job satisfaction of those
working in academic medicine be increased

Perspectives forum—patients, health professionals, gov-
ernment representatives, and medical unions

Ad hoc consultants—providing systematic reviews and
other factual summaries about the efficacy of different
educational, organizational, and administrative ap-
proaches, and trends in human resources in academic
medicine

Communications consortium—disseminating surveys,
drafts, and reports to everybody who is joined up to the
campaign or may want to give input

International advisory panels—deans, chairs, and
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array of (but no clear consensus about) perceived fail- CMAJ 2004,170:309.
ures, including failing to serve the public good, lack of 2. Clark J, Smith RBMJ publishing group to launch
global perspective, an unnecessary dichotomy between an international campaign to promote academic
education and research, various shortcomings in medical medicineBMJ 2003;327:1001-2.
education, and inadequate numbers of and career paths
for well trained medical academics. Competing interests
Thirdly, why is academic medicine failing to fulfill
its roles? Reasons might include inadequate leadershig?® has received travel and research support from phar-
failure to translate basic discoveries into benefits for panaceutical firms for over 30 years. This support has per-
tients, inappropriate incentives to take up or maintain amitted research associates to work on methodological
academic career (especially among women), deficieptojects of no commercial interest, has supported stu-
mentoring for aspiring academics, lack of appreciatiodents and fellows who otherwise wouldn’t have been able
of the benefits of academic medicine by elected représ get an education, and has provided partial support for
sentatives, and poor integration with other health servicebe planning and organization of scientific meetings in
Many of the reasons will be economic—the salaries anslhich they had no say about subject matter, content, or
resources needed for research and teaching make agpaeakers. His randomized trials of cyclosporine published
demic medicine unattractive currently—but we need to theLancetandNew England Journal of Medicineere
examine ethical and moral explanations as well. funded in part but never in whole by pharmaceutical firms,
Finally, for each failure, what ought to be done aboutvho had no access to the emerging data, no control over
it? Given current economic constraints in countries witlvhether or when the studies stopped, and no veto power
high and low income, special attention will go to strateever any publications or presentations.
gies that call for no additional funding. We will, how-  PT is editor of the Cochrane Musculoskeletal Re-
ever, welcome strategies that call for the reallocation efiew Group, which has received unrestricted grants for
current funding. At the policy level, we welcome stratestaff support in carrying out systematic reviews, some of
gies for how academic medicine can contribute to navhich failed to draw favorable conclusions about donor’s
tional and global health. These strategies will be condrugs.
bined and formulated into concrete proposals for action. While PT was Chair of Medicine at the University of
We need your support and input. To nominate a mer®ttawa a policy was introduced to prohibit pharmaceuti-
ber of the working party, join an advisory group, or regiseal firms from solo support of department educational
ter your experiences and views, send a rapid responsegdands or from any say in content. He also enforced a
bmj.com or contact our project manager, Jocalyn Clarkolicy of using generic names. PT has never received

at jclark@bmj.com. awards from pharmaceutical firms. When serving on the
This editorial is being published simultaneously inUS Government National Science Panel examining the
the Lancet. relationship between silicone breast implants and con-

Competing interests: PT received travel and researctective tissue disorders, PT was certified by a US Dis-
support from pharmaceutical companies (for details sdgct Court judge to be free of any industry influence.

bmj.com). o o This editorial was published in the BMJ and Lancet
1. Academic medicine: resuscitation in progressgn 13 March 2004.
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