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It is human nature to measure, compare, and rank.
It seems every time we turn around, something else is
being counted or quantified. We measure grade point
averages and SAT scores and use them to categorize
high school students. Those with higher rankings tend
to get into the higher ranked colleges. We tally wins
and losses in order to rank our college sports teams.
Those with consistently better win/loss records tend to
attract better players. We measure how corporations
stack up against each other in hundreds of categories
and then rank them in terms of profitability, best
places to work, innovation, customer satisfaction, di-
versity, employee morale—you name it.

Rankings matter because winning matters, and we
are infatuated with winning. As Vince Lombardi said,
“If it doesn’t matter who wins or loses, then why do
they keep score?” Rankings are one way we keep score.

Universities and academic medical centers are no
exception. They track NIH funding, total research
funding, size of endowment, LSAT, MCAT, and GRE
scores, medical school standing, quality metrics, RVUs,
patient satisfaction, student satisfaction, patents filed,
scholarships, and memberships in the National Acad-
emies and Institute of Medicine, to name a few. They
use this information to evaluate how they are doing
compared to other benchmark institutions. They use
their rankings to compete. They use them for market-
ing. They use them to learn and improve. They use
them to attract influential board members. They use
them to recruit faculty and students. They use them to
brag. And they use them to whine and make excuses.

With so much time and energy spent on rankings so
we can figure out how were doing, is it worth it, or is it
just some childish game we play?

THE VALUE OF RANKINGS

Rankings are key to making progress. Rankings tell
us how we are doing compared to our peers. If we don’t
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know how we doing, we can’t get better. Without mea-
suring and ranking, it would be nearly impossible to
move forward. Rankings impact recruitment and re-
tention, influence competitiveness, attract philan-
thropic support and other resources, and stimulate
improvements.

Attracting Talent

Woody Hayes once said, “You win with people.” I
agree with one caveat: You win with talented people.
They are your most precious asset. There is little doubt
that, all other things being equal, higher ranked de-
partments, colleges, and universities attract superior
talent. People want to be part of a winning team. They
want to work in places where the reputational equity is
high, where there are greater opportunities to advance,
make a difference, collaborate and learn. The arms
race for talent is fierce [1], and higher ranked institu-
tions have the edge. In the end, it is people who move
organizations up in the rankings.

Strategic Intent and Focused Improvement

It is a natural human tendency to want to get better,
to improve performance, to be more successful. Rank-
ings encourage universities and their colleges to focus
so they can improve. No organization can be good at
everything (in spite of the intriguing belief still held by
many that academic medical centers and universities
can indeed be all things to all people). In order to move
up in the rankings, organizations must consider sev-
eral key questions: What are our strengths and how
can we get better? What gaps do we need to close?
What do we want to be really good at? What do we want
to be known for?

In an attempt to improve, organizations set measur-
able goals, and they measure their progress as they
strive to attain these goals [2]. They set research goals
(e.g., “We will double our NIH funding in the next five
years”), education goals (e.g., “We will become a top 20

medical school by 2015 as measured by USNWR”), and
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clinical goals (e.g., “We will grow our inpatient surgical
cases by 5%” or “We will improve our patient satisfac-
tion scores by 10%”). Setting goals is important be-
cause it sets direction and it helps align people by
coordinating the actions they take.

This deliberate, intentional process of clarifying
what’s most important to the organization and what’s
less important is useful because it forces leaders to
prioritize. It forces them to make decisions that they all
too often have avoided. It helps people understand that
strategy is about choices—choices that purposefully
limit what the organization does [3]. It makes it
crystal-clear that the strategic plan should be tied to
measurable goals and that the resource allocation pro-
cess should mirror the strategy.

Every academic medical center can improve. Every
surgeon can get better. Every researcher can mature.
Every teacher can improve. We all have learning dis-
abilities if we’re given the right test. Therefore, we all
need development. Even Tiger Woods has a coach.

Healthy Competition

Academic medical centers compare their progress to
that of their peer institutions. How we perform relative
to our colleagues is a critical means by which we assess
how we are doing. Accordingly, we must learn to keep
score. Scorecards tell us and those we serve how we are
doing. We must constantly check our course of action
and make corrections when necessary.

Rankings can promote healthy competition. Every uni-
versity and academic medical center strives to get better
by improving the quality of the services it offers. We offer
courses, CME credits, diverse research opportunities,
seminars, cutting edge technology, sabbaticals, clinical
trials, and we serve multiple constituencies: students,
residents, peers, patients, staff, legislators, and the com-
munity. These “customers” judge the services we provide
and seek them elsewhere if they are not satisfied; without
their loyalty and support, we cease to exist. So we must
improve to survive and rankings are part of the compe-
tition.

Improved performance and higher rankings come
with rewards. Pay-for-performance (P4P) programs are
designed to offer financial incentives to physicians and
other health care providers to meet defined quality,
efficiency, and outcomes targets. Soon, payers will re-
ward those hospitals with the highest patient satisfac-
tion scores. In general, grants get renewed if the prin-
cipal investigator has published in high impact
journals. The most highly ranked medical schools tend
to attract the best students. Indeed, the competitive
arena seems to have intensified.

The Northern New England Cardiovascular Disease
Study Group, a collaboration of cardiac surgeons, an-
esthesiologists, nurses, and others involved in heart

bypass operations throughout Vermont, New Hamp-
shire, and Maine, was established in 1987 [4]. The
group was created in response to the public reporting of
hospital mortality rates for coronary artery bypass
graft surgery that demonstrated a greater than 2-fold
difference in patient outcomes between the participat-
ing institutions.

The physicians in the study group agreed to share
data so they could learn from one another. CT surgeon
Bill Nugent from Dartmouth wrote: “Although I feared
that releasing such sensitive information would incite
witch-hunts and gaming strategies that would destroy
the consortium, I reluctantly agreed with the rest of
the organization to publish our data only after we
promised one another that we would use it solely to
improve care.” The participants visited one another’s
institutions and discovered differences in the way they
performed cardiac surgery. Everyone learned ways
they could change their practice to improve patient
outcomes. Over time, the group’s mortality rate for
coronary artery bypass surgery fell to very acceptable
levels, and there was no statistical difference among
the participating institutions.

But improving is about more than just competing
and surviving. Even if there was no penalty for main-
taining the status quo, it is still our responsibility to
improve. Thus, we must be sure that we are improving
for the right reasons. Rankings are probably necessary
but not sufficient.

Acquiring Resources

Rankings attract resources. Those universities and
academic medical centers that are ranked the highest
tend to attract more extramural research support and
more philanthropic support. Success breeds success.
When ranked by NIH funding, the top 12 (9%) aca-
demic medical centers account for about 30% of NIH
grant dollars awarded. Funding influences rankings
and many would argue that rankings also influence
funding.

Rankings, reputation, recognition, and resources
(the four Rs) tend to go hand in hand. It is difficult to
move up in the rankings if we are unable to provide
scholarships to the best and brightest students, put
together attractive packages to lure promising re-
searchers, and pay competitive salaries.

Sobering

Rankings can also be sobering, serving as a reality
check. They can sometimes be downright embarrass-
ing. They can serve as a wake-up call that motivates
people to develop a performance improvement plan.
When our patient satisfaction scores at Ohio State
indicated we were not doing as well as we wanted to, it
propelled us into action. We launched a broad cam-
paign that has made a difference in a few months, but

we know we can never take our eye off the ball. We had
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to be sure we focused on the right interventions, such
as improved communication between patients and
their care team, and better coordination of services
upon discharge. Merely trying to get the patients to
circle more 9s and 10s on the survey was not enough.

If all but a handful of your medical school graduates
match elsewhere for residency, it should force you to
take a look at the quality of your own training pro-
grams. Why are your graduates choosing to go else-
where? What’s missing from your own residency pro-
grams? What does the ACGME have to say?

When a medical school’s NIH funding falls at a time
when others are doing better, it can prompt some tough
conversations. Invariably difficult questions must be ad-
dressed: How do the start-up packages we give our re-
cruits compare to those of our peers? Are we building
research collaborations across departments and colleges?
Do we have a culture of mentoring in place for our young
faculty? How should we assess our research priorities
and where do we invest our limited resources?

THE DANGERS OF RANKINGS

Some academic medical centers play the rankings
game more fiercely than others do. They go after super-
stars to grow the size of their research portfolio, recruit
physicians from across town to grow market share, and
offer alluring scholarships to attract top students. While
most don’t make the playoffs, so to speak, we all play the
game. If it is played by the right rules, it is a good game.
If in the process of playing the rankings game we lose
sight of our purpose, we get into trouble.

Rankings Can Be Manipulated

The rankings game is far from perfect. The data used
to generate the rankings may not be comparable from
one institution to another, such that we end up, at least
in part, comparing apples to oranges. People can learn
to game the system in their favor using the rules and
guidelines of the system against itself for purposes
outside for what these rules were intended. They might
hyperinflate their total NIH funding by counting any
grant from another college or university that has a
college of medicine faculty member listed as a collabo-
rator or consultant. They might overestimate in the
way they count faculty. You can always find a way to
manipulate or massage.

For better or for worse, movement up or down in the
rankings is subject to multiple variables and it is both
unpredictable and somewhat arbitrary [5]. If your col-
lege of medicine/teaching hospital moves up in the
rankings, you may receive a letter from your dean that
reads something like this:

Dear faculty, staff, and students,

I am delighted to report to you that we have moved up in this

year’s U.S. News & World Report’s rankings. While some of the
factors that determine where we stand among our peers are
subjective, our trajectory in research grants, quality of students,
and other key metrics indicates that our institution is getting
better.

At the rate we’re moving up, we will soon be one of the elite
academic institutions in the country. Your efforts are making a
difference and others are acknowledging that. Keep up the good
work.

Sincerely,

Dean

On the other hand, if your college of medicine/
teaching hospital moves down in the rankings you may
receive a letter from your dean that reads something
like this:

Dear faculty, staff, and students,

As you may have read, our rankings in the latest issue of U.S.
News & World Report’s fell slightly, though not significantly.
This is very likely due to the formula used to generate these
rankings, one that is biased, arbitrary, and somewhat of a pop-
ularity contest.

Our institution is more than just an arbitrary number gener-
ated by a computer. Much of the great work we do involves
talented individuals working together. That’s hard to measure,
but we all can feel it. Our most precious asset is our people. Even
though we dropped a notch this year, I can promise you that we’re
stronger than ever. Your efforts are making a difference and I
thank you. Keep up the good work.

Sincerely,

Dean

Small fluctuations in rankings may be legitimately
viewed as part of the noise in an imperfect system and
the inclusion of subjective indicators. Like it or not,
reputational measures are part of the assessment be-
cause people’s opinions and beliefs matter. They influ-
ence students, faculty, study sections, donors, patients,
and board members. As humans, we are meaning-
making creatures and there are few things about which
we don’t have an opinion.

Bigger shifts in rankings, particularly consistent
shifts over longer periods of time, are generally indic-
ative of a real change in performance relative to others.
Reputational measures tend to be lagging indicators,
and when they do change, the movement is usually
linked to some prior change in an objective metric. It is
curious how long it can take reputational measures to
change. Regardless of which direction on the list the
organization moves, you can always count on hearing
creative explanations for why.

Rankings Can Be Distracting and Confusing

Rankings can be distracting and misleading. A sur-
gical colleague of mine from another institution said to
me recently, “For the past several years the singular
message from the dean to the clinical faculty has been

to generate more procedures and crank out more
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RVUs. At the same time, the message to the basic
science faculty is to submit and get more grants so we
move up in the rankings. Never once have these goals
been linked to our primary mission of improving pa-
tient care through discovery and learning.”

When rankings become the be all and end all, we lose
sight of our purpose (Fig. 1). If your sole focus is on
moving up in the rankings, you will invariably confuse
your mission with your goal of moving up. There is
little doubt that higher rankings attract talented peo-
ple, and such individuals are critical to building supe-
rior programs in research, education, and patient care.
However, the real goal of building better programs is
not just to move up in the rankings; the real goal is to
add more value to the lives of those we serve. The
ultimate purpose is to make a difference in a world that
is in desperate need of discovery, learning, and healing.

Excessive focus on rankings can sidetrack and con-
fuse people. People lose sight of why they come to work.
They play the game by the wrong rules. If the CEO
commits to improving the hospital’s ranking so his
year-end bonus will be bigger, it can leave a lot to be
desired. If he commits to increasing health system
profitability so he can impress others by telling them
that he runs a top 10 hospital, it can leave people
feeling empty. But, if he commits to improving the
hospital’s financial performance so it can provide more
charity care and reinvest more of that profit into re-
search and education, people are likely to be inspired
by the vision. His year-end bonus may be bigger and
hospital rankings may improve as a consequence of
putting his commitment to work, but the tail shouldn’t
wag the dog.

Unhealthy Competition

An obsessive focus on rankings can create unhealthy
competition. Last year, a dozen college presidents
pledged to boycott a key component of the U.S. News &
World Report college rankings, arguing that such num-
bers mislead prospective students and encouraged
gamesmanship [6]. They stopped filling out the part of

FIG. 1. The customary way of thinking about rankings and the
value proposition. Rankings and reputation (plus resources) attract
talented people who build superior programs in research, education
and patient care. In turn, rankings improve. The focus is on moving
up in the rankings. To move up, someone else has to move down.
the survey where colleges rate each other, which ac-
counts for 25% of a college’s ranking. The colleges also
say that they will no longer use the rankings in their
own promotions and ask other schools to do the same.

Perhaps the fiercest competition will occur in the
war for talent. As the population ages, there will be
15% fewer Americans in the 35- to 45-year-old age
range by 2020 [1]. The demand for highly talented
people to teach our students, conduct research, create
new knowledge, and care for patients will only esca-
late. More than ever, talented faculty are being “picked
off” by wealthier institutions that can give them more
space, more resources, and bigger incomes. If the war
for talent and other resources is about the rankings
only, we may lose sight of our core missions.

Excuses

Curiously, rankings are used by people all the time
to justify why they can’t improve or compete. All sorts
of excuses are invoked for maintaining the status quo.
You’ve heard them: “If we had the resources they had,
we could be in the top 10,” “We don’t do things that way
around here,” or “We tried that once and it didn’t
work.” Excuses are lame, yet we use them all the time.

Moneyball, the 2003 bestseller, is a story about pro-
fessional baseball and, more specifically, the Oakland
Athletics [7]. The book addresses a very interesting
question: How did the Oakland A’s win more games
than any team in the American League over a 5-year
period while having a payroll that was little more than
one-third of some of the other teams? It does not ap-
pear that their success was due to more grueling prac-
tices, better conditioning, more committed players, or
some highly improbable accident. It happened because
the manager and the people in the front office decided
they could win without having a huge payroll of the
likes of the Yankees or the Braves. So, they hired a
Ph.D. in econometrics to study a fundamental ques-
tion: What were the determinants of who would be a
good baseball player? Scouts had long assumed that it
was important to be a great athlete (who could skip
college baseball), have great speed, hit with power, and
have a superb fielding average.

All these assumptions about what it took to win
turned out to be wrong. Athleticism turned out to be of
minor consequence. How many walks a player got as a
college player was more predictive of his success than
how many homeruns he hit. The ability to take the
opposing pitcher to a deep count—3-2 as opposed to
1-1—was key. Fielding averages turned out to have
very little to do with actual effectiveness in fielding.
And, players drafted out of college did better than
those drafted out of high school.

By re-evaluating the strategies that produce wins,
the Athletics were competing with wealthier teams
who could buy the free agents in a market where there

is no salary cap. Through careful research and analy-
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sis, Oakland was able to find talent that the market
overlooked. At first, people ignored Oakland’s success,
saying it was ridiculous to pay attention to statistics
that had been regurgitated by a computer, but the A’s
won for long enough that people started paying atten-
tion.

Few academic medical centers or universities are so
wealthy that they don’t need to be strategic. Even
smaller, less financially well-off institutions can do
great things. It starts by not making excuses.

THE VALUE PROPOSITION

In the midst of this competitive landscape, we must
not lose sight of why we exist. At Ohio State, we play
the rankings game just like you do. Sure, we want to
move up and we have, but our score, our rank, is not
what’s really important to us. Our score is just a
surrogate—and only one of many—that tells us how we
are doing. Our most fundamental reason for existence
goes beyond increasing our rankings. Our purpose is to
improve people’s lives through innovations in research,
education, and patient care (Fig. 2). We have to remind
one another of that every day. Becoming a top-tier
academic medical center is not our mission but it is our
overarching goal. Being clear about this is an impor-
tant part of the leadership conversations we have.

When you and I are able to exit the rat race, if only
for a moment, we create the space to ask: What is the
value proposition that we in academia offer those we
serve? What benefits do we provide to our constituents
in return for payment, employment, and loyalty? How

FIG. 2. An alternative way of thinking about rankings and the
value proposition. Rankings and reputation (plus resources) attract
talented people who build superior programs in research, education
and patient care. Better programs enhance our ability to improve the
lives of the people we serve: students, patients, donors, our commu-
nity and one another. Work, in turn, is more fun and more fulfilling;
people are more committed. Rankings invariably rise but the tail
does not wag the dog.
do we recognize the value of rankings without letting
them consume us and derail us from focusing on our
most fundamental purpose?

Universities and their colleges are first and foremost
about discovery and the creation of knowledge. With-
out them, there would be nothing new to teach and
nothing to translate into treatments that improve the
lives of our patients. This is the differentiated value
that we in academic medicine add to society, and you
don’t have to be a top-ranked place to add real value to
the people you serve.

We must continue to measure how we’re doing so we
can get better, but we must measure the right things
[8]. In academic medicine, the primary measures that
are used to keep score are National Institutes of Health
funding, memberships in the National Academy of Sci-
ence and IOM, rankings by U.S. News and World Re-
port, and student quality and selectivity. While these
conventional indicators of performance should not be
discounted, there are others that are critically im-
portant: How well does an academic medical center
partner with insurance companies and other busi-
nesses to transform health care in its region to create
a healthier community; how much of its research is
actually being translated into products and services
that make a difference to patients; and how generous
are we with scholarships so the less fortunate can
attend higher education institutions? These metrics
are often ignored and we must incorporate them and
ones like them.

Howard Sackler, the American screenwriter and
playwright, once said, “To intervene, even briefly, be-
tween our fellow creatures and their suffering or death,
is our most authentic answer to the question of our
humanity.” When we seize the opportunity to improve
the life of another person, be it a student, a colleague,
or a patient, it is a privilege. It’s an honor and a calling.
It speaks to our fundamental conviction that human
growth and development—whether through learning,
discovery, or healing—is a fundamental construct of
our humanity.
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