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ABSTRACT
SUSTAINING CAREERS: FACTORS IMPACTING THE VITALITY
OF NON-PHYSICIAN EDUCATORS IN MEDICAL FACULTY DEVELOPMENT
By

Maureen A. Shannon

About twenty-five years ago, medical colleges were provided federal incentives
through Title VII to increase the number of trained faculty in family medicine. Many
non-physician educators found positions within the medical faculty development
programs that grew out of this federal legislation. However, over the years, the federal
funds that originally brought many of these educators into medicine have decreased or
were targeted to achieve other goals such as care for underserved patients. Despite
declining federals funds, many of these educators have continued working in medical
education. This study explored factors that impacted the vitality of these medical faculty
developers to examine how they sustained their careers through changing times.

This was a descriptive study that utilized two sources of data collection: 1) a survey of
606 non-physician members of the Society of Teachers of Family Medicine, and 2)
telephone interviews with twelve senior faculty developers working in medical education.
The interview participants spent at least 20% of their time on faculty development and
worked in medical faculty development for ten or more years. Two bodies of literature
primarily informed the theoretical framework of this study: 1) the literature on productive

faculty and institutional vitality, and 2) the literature on socialization.
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Findings include the demographics of vital non-physician faculty developers in
medical education. This study also describes how the faculty developers were socialized
to the medical culture and t.heir work. Although their socialization is somewhat
explained by previous socialization theories, there are unique qualities to medical faculty
development. There is no defined entrance point for a career in medical faculty
development and no specific training that is universally required. There are no formal
opportunities for early anticipatory socialization. Findings showed that a thorough,
formalized socialization to medical education is lacking for faculty developers, and most
of the faculty developers learned the specific knowledge and competencies of medical
faculty development on the job through observation and trial and error as well as through
continuing education. Mentors also played a significant role in recruiting new faculty
developers. Mentoring was a way that educators learned the competencies needed for
working in medicine. Three faculty development roles were defined and explored: 1)
Facilitator of Individual Development, 2) Generalist, and 3) Educational Leader. This
study also identified cultural/organizational factors and individual factors that positively
or negatively impacted the career vitality of medical faculty developers.

Recommendations were made for professional organizations, medical institutions and
individuals that might sustain educators’ careers in medical education and increase
vitality. Twenty-five years of federal funding started careers in medical faculty
development for many educators although much of the funding has disappeared. Years
later, many of these educators are still working in medical faculty development. This
study examines the factors of vitality of the educators who have sustained their careers

despite changes in the medical education climate.
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Chapter 1
INTRODUCTION TO THE STUDY

The purpose of this study was to explore factors that impact the vitality of non-
physician faculty developers in family medicine. A large number of non-physician
educators were hired in the 1970’s and 1980’s to work in medical colleges to train faculty
in the newly created discipline of family medicine. When first introduced, the Title VII
funds focused on increasing the number of trained faculty in the then-new specialty of
family medicine. Today, the funding incentives to train family medicine physician
fAaculty are being diverted to achieve other goals in medicine or disappearing entirely as

tIxere is now a larger number of trained physician faculty in family medicine. However, a
12 umber of the original educators brought in as faculty developers still remain in medical
e ucation. For a variety of reasons, Wittenberg (2003) emphasized “Title VII funding is
At risk as never before.” This study examined factors affecting the vitality of these
e rmaining educators in order to explore how they sustained their careers in medical
fa culty development. The research methods included a brief survey and semi-structured
1 terviews with faculty developers who worked in medical education for at least ten
Years. Some of the elements addressed in this study included their socialization to

medical education, their faculty development roles, and factors that positively or
negatively affected their careers in medical faculty development.
‘W ithin the past forty years an interest in faculty development for family medicine

Phy sician educators emerged and grew. This growth occurred, in part, because of federal

fundin gincentives offered to medical colleges through the (then-titled) Bureau of
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Manpower’s Public Health Service Act known as Title VII. These funds were introduced
in the late 1970’s to increase the number of trained physician faculty in the new specialty
of family medicine. Through Title VII, money was made available to medical colleges to
establish departments of family medicine, to develop pre-doctoral and residency training
programs in family medicine, and to train faculty. Many non-physician educators were
hired by medical colleges to train the new family medicine faculty and to run the newly
formed faculty development programs.

Additionally, family medicine (also called family practice) has an important
relationship with faculty development because faculty development played an integral
role in the growth of family medicine as an established specialty. Family medicine is one
b ranch of primary care medicine, which also includes internal medicine and general
P ediatric medicine. It has a relatively short history as it was established as an academic

1 scipline in 1967. However, family medicine’s relationship with faculty development is
v ell documented. This study looked specifically at non-physician faculty developers
v o held membership during the fall of 2001 in the Society of Teachers of Family
I\ edicine (STFM), an organization within the discipline of family medicine. The non-
P I ysician educators working in medical faculty development who entered family
T edicine in the late 1970’s and early 1980’s during this time of growth were the focus of
thai s study.
Throughout this study, I focused on the overall question of what impacted the vitality
O f senior faculty developers in medical education. Vitality is often discussed in relation
to the mission of individual institutions; however, my focus was only on the vitality of

the individual senior faculty developers in the field of medical faculty development
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because this was not an institutional/organizational study. The vitality of these medical
faculty developers was examined using the definition documented by Woods, Reid,
Armndt, Curtis and Stritter (1997), which included four dimensions: 1) retention in the
field, 2) job satisfaction, 3) range of activities including teaching, research and
administration, and 4) contributions to the discipline. Connections were also drawn to
Bland’s (2001) and Bland and Bergquist’s (1997) work on the productive academic
faculty member.

Understanding the vitality of non-physician educators in medical faculty development
may be important because the funding that originally started these faculty development
positions is diminishing. Individuals, institutions and professional organizations can also
benefit through the documentation of the work and roles of educators working in
academic medicine. The family medicine physician faculty provide the leadership and
create solutions to counter many of the educational challenges that occur but it is faculty
development that provides “the tools to enhance [the physician] faculty’s knowledge and
skills (C. Bland, D. Simpson, F. Hekelman, & F. Stritter, 1997, p. 231). By focusing on
the socialization, roles, and work challenges or successes of these educators, conclusions
can be drawn regarding how vital faculty developers sustain their careers despite changes

in the culture in which they work.



Below [ have

&imtions help:.

Cuire: Clhimate

0reanizdt;

structures
Eicator Profess

SPRCaity 1

10 discuss

| S ] .
| aeyveds ner

or d\"em]
gl One
Webster)

kno“ led

u.»
i
“E\EIQ;\-}_}
eduC;ihC\r
i
N E"‘"‘((u‘[
L



Definition of Terms
Below I have defined terms used in my research. The reader may find these

definitions helpful for understanding the discussions found in this writing.

Culture: Climate and practices that develop or the espoused values and philosophy of an
organization or profession (adapted from Schein, 1992); also socially-established
structures of meaning, embodied in symbols, language and actions.

Educator: Professional who was trained in any of the various education fields and whose
specialty is to train others in education theory and related topics. I use this term
to discuss the broader group of non-physicians working in medical education.

Faculty developer: One who works with academic faculty to support and improve
teaching, professional academic development, evaluation, research,
curriculum efforts and other areas of the “metaprofession of the professoriate”
(see definition below). For this study, faculty developers are either self-identified
or determined by title and work analysis.

Generalist: One whose skills, interests or habits are varied or unspecialized (Merriam-
Webster); in this study, participants used this word to mean that they had
knowledge and skills in a wide range of areas such as teaching, curriculum
development, assessment and evaluation, medical student education, adult
education, research, and psychology.

Medical Education: Educational programs focusing on the teaching and learning of

medical students, interns, resident physicians or attending physicians and faculty.
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Metaprofession of the Professoriate: Skills and knowledge associated with a faculty
position that are not usually a part of a professional’s base training in his or her
field of expertise (Arreola, Theall, Aleamoni, 2003). Some of the knowledge and
skills included in the metaprofession of the professoriate are: learning theory,
human development, group process, technical writing, research and statistics
techniques, information technology, communication styles, public speaking and
personnel management. Faculty developers are usually involved in helping
faculty master the metaprofession of the professoriate.

Non-physicians: Those trained in a professional or career field other than medicine; allied
health professionals are included as non-physicians.

Primary Care: Medical practice in one of three areas: a) family medicine, b) general
internal medicine, or c) general pediatric medicine.

Vitality: Condition defined by the following dimensions: retention in medical faculty

development, job satisfaction, scholarly activity and contributions to the field of

medical education (Woods et al., 1997).

Statement of the Problem
There is very little published in the literature about educators’ careers in medical
education or their contributions to medical faculty development. While the literature on
faculty development in post-secondary education could provide some insights, it does not
address the many issues unique to working in the medical culture. The literature
addressing faculty development in primary care medical education focused mostly on the

outcomes of specific interventions or on teaching strategies and techniques but did not
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discuss the attributes or careers of the people doing the faculty development. With the
exception of a recently published study on professional educators who are Exemplars in
Academic Medicine (Hitchcock, 2002), the personal stories of professional educators
working with medical faculty have been missing from the literature. This study
attempted to fill this gap in the literature.

Armndt (1999) asserts that for some non-physician educators, faculty development is a
primary career emphasis. These individuals are typically located in resource-rich
university centers that serve a wide audience. Anecdotal evidence suggests diverse
backgrounds of non-physician faculty developers, a lack of anticipatory socialization
opportunities to help orient non-physicians to the culture of medicine and their faculty
development role, and a lack of a formal entrance point into medical faculty
development. Given this unstructured beginning, what factors help faculty developers
sustain their interest in their professional work and remain vital to the field of medical
faculty development?

As previously mentioned, the amount of federal monies designated to support many
faculty development programs in medical education has been steadily declining and as a
result there may now be fewer faculty developers within a department than a decade ago.
In addition, it seems that managed care and other cost containment strategies in health
care delivery have significantly altered the clinical work of many physicians as well as
the teaching that occurs (Ludmerer, 1999). Thus, medical faculty developers need to be
effective in a shorter amount of time with many constituents (physician faculty, residents,
medical students, other health care professionals and staff) who now teach and learn in

more complex environments such as clinics and hospital. Because of these conditions, it
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1s critical to explore how professional educators sustain their careers during these
challenges.

Given the gap in the literature and the anecdotal evidence noted, there appeared to be
an opportunity for research. Therefore, I proposed a study exploring what factors support
and sustain professional educators in medical faculty development. The exploration of
the elements of vitality included discussions about their socialization, professional roles
and work within medical faculty development. The literatures on socialization to work

and faculty vitality provided the framework for this study.

Defining Faculty Development
The term “faculty development” first appeared in the higher education literature in the

1970’s. It was used to refer to an array of services that focus on purposefully developing
faculty members’ teaching performance and attitude in ways that could ultimately
improve student learning (Eble & McKeachie, 1985). Bergquist and Phillips (1975)
presented a model of faculty development that included instructional development,
organizational development and personal development. Diamond (1988) further
expanded the definition of faculty development as primarily focusing on “improving the
teaching skills of the individual faculty member — common activities include classroom
visits by professional staff, personal counseling, and the use of video to analyze teaching
styles and techniques” (p. 10). He went on to note that the major outcomes for faculty
development included: 1) demonstrating the institution’s concern for the individual,

2) improving the productivity of individual faculty, 3) facilitating role change, 4)

developing better teaching skills, and 5) improving faculty attitudes toward teaching.
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The development of formal programs for faculty also began in the 1970’s. A 1976
study by John Centra reported that formal programs had been established by 60 percent
of American colleges and universities (Albright, 1988). Another study in 1985 by G.R.
Erickson found that nearly half of all four-year colleges and universities in the U.S.
maintained these improvement programs (Albright, 1988).

For the purpose of this study, faculty development encompassed: (a) teaching skills
support and improvement, usually done through workshops, observation of teaching
and/or one-on-one consultation, (b) professional/academic career development of faculty
(promotion-and tenure-related activities of faculty clients, such as research and
publication, grant-writing and portfolio assistance), (c) curriculum and instructional
development, (d) program evaluation, and (e) organizational and staff development.
Essentially, faculty development is responsible for guiding faculty through the
“metaprofession of the professoriate.” The concept of the metaprofession was recently
expanded by Arreola, Theall and Aleamoni (2003). They noted that a number of the
responsibilities of a faculty member extend beyond the faculty member’s area of
scholarly expertise. They detailed responsibilities that are necessary for faculty and
categorized them into four dimensions: 1) base profession skills and knowledge,

2) instructional design skills, 3) instructional delivery skills, and 4) instructional
assessment skills. Arreola, Theall and Aleamoni believe that their metaprofession model
promotes “a better understanding of the full complexity and variety of faculty work™ (p.
1). Medical faculty developers work with physician faculty to guide them through this

metaprofession of the professoriate.
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Faculty Development and Family Medicine

Historical Perspective

Faculty development programs specifically for faculty within the health professions
began to grow steadily in the 1970’s as well although a few programs were documented
earlier in the 1950’s and even in the 1920’s (Hitchcock, 2002). When introducing his
study on exemplar professional educators, Hitchcock (2002) noted: “no other profession
in the United States has collaborated with professional educators on the scale that
medicine has” (p. 212). As a result, about half of all U.S. medical colleges and schools
currently have offices of medicine education (M. Albanese, S. Dottl & G. Nowacek,
2002) of which most utilize non-physician educators to support their faculty and
programs.

The establishment of the Health Resources and Services Administration - Bureau of
Health Professions through the Public Health Service Act, known as Title VII, led to the
creation of most of the first faculty development initiatives. Family medicine, which first
appeared as an academic discipline in 1967 and received board examination specialty
status in 1969 (Holloway, Wilkerson, & Hejduk, 1997), was on the leading edge of
faculty development and medical education. There was an urgent need for family
medicine teachers, but their new faculty were being drawn from clinical practice and had
little or no teaching experience (Holloway, Wilkerson & Hejduk, 1997). Faculty
development programs, mostly funded through Title VII, were seen as the vehicle to train
teachers for this new specialty. Faculty development efforts initially focused on the

medical school faculty at the medical college or university, but over time, and through the
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work of family medicine departments, faculty development was expanded to include
clinical faculty based in the community. Thus faculty development efforts for these new
clinical faculty were then developed as well.

The Society of Teachers of Family Medicine (STFM) was founded in 1967 to respond
to the needs of family medicine educators. Holloway et al. (1997) documented the
development of workshops in the 1970’s that focused on faculty, curriculum, and
professional development to enhance physicians’ academic careers. While faculty
development fellowships began to appear as the main training vehicle for the new
physician faculty, other models also existed.

STFM’s Group on Faculty Development grew out of work that began in 1977 when
Ed Shahady, MD, received a federal grant to study the effectiveness of faculty
development workshops. A planning committee was formed and out of this effort grew
workshops on faculty development organized by STFM’s Education Committee. In
1983, the Taskforce on Faculty Development was founded to address the on-going
faculty development needs of its members. The Taskforce then became the Group on
Faculty Development, chaired initially by Carole Bland, Ph.D. This group continues
today and its mission is to promote the career-long development of family medicine
faculty, foster scholarship on faculty development, and advocate for resources to sustain
appropriate levels of faculty development in the discipline of family medicine. In
addition, the Group on Faculty Development seeks to develop the leadership and
scholarship abilities of faculty development professionals while fostering the

socialization of its members (Morzinski & Baxley, 1998).
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Medical Faculty Development Today

In addition to patient care, today’s physician faculty are often responsible for teaching,
administration and research. In particular, teaching can be especially difficult for
physicians, but there is evidence that they can benefit from faculty development
programs (Skeff et al., 1997a, Skeff et al., 1997b). Multiple demands on primary care
faculty have increased the need for faculty developers who can assist these physician
educators with their multiple roles and develop the good teachers and good researchers
needed to advance primary care medical education for the next generation of learners.
Therefore, the focus of most faculty development programs is to improve the teaching,
research and leadership skills of medical faculty--both those on-site in university medical
departments and those based in community health settings such as hospitals and clinics.

Faculty development in primary care medical education has been a consistent recipient
of federal funding. For example, the Bureau of Health Professions (BHPr) estimates that
there will be $2.8 million available to support 18 awards to family medicine faculty
development training programs and $2 million to support 13 awards to internal medicine
and general pediatrics faculty development training programs during the 2003 grant

application year (www.bhpr.hrsa.gov/grants/). According to the BHPr, these grants assist

accredited schools of medicine (allopathic and osteopathic) and public or private
nonprofit hospitals to develop and operate training programs for physicians who plan to
teach in primary care medicine. Articles by Skeff et al. (1997a, 1997b) summarize
faculty development programs by various types: national fellowship programs; national
courses and workshops; national train-the-trainer programs; regional programs; and local

programs. The BHPr funding helped establish most of these successful programs for
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faculty development in primary care medical education. Although this federal funding
has been decreasing over the years, it has still been a source of steady support for faculty
development and training programs in medicine. However, by the end of 2003 experts
predict future funding to shrink 14 — 93% depending on decisions still to be made by the
House of Representatives and the Senate (Wittenberg, 2003).

More recently, there has been a shift to defining competencies used to evaluate
physicians’ professional skills (C. Carraccio, S. Wolfsthal, R. Englander, K. Ferentz & C.
Martin, 2002). The Accreditation Council for Graduate Medical Education (ACGME) is
one of the leading forces behind establishing competency-based training programs for
physicians. The ACGME identified six domains in which physicians must demonstrate
competence. Educators and faculty developers are being called upon to assist hospitals,
residency programs, and medical colleges in developing curricula and evaluation plans to
address these competency domains. Educators and faculty developers are also
developing the physician faculty’s’ teaching strategies as they implement the new
curriculum guidelines in order to help their learners gain competence.

This brief review of the history of faculty development and of family medicine
demonstrates that there has been an increasing interest in and demand for faculty
development efforts. Today this interest remains, and federal dollars continue to provide
some of the monetary resources needed to support faculty development for family
medicine faculty. The need for faculty developers continues, although current federal
budgetary constraints may lead to program budgets that are smaller. As a result, it is
possible that faculty development programs may disappear from some institutions as the

funding continues to decrease.
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Educators Working within the Medical Culture: Bridging the Gap
Faculty development in medicine involves the co-mingling of two distinct disciplines,
medicine and education. Each of these disciplines has its own culture which is defined as
the climate and practices that develop or the espoused values and philosophy of an
organization or profession (adapted from Schein, 1992). Non-physician faculty
developers must be able to successfully navigate and find a place within the culture of
medicine, which relies on hierarchies and has a language of its own.

The field of medicine is hierarchical and structural. There is a progression of training
from medical student to intern to resident prior to becoming an attending physician, with
each level carrying more importance or influence, as well as more responsibility. Within
medicine there are specialties that are considered more prestigious than others. And
within the hospital or clinic setting, there is an institutional hierarchy and often a clear
division of labor that separates the physicians from their allied health associates (e.g.
physician assistants, nurses, technicians) and support staff. Anecdotal evidence suggests
that status and hierarchy issues create barriers for some non-physician faculty developers
that add to the difficulty of negotiating the culture of medicine and success in their work.

Federal monies have traditionally been available for the creation of faculty
development programs and positions. However, faculty developers are often the only
full-time professionals working in faculty development within a department or an
institution, so they often work in isolation. In addition, this profession often experiences
a tumover of personnel because of the tenuous nature of soft money or grants that

generally fund these positions.
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Unlike many other careers (e.g. physician, lawyer, elementary-school teacher,
accountant) that have an explicit entry into the profession with prescribed credentials
(training and experience), there is not a defined entrance point for a career in faculty
development in medical education. In fact, anecdotal evidence suggests that faculty
development in medical education appears to be a position that most professionals are
recruited to, “fall into,” or discover later in their career after their formal education has
been completed.

The literature (Baldwin, Levine, McCormick, 1995; Bland, 1980; Evans, 1995;
Hitchcock, Stritter and Bland, 1993; Jarvis, 1992) documents the vast array of areas in
which faculty developers are often expected to have an impact (e.g. education,
administration, research, written communications, professional academic skills and
organizational development); but there are no studies about h7ow non-physician faculty
developers learn their professional roles and make effective connections with their
physician learners in order to affect these vast areas. Non-physician faculty developers
receive their formal training in various disciplines such as education, the behavioral
sciences or allied health, so there is great diversity among the knowledge, skills and work
of faculty developers in medical education. However, the reality of the federal funding
available for faculty development programs increases the interest within institutions to
select professionals who cén function in their roles in a timely and efficient manner, who
can support physicians, and who can be retained in order to see a project through to
implementation and/or completion.

Given the paucity of studies regarding those doing faculty development work in

medical education, the anecdotal evidence about the diverse backgrounds of these non-
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physician faculty developers, the lack of anticipatory socialization opportunities to help
orient non-physicians to the culture of medicine and their faculty development role, the
lack of a formal entrance point into the profession, as well as the loss of Title VII dollars,
I proposed a descriptive study to explore factors affecting the vitality of non-physician

educators in medical faculty development.

Need and Significance of this Study

The results of this study can be useful in several ways. On an individual level, faculty
developers and their physician colleagues may learn more about the medical education
context in which they all work. Novice faculty developers in particular may benefit from
an organized report of factors that impact vitality. All educators working in medical
faculty development may benefit from reading the personal stories of senior faculty
developers. These stories may provide insight into the strategies successful faculty
developers have used to negotiate the medical culture and sustain their careers in medical
education.

On an organizational level, this study may shed light on how employers can socialize
new faculty developers. Institutions may use this study to learn more about what cultural
and organizational factors support and challenge medical faculty developers and may
implement any organizational changes if needed. Some institutions may benefit from the
data on socialization presented in this study. Medical departments or colleges may create
job descriptions or competencies that can be used for orienting educators to medical

faculty development. Institutions may also focus on the personal factors that impact the
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vitality of medical faculty developers in order to help sustain the careers of educators
whose contributions they value.

The Society of Teachers of Family Medicine (STFM) and its members may receive
additional benefit from a current description of the faculty developers within the
organization and their work. This study can potentially serve as a needs assessment of
members that could lead to professional development interventions by STFM. In
addition, STFM’s Group on Faculty Development conveyed a number of challenges for
the future. Noted among the challenges was the “reduced time to mentor and guide
junior faculty development colleagues. Senior colleagues must help plan faculty
development’s destiny” (Morzinski & Freeman, 1998, p. 5). This study provided an
opportunity for some of those senior faculty developers to record their experiences of
establishing their faculty development roles and developing their vitality in medical

education.

Research Questions
The primary purpose of this study was to explore how non-physician faculty
developers remain vital and sustain their careers in medical education. This study was

guided by the following primary research question and three subordinate questions:

What factors impact the vitality of non-physician educators in medical faculty
development?

* How were they socialized to medical faculty development?

* How do they describe their work?

=  What are the factors that positively or negatively impact their vitality?

16
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Chapter Summary

This study was designed to explore the factors impacting the vitality of senior
educators in medical faculty development. Although faculty development has existed in
medicine since the 1970’s and was intertwined with the growth of Family Medicine as a
medical specialty, there are almost no detailed studies about the medical faculty
developers. A study about faculty developers’ socialization to medical education and the
factors that impact their careers could provide important information for professionals
involved in this field during this critical time of potential funding loss.

My interest in this study stems from my own work as a non-physician educator in
medical faculty development. Through conversations with other non-physician faculty
developers, I am aware of how difficult it can be to bridge the culture gap and work
successfully in medical education. Because of the lack of a defined entrance point to this
career, as well as the diversity of backgrounds of the non-physician faculty developers
that I've met, I was curious to explore the factors that help them become successful in
their work, sustain their careers, and promote their vitality in the profession.

I believe that the information on the socialization and vitality of faculty developers
provided in this study is useful to future and current educators, institutions, and other
researchers interested in medical faculty development, faculty careers, faculty vitality,

and socialization theory.
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Chapter 2

REVIEW OF RELATED LITERATURE

Two major concepts from the literature are the focus of this review: faculty vitality
and socialization to work. Ibegin by discussing the literature on vitality that guided this
study. This is followed by a brief review of the literature on professional identity and

then a detailed review of the literature on socialization that also informed this study.

Faculty Productivity and Vitality
As previously noted, the literature pertaining directly to vital medical faculty
developers and their socialization is basically non-existent. However, there is literature
on the vitality and socialization of other professionals such as traditional academic
faculty and professors. Quite often faculty developers have faculty status and thus would
be concerned with the same issues discussed in the literature about the professoriate.
Others may have received their advanced degrees at institutions that encouraged
graduates’ socialization to their discipline and an academic life. The writings on the
professoriate and academic faculty socialization can be related to the socialization of
medical faculty developers. In particular, the work on vitality and faculty productivity by
Bland, Schmitz, Stritter, Henry & Aluise (1990), Bland (2001), and Woods et al. (1997)
were relevant as I explored the factors that might impact the vitality of non-physician

educators in medical faculty development.
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Defining Vitality

Vitality is a concept that “is widely used but infrequently defined” (Clark & Lewis,
1985). In their work, Clark and Lewis defined vitality as the “essential, yet intangible,
positive qualities of individuals and institutions that enable purposeful production” (p. 3)
Faculty vitality is not a static concept because it is most often based on the mission of the
institution and department in which a faculty member works; therefore, what makes a
faculty member vital is linked to what the institution values. For example, at one
institution a vital faculty member may be someone who is an excellent teacher and
advisor, whereas another institution might say a vital faculty member is someone who
obtains grant dollars for the institution. The literature revealed many definitions of
vitality and some of the institutional factors related to vital faculty members (Bland &
Schmitz, 1986). However, since this study is not an organizational study, the vitality of
senior medical faculty developers will only be discussed in relation to the field of medical
faculty development. Institutional issues that impact the medical faculty developers’
vitality will only be touched upon if individual participants brought them up on their
survey or in the interview.

My discussion about the vitality of faculty developers is based on the definition from
Woods et al. (1997) which defined vitality by four dimensions: 1) retention in medical
education and faculty development, 2) career satisfaction, 3) a range of administrative,
teaching and research activities, and 4) contributions to the medical faculty development
profession. This definition of vitality provided the base for this study. In Chapter 7, I use
these four dimensions to discuss the vitality of the twelve faculty developers who

participated in the interviews.
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I used Bland and Bergquist’s (1997) definition of a senior faculty member as a general
guideline for selecting my interview candidates. They wrote that senior faculty members
are “1) full time, 2) tenured, 3) working in a collegiate institution for many years
(usually at least 15), and 4) more than 45 years of age " (p. 3). In Chapter 4, I present the
demographics and backgrounds of the medical faculty developers interviewed for this
study. Chapter 8 compares Bland and Bergquist’s definition of senior faculty members to
the faculty developers who participated in this study.

Austin and Gamson (1983) stated, “The ‘productive’ academic faculty member ...
holds a doctorate, places a strong value on research, and started publishing early. He or
she spends more time in research than teaching and stays in close contact with colleagues
and developments in the discipline” (p. 38). This definition perhaps fits the “ideal”
faculty developer but does not accurately describe the majority of vital medical faculty
developers. They are frequently isolated from colleagues in their discipline and spend
less time involved in research and publishing and are more involved in teaching and
consulting. It is still, however, important to know how a productive faculty member is
defined and to further explore how medical faculty developers match this description.

Carole Bland also studied faculty productivity and vitality (Bland and Schmitz, 1986;
Bland et al., 1990; Bland and Schmitz, 1990; Bland and Bergquist, 1997; Bland, 2001).
Her 2001 work further delineated productivity by identifying thirteen characteristics of a

productive or vital academic faculty member.
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The following is a summary of the list of qualities that Bland (2001) indicated vital
faculty members are perceived to possess:
1. Personal motivation
2. In-depth knowledge of their area
3. Basic teaching and research skills as well as advanced skills applicable to their
area
4. High morale (sense of shared purpose, stimulating colleagues, peer support,
trust of administration and not feeling “stuck’)
5. Scholarly work habits
6. Contact with a network of colleagues both within and outside the institution
7. Sufficient work time for scholarly activities
8. Commitment to both internal and external professional activities
Bland also stated that productive faculty members:
9. Received a thorough socialization
10. Benefited from an advisor/mentor
11. Engage in multiple, simultaneous projects
12. Have academic freedom and autonomy and are valued as important
contributors to the organization

13. Work in a supportive environment that provides the necessary resources

I speculated that productive, vital medical faculty developers would exhibit many of
these same characteristics. Therefore, during my interviews with non-physician

educators in medical faculty development, I explored how these qualities of productive
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academic faculty related to medical faculty developers and what factors challenge or

support them in their work.

Work Stress

Work stress was another area connected to the vitality of non-physicians in medical
faculty development that I explored. The literature on new and junior faculty indicated
factors that are stressful for academic faculty. This study tried to draw some connections
between stress points for faculty developers in medical education to those that affect
academic faculty as noted in the literature. Like other academic faculty, faculty
developers in medical education are responsible for teaching, research, service, grant
writing, and administration, at institutions that highly value research and obtaining grant
funding. Medical faculty developers received little formal training in all the role
dimensions for which they are responsible, and so they may negotiate the balance of their
role functions based on external demands or their own strengths and weaknesses.
Anecdotally, I know that faculty developers have many roles to fulfill and encounter
conflicts from pressures to be involved in teaching, research, grant acquisition, service,
and administrative tasks. In addition, they are pulled in at least three directions as
members of an organization, the field of academic medicine, and the discipline in which
they were trained.

Austin and Gamson (1983) and Secord and Backman (1974) reported that faculty
members often face role conflict and role strain regarding the multiple demands of
research and teaching, and between their profession and their organization. Their

literature review noted that excessive demands to perform too many discrete tasks cause
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role strain for faculty: “while variety is important for meaningful, satisfying work in less
skilled jobs, too many different responsibilities may threaten those in highly skilled jobs”
(p- 19).

Sorcinelli (1992) further expanded upon this concept of the stress of faculty work in
her discussion of five stress points for new and junior academic faculty. The factors that
Sorcinelli identified were: 1) not enough time to get everything done, 2) inadequate
feedback and recognition, 3) unrealistic expectations of what they can achieve during
their first years, 4) lack of collegiality, and 5) balancing work and life outside of work.
Although her study focused on faculty during their first years in academia, I looked to see
if there were any connections to the stress factors of the experienced medical faculty
developers in my study. A discussion about some of the stress factors that impact the

vitality of the senior medical faculty developers can by found in Chapter 7.

Professional Identity

The term “professional identity” is used here to encompass a variety of definitions. On
one level, it closely resembles role identity, which is described as the character and the
role that one devises for oneself as an actor in a specific role, that is to say, the way one
likes to think of oneself in one’s professional role (Secord & Backman, 1974). Role is
defined as the norms and behaviors for a particular position (Organ and Bateman, 1991).
Though role identity can sometimes be an idealized notion of performance, these
thoughts and anticipations are sources for plans of action. In particular, role identity can
be used to evaluate how one enacts one’s role by identifying mistakes and replaying

events. Role identity is encompassed within the broader notion of self-concept, which is
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“an interlocking set of views that an individual holds about himself as a person [that]
serves as a core from which role identities are formulated in connection with [the role
one] occupies (Secord & Backman, p. 414). Freidson (1994) further broadened the
understanding of professional identity through his model of professionalism. The model
revolved around the concept that the people within a profession define the goals,
conditions of work, and evaluation criteria of the profession.

The literature on professional identity is briefly mentioned here because in the process
of exploring what medical faculty developers do, I asked them to define their work roles.
The professional identity of faculty developers in medical education, therefore,
encompasses the work tasks, roles, and self-concepts that define for them what it means

to be non-physician educators in medical education.

Socialization to Work — definitions and key concepts

Socialization is generally defined as the process through which individuals acquire the
attitudes, values and skills needed in a particular group or society. Socialization is a
continuous process that occurs many times during an individual’s lifetime. Bragg (1976)
succinctly reported that young children leamn how to behave in a family and then later in
school. As an adult, individuals are socialized to work roles, spouse or parent roles, and
then for some, roles as a retired person or widow(er). For the purposes of this study,
however, I will be focusing only on the adult’s socialization to work. Many theorists
have documented the importance of the socialization process for learning the culture of a
profession or organization (Bland et al., 1990; Clark & Corcoran, 1986; Clark, Corcoran

& Lewis, 1986; Merton, 1957a; Merton et al., 1957b; Lortie, 1975; Secord and Backman,
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1974; Schein, 1968; Tiemmey & Rhoads, 1993; Van Maanen, 1976, Van Maanen, 1978;
Van Maanen & Schein, 1979).

Merton (1957a) stated that the socialization process often begins at the stage of
anticipatory socialization, during which one explores a profession and begins adopting its
values before one even belongs to that profession or group. Because a faculty
development career in medical education is rarely planned, there is little opportunity for
individuals to engage in anticipatory socialization prior to assuming their faculty
development role.

Socialization has also been attributed to developing a commitment to work,
stimulating motivation and “internalizing occupationally relevant attitudes and behavior
that sustain productivity and continued achievement throughout the career” (Clark and
Corcoran 1986, p. 23). I suspect that non-physician faculty developers receive little
formal orientation or mentoring to the faculty development role and the culture of
medicine, so that there is little opportunity for values and attitudes of the field of
academic medicine to be introduced at the beginning of one’s career.

Many researchers have used the terms “organizational,” “occupational,” or
“professional’ socialization, but all of these terms focused on the manner in which the
socialization of adults to work occurs. In general, it is the process by which a new
member learns and internalizes what is important in an organization, including the norms,
values, and behaviors expected of members. Socialization has been characterized as
leaming how to behave and view the world in a manner similar manner to others in the
same role. It includes acquiring and understanding attitudes, learning certain skills and

techniques associated with a role (Secord & Backman, 1974), and it is a method of
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learning how to function and behave according to cultural expectations of those in similar
professional roles. “From the perspective of the group, socialization is a mechanism
through which new members learn the values, norms, knowledge, beliefs, and the
interpersonal and other skills that facilitate role performance and further group goals”

(Mortimer & Simmons, 1978. p. 422).

Anticipatory Socialization and Entry

Socialization has been discussed in three phases: 1) anticipatory socialization,
2) entry, and 3) role continuance (Clark & Corcoran, 1986). Anticipatory socialization
refers to the learning that individuals engage in prior to assuming a role that helps them
prepare for their roles. Socialization to work occurs primarily in adulthood, but some
anticipatory socialization can even begin in childhood. Merton (1957a) noted that
anticipatory socialization is the process of adopting the values of a group to which one
aspires to belong but to which one does not currently belong. This process can aid one’s
rise into a group and also fosters an easy adjustment after becoming a part of a group. In
many professions, anticipatory socialization takes place during graduate studies,
apprenticeships or internships. Faculty development in medical education does not
require a specific degree or training program so there is not a formal, universal
mechanism through which the anticipatory socialization stage can occur. It appears to be
an unstaged career.

The next stage of socialization that occurs is occupational entry. For some
professions, this stage overlaps with the prior stage as when formal training for the

occupation is required that includes extensive practical experience while the novice is
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already a member of the profession (e.g. residency level for physicians or student
teaching for elementary school teachers). For other professions, this stage includes
orientation training, mediated entry, or learning while doing (Clark and Corcoran, 1986).
A study by Ostroff and Kozlowski (1992) reviewed previous work role and
socialization literature and further explored the experiences of newcomers into a new
organizational setting. They noted that there are four content domains that successful
employees master over time: 1) job-related tasks, 2) work roles, 3) group processes, and
4) organizational attributes. In addition, Ostroff and Kozlowski also delineated three
interpersonal and three non-interpersonal sources of information for learning about the
content domains. ‘“Supervisors, coworkers and mentors have been shown to play an
important role in the learning process . . . three non-interpersonal sources [that] are most
often mentioned in discussion of socialization [are] official organizational literature,
experimenting with new behaviors, and observation” (p. 851). Boice (1992) specifically
noted that in regard to university faculty, “mentoring was associated with more rapid
socialization to campus and with improved student ratings of teaching compared to non-
mentored peers” (p. 52). Ostroff and Kozlowski’s study further revealed that knowledge
of the group process was greatest initially but that job task knowledge increased over
time while knowledge of the organizational attributes remained low during their short-
term study of recent college graduates. It is my intent both to collect data that adds to
this work on socialization and specifically to explore task domains for faculty developers

and the interpersonal and non-interpersonal sources that inform these professionals.
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Role Continuance

The period of initial entry, as described above, ends either with role failure or role
continuance. Van Maanen (1976) believed that in role continuance, individuals move
along within the structure of the career to later stages involving increased leadership,
sponsorship, and generative activities. Individuals engage in further learning about their
role, the organization, and the stakeholders throughout their time at an organization.
During this on-going stage, the new professional has internalized role specifications and
has a high degree of role satisfaction, job involvement and commitment (Clark &
Corcoran, 1986).

Socialization greatly affects the transition, stress-level and job satisfaction of new
employees (Whitt, 1991; Van Maanen, 1976; Sorcinelli, 1992). In particular, Whitt
(1991) studied the experiences of new faculty in a school of education at one research
institution. In addition to interviews with the new faculty, she also met with school
administrators (i.e., deans, chairs) to compare their perceptions to those of the
experiences reported by the new faculty. She found the following:

1. New faculty were expected to “hit the ground running’; administrators
expected them to bring much of what they needed to know about being faculty
members to their new position; and they were expected to have prior
socialization to research and teaching and appropriate work habits.

2. Being a new faculty member can be a stressful and negative experience
because of conflicting demands and little assistance.

3. “Very new” faculty were the most uncertain about their roles and felt most

1solated.
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4. New faculty and department chairs perceived the experiences of new faculty

very differently.

Unlike academic faculty in Whitt’s study, however, there is little opportunity for
faculty developers in medical education to formulate values and expectations about their
professional role in graduate school, because there is no formal graduate program for this
position. Nor is there a standard set of titles, responsibilities or requirements for those
doing faculty development, as evidenced in a study by Monteiro, Whiting and Tysinger
(2000) that looked specifically at positions in family medicine for trained educators
(including faculty developers). In their study, Monteiro et al. (2000) reviewed positions
posted for education professionals from five sources over a two-year period. They found
that there were over 90 education-related positions posted. Within the 90 postings that
were the focus of their inquiry, they identified 304 qualifications, 305 responsibilities and
103 competencies listed in these posting of positions for education professionals. Only
27% of the positions reviewed included a faculty appointment. This study by Monteiro, et
al. demonstrated that there is a range of education positions in family medicine but not a
standard job description as evidenced by the large number of qualifications,

responsibilities and competencies mentioned in the position postings.

Assumptions about Socialization

The first assumption is that beginning a new role in an organization can be anxiety-
producing. Thus, novices are motivated to reduce this anxiety by learning the knowledge
and skills of their new role as quickly as possible (VanMaanen & Schien, 1979). There

may be many different sources of tension and anxiety for new faculty developers.

29




Though not

b common

| A second .
avacuum. (o
dudance to nc
a-workers ul:
ompelence, o
Kozlowski, 19.

Zhe organizaq

Tumzaton ¢

o facuhy devel
P03t medicy) o
one place w1,
lacahy de\'e]opn
lege do not ¢y
uy dey elope

Third, indivig
it the Sabily,

oew €mpl, Ve



Though not its primary focus, this study may also uncover some of the stressors that may
be common to faculty developers in primary care medical education.

A second assumption is that socialization and its associated learning does not occur in
a vacuum. Colleagues, superiors, physician clients, and staff provide clues and direct
guidance to new faculty developers about how best to proceed in their new role. These
co-workers ultimately provide an individual with a sense of accomplishment and
competence, or failure and incompetence (Van Maanen & Schien, 1979; Ostroff &
Kozlowski, 1992). Van Maanen (1976) cited a number of theorists who look specifically
at the organization’s role in the socialization process and who have developed
organization classifications. Although their findings bear some relevance here, the nature
of faculty development in medical education decreases its helpfulness. For example, in
most medical colleges, faculty development is not in a separate department and there is
no one place where the faculty developer is housed. Often only one person is hired with
faculty development expertise, and sometimes other faculty and administrators within the
college do not even know there is a faculty developer, let alone know how to define the
faculty developer’s role.

Third, individuals’ ability to adapt and carry out their new responsibilities can greatly
affect the stability and productivity of the organization. Therefore, a smooth transition
for new employees is in the best interest of the organization and will help ensure the
continuity of its mission. Some roles may require even longer processes of socialization
that consist of both formal opportunities and informal learning. Auster (1996) pointed
out that, although individuals may learn about their professional role through formal

orientation and training programs, other aspects of leamning that role could be more
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elusive. Many of these aspects can be learned best through on-going informal processes
such as a mentoring relationship or professional memberships.

Socialization can be further characterized by the tactics used by the individual or
offered by the institution (Van Maanen & Schein, 1979; Bland et al. 1990). Typical
tactics are found on the following continua:

1) Collective vs. individual (group orientation vs. singular)

2) Formal vs. informal (structured program vs. trial and error)

3) Sequential vs. random (ordered steps vs. unclear and ambiguous)

4) Fixed vs. variable (specific timetable vs. no timetable)

5) Senal vs. disjunctive (lead by roles models vs. no role models)

6) Investiture vs. divestiture (affirming of individual characteristics vs. transforming

individual characteristics)

(Tiermey and Rhodes, 1993, p. 31)
Going into this study, I suspected that non-physician faculty developers are most often
socialized using individual, informal, random, variable and disjunctive tactics that seek
neither investiture nor divestiture. If this is true, there are implications for the profession
and its members in that novices must force others in their setting and profession to teach
them and mistakes made by novices are regarded as costly and serious (Van Maanen &
Schein, 1979). However, the informal and variable nature of the socialization process
would also be in line with other complex roles that require creativity and role innovation.

This section summarized the relevant literature on socialization that has guided this
study. Although socialization has been studied in great detail, it has not been directly
related to faculty developers in medical education. Virtually all studies on socialization
show that it is a critical component in learning one’s professional role and in gaining a
general appreciation of work culture. Appropriate socialization leads to effective

performance in an organization and success in one’s chosen profession. This study on

the factors impacting the vitality of non-physician faculty developers in medical
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education seeks to define the work of these professionals and uncover aspects of the

socialization process that impact success and longevity in medical education.

Chapter Summary

The literature revealed many interesting studies on vitality, role development, and
socialization. However, none of these previous writings applied to medical faculty
developers. I used this established literature to provide the framework to explore these
topics in a new area of faculty development in medical education. In particular, I used
this literature to explore how faculty developers defined their role in the medical culture,
how they were socialized to medical education, and how they remain vital to this
relatively new professional area.

Although all of the literature cited in this chapter was useful in developing my
conceptual framework, five of the studies strongly guided my exploration. Woods et al.
(1997), Bland’s (2001) and Bland and Bergquist’s (1997) work on productive academic
faculty provided the framework for exploration of the vitality of medical faculty
developers. The work of Ostroff and Kozlowski (1992) was useful in exploring the
content domains and sources of information (interpersonal and non-interpersonal) used
by the medical faculty developers as they entered their new careers. The socialization
tactics that were originally highlighted by Van Maanen and Schein (1979) were also
useful in developing my interview questions. The literature on role development,
socialization, vitality, and faculty productivity reviewed in this chapter guided my
preliminary survey questions and interview protocol. In subsequent chapters, I will

present the data regarding factors that impact the vitality of medical faculty developers.
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Chapter 3

RESEARCH METHODOLOGY

Introduction

This study was guided by one major research question:

What factors impact the vitality of non-physician educators in medical faculty

development?
I set out to examine 1) how the educators began their medical faculty development
careers; 2) who they are and what they do; and 3) how they sustained their careers in
medical education. To explore these questions, I primarily relied on semi-structured
telephone interviews with senior medical faculty developers. Selecting the interview
participants, however, proved to be a complicated endeavor, so a brief survey was used as
the initial step to locate interview participants.

The survey primarily focused on data about the subjects’ backgrounds and medical
education work gathered through multiple choice questions and open-ended response
questions. The survey’s main purpose was to gather preliminary work data on non-
physicians in medical education and to locate a pool of non-physician educators doing
faculty development from which to select the interview candidates. The data from the
survey were used to select candidates who represented the general population of faculty
developers in primary care medicine. Some of the open-ended survey responses are also
used in the discussions of faculty development work.

The semi-structured interviews with non-physician faculty developers in primary care

medical education with ten or more years of experience explored factors that impacted
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their vitality, such as their socialization to medical faculty development, their work, and
their career productivity. Together, the survey and the interviews provided data

regarding the vitality of faculty developers in primary care medical education.

Study Design

Rationale

As stated previously, faculty development in medical education is still an emerging
profession and as a result there is no one organization providing membership and
resources for all the professionals working in this field. The Society of Teachers of
Family Medicine (STFM) is one of the organizations to which medical faculty developers
may belong if they work in primary care. STFM was chosen as the source for locating
working faculty developers because it has the longest history of involvement with the
faculty development movement that began in the late 1970’s. STFM is considered a
leader in current faculty development efforts. This organization actively encourages
faculty development as a part of its mission and its support has furthered the growth of
faculty development in medical education. I have been a member of this organization for
about four years and through my membership I was able to purchase the mailing list
information needed to locate my sample population.

STFM supports physician and non-physician faculty developers and academic faculty
teaching in family medicine, as well as family medicine physicians who do not teach but
only work in their clinical practice. Physicians and physician faculty developers were
excluded from this study because “most physician faculty continue to identify themselves

primarily as clinicians and, secondarily, as academicians” (Holloway et al, 1997). They
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also experience different socialization issues and do not have to negotiate the culture of
medicine in their faculty development role because they already belong to that culture.
Numerous studies have already documented the socialization process medical students
and residents experience (Becker, H., Geer, B., Hughes, E., & Strauss, A. 1961; Merton
et al., 1957b) in preparation for their physician role. Other studies (Blackburn and Fox,
1976; Bogdewic, 1986; Dill, 1986; Knopke and Anderson, 1981) have documented the
socialization and work setting for physicians as academicians and researchers. Though
physician faculty developers may need to become oriented to the educational theories of
teaching for their faculty development roles, they automatically begin their new role
already on the level with their colleagues and adept in the cultural nuances of medicine.
In addition, for most physicians, faculty development is only a part of their many other
responsibilities including patient-care, administration, teaching, and research.

Much of the research on socialization involves newcomers and those in the first three
years of their new role. However, it was not feasible to select a similar group for this
study because many of the positions in primary care medical education are grant funded.
Funding typically is awarded to support a two- or three-year faculty development
endeavor. After that, institutions that do not receive further funding may not be able to
continue supporting the faculty development positions. Thus, it appears that turnover in
the early years of a medical faculty development career is quite high, and these
professionals often move in and out of medical education in grant-funded positions until
they secure a more permanent position--possibly after they have completed at least five
years of faculty development work but often over a longer period of time. Therefore,

faculty developers with ten or more years of experience provided a more stable group
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from which to collect data. In addition, this length of service provided an opportunity to

examine the issue of scholarly productivity and vitality.

Design Process

This study employed three processes of data collection: a brief survey, semi-structured
interviews and interview follow-up e-mail questions. The survey was a vehicle to locate
the sample I wanted to study within the larger population of non-physician members of
The Society of Teachers of Family Medicine and the qualitative interviews were used as
the primary source of data. Interview methodology was chosen because this method can
capture data about beliefs, values, feelings and motivations that underlie behaviors
(Berkwits and Inui, 1998). As the design unfolded, additional steps needed to be
employed to work with some of the limitations that arose.

The survey instrument, interview protocol and interview follow-up e-mail questions
were pilot-tested and changes were made as needed. A description of this study and the
data collection instruments were presented to the University Committee on Research
Involving Human Subjects (UCRIHS) for review and approval prior to data collection. I
will now continue discussing the design process in the chronological order in which it

unfolded.

Step One — Survey
During my initial inquiries to STFM, I discovered that this organization does not
categorize their membership by job title or area of focus. Therefore the smallest group of

names I could elicit from STFM included non-physicians who worked in a broad array of
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education areas. So the first step in locating experienced medical faculty developers was
to survey 831 non-physician members of STFM. The sixteen-question survey was
primarily used to gather demographic data on these members and was sent to these 831
STFM members in October 2001. Because the survey was sent to this large non-
physician group, the mailing referred more broadly to “non-physicians in medical
education” rather than to “faculty developers.” A reminder to complete the survey was
sent out over STFM’s Group on Faculty Development electronic listserv a week after the
first mailing went out, and then a second reminder was sent via the listserv a week prior
to the second mailing. The second mailing, which included the survey accompanied by a
new cover letter, was sent in November 2001 to 320 non-respondents (Appendix B).

The mailing for this study consisted of: 1) a survey booklet which included a
description of the study and outlined participation guidelines per UCRIHS (see Appendix
A) and 2) a postage-paid return envelope. The survey contained 13 multiple choice or
short-answer questions and three open-ended questions. The questions were designed to
gather demographic and work information about the participants. The majority of
questions utilized check boxes indicating a response or range. Race and ethnicity
questions were purposely omitted from the survey because common categories were not
inclusive enough and survey recipients might be offended by the question. I also
believed that the interview participants would independently bring up any issues of race
or ethnicity if they felt it had impacted their career and vitality. The three open-ended
survey questions asked about what the respondents like best and least about their work in
medical education and also what significant factors contribute to the success of non-

physicians in medical education.
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Step Two —Selection of Sample Population

By January 2002, 606 usable surveys and nine incomplete surveys were returned via
U.S. mail or e-mail attachment. The survey had an overall response rate of 74%. I had
anticipated a response rate of only 40% so I was very pleased with this response rate.
TABLE 3.1

Survey Response Rate

Potential | Completed | Returned not completed due to: Return Rate
subjects surveys a) not in sample population; or
returned b) chose not to answer
questions
831 606 9 74%

This response rate not only provided more data to work with and assured that I had
probably elicited responses from most of the faculty developers in the target population,
but it also provided the opportunity to generalize. In general, the higher the response
rate, the more likely it is that the characteristics of respondents are similar to those of
non-respondents (Passmore, Dobbie, A., Parchman, M., & Tysinger, J., 2002). Passmore
et al. (2002) reported that “many investigators consider a response rate of 70% adequate
for generalization to the population studied” (p. 281-282).

The high response rate to my survey allowed me to keep my proposed sample
population for the interviews without any revisions. Briefly, I will restate the interview
criteria and rationale for the sample. The sample population had to spend at least twenty
percent of their time in faculty development because this amount seems to indicate a
commitment on the part of the individual or his/her institution to faculty development but

allowed for the multitude of ways that faculty development is performed at various

38






L]

institutions. Fifteen years is typically the starting point for discussions on “senior faculty
(Bland & Bergquist, 1997); however, if I applied this same cut-off to my population, it
would have narrowed the pool of potential interview candidates to fewer than 35
candidates. Remembering that faculty development has a relatively short history and is
still an emerging professional area, ten years in medical education was chosen instead. In
general, ten years of experience indicates a commitment to a career in medical education
and allows enough time for the individual to have attained role continuance.

Of the 606 respondents who completed the survey, 377 indicated that at least some
percentage of their time was spent on faculty development activities, and 91 indicated at
least 20% or more of their time was spent in faculty development (Table 3.2). Of the 91
survey respondents with 20% or more time in faculty development, 58 survey
participants indicated that they had ten or more years working in medical education
(Table 3.2). These 58 participants formed the sample population from which I selected
interview candidates because they met the criteria of 20% or more time spent in faculty

development and had been in medical education for ten or more years.
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TABLE 3.2

Percentage of Time in Faculty Development (n = 377)

Percentage of Time in Number of survey
Faculty Development respondents
5% or less 158
6-19% 128
20% or more 33
and 1-9 years in medical
education
20% or more
and 10+ years in medical 58
education

Once I had my sample population of 58 candidates, I wanted to select interview

candidates who matched the demographics of this population of senior medical educators.

In order to do this, I divided the 58 subjects by the number of years in medical education.
The years were broken down into four ranges and I then randomly selected a percentage
of interview candidates within each age range that matched the larger population (Table

3.3).

TABLE 3.3

Number of Initial Interview Candidates Selected Based on Years in Medical Education

Years in Percentage of Survey | Number of Candidates
Medical Education Respondents to be Interviewed
(n=58) (n=20)
10-14.5 41% 8
15-20 34% 7
21-25 16% 3
E6 or more 9% 2
40
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Twenty interview candidates were randomly selected, as were several alternate
interview candidates. An adjustment was made after the selected subjects’ names and
address were revealed because I had three employees from the same faculty development
center initially selected for interviews. One additional adjustment was made after
contacting original candidates and then alternate candidates. In the end, 26 candidates
were contacted to participate: 20 participated in the interview, two did not respond at all,
one declined, one changed jobs and was out of medical education, and two initially
wanted to participate but emergencies arose with their schedules and we were unable to
find a mutually agreeable time to speak during the interview month, so alternates were
used. This resulted in the actual interview subject numbers being seven from the 10-14.5
years category and four from the 21-25 years category. The number of candidates

interviewed from the other two categories remained the same.

Step Three - Interviews

Twenty interview candidates were selected from the sample population of 58 for
audiotaped telephone interviews to better understand the factors that shape their vitality
in medical faculty development. The interviews were conducted over the telephone. I
audiotaped these interviews to assure that data were collected accurately. Berkwits and
Inui (1998) noted that audiotaping interviews “helps guarantee that expressive data are
captured accurately and completely as they emerge” (p. 196). They also documented
that taping permits the researcher to carry the data to more controlled settings, where they

can be transcribed, coded, analyzed for important themes and meanings, and verified.

41



Rl

plac

with

[

Qg
Sy

s

-l

&h«fl i




An e-mail invitation letter (Appendix C) was sent to the initial 20 candidates (one
received a letter in place of an e-mail). A few weeks later, reminder phone calls were
placed to the five candidates who had not responded. Additional e-mail or letter
reminders were used and then alternates were also contacted.

Next, interview times were selected through either verbal or e-mail communication
with each candidate. A letter (Appendix D), consent form (Appendix E), and basic
interview protocol were sent to the interview participants confirming the interview time
and describing the study. Nineteen of the twenty participants requested that the materials
be sent as an e-mail attachment. No interview was conducted without a signed consent
form on file.

During the initial contacts with potential interview participants, concerns were raised
by some about the length of time requested for the phone interview (one hour). In
addition, one subject who agreed to participate in the interview inquired about receiving
the interview questions ahead of time to prepare for the interview. Upon consideration, |
decided that providing the basic interview questions ahead of time would not hinder the
integrity of the study and, in fact, might help alleviate some of the subjects’ concerns
about the time frame (since they could prepare a few responses ahead of time and also
monitor the interview’s progress). Seeing the interview questions ahead of time helped to
solidify some of the candidates’ involvement in the interview process because they saw [
was taking my work seriously, had prepared straightforward and focused questions, had
“laid my cards on the table,” so to speak, and did not have a hidden agenda. I received
some informal comments to this effect. At the start of each phone interview, I made

reference to the interview questions participants had received and stated that I would not
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be following those questions word-for-word but rather, would allow the conversation to
evolve within those areas. In some cases, the participants shared that they had the
questions in front of them and had written a few notes down. In other cases, the
participants stated that they had not had a chance to look at them. In only one case, I felt
that the participant had prepared answers ahead of time and that the protocol interfered
with the flow of the conversation. Overall, I believe that providing the interview
questions ahead of time was helpful to the participants and also provided benefits to me
as the researcher.

A request was also made for the curriculum vitae (CV) of each interview participant
prior to his or her interview. The CVs provided insight for interview questions and were
used to identify themes in the participant group’s training, experiences, and professional
productivity. The CVs proved to be very valuable in preparing for each interview and
also served to keep the interviews within the time limit. Prior to the interview, [ was able
to review the career of the participant and was sometimes able to pinpoint areas about
which to ask further questions during the interview. In most cases, I was able to follow
along with the CV to track the faculty developer’s career moves and other successes as
they were mentioned during the interview. The CV’s had some limitations when I began
quantifying the participants’ experiences, however, because everyone used a different
format and chose to reveal different information. For example, even though the interview
revealed a faculty developer spent a considerable amount of work time writing grants, if
s/he did not include this category on her/his CV, I was unable to quantify and compare
productivity in this area. Similar situations occurred when reviewing professional

memberships, committee involvement and other service activities. Curriculum vitas
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proved to be very helpful for the interviews but had some limitations when used for
comparing participants’ productivity.

All interviews were conducted using an interview protocol (Appendix F) as my
general guide. After the interviews were completed, I felt that not all interviews covered
aspects of work and socialization to the same extent because of the flow of conversation
with some of the subjects. I developed interview follow-up e-mail questions (Appendix
G) that were approved by UCRIHS and sent to the twenty subjects. This e-mail only
involved the ranking or numbering of statements, but these numerical data provided a
more thorough look at participants’ faculty development activities and the interpersonal
and non-interpersonal factors that affect socialization, feedback and longevity. I received
completed follow-up e-mail responses back from all the interview participants who were

the final focus of this study.

Step Four — Narrowing of the Interview Data

Creating the initial survey that matched the nature of STFM’s entire non-physician
population resulted in survey questions that didn’t provide enough specifics to accurately
establish the desired pool of interview candidates. For example, because my initial
population had to be so broadly defined as all the non-physician members of STFM, I had
to utilize the broader term of “medical education” instead of the specific term of “faculty
development.” This wording change ended up being too broad. When I needed to
choose my interview candidates, I only knew who had been in medical education for ten
or more years but did not know their years in faculty development. As a result, some of

the interview participants were not really a part of the group I desired to study; so once
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the interviews were underway, I realized that eight of the twenty participants did not meet
the desired sample characteristics. During the CV reviews and interviews I discovered
that although these eight had been involved in medical education for 10 or more years as
they had indicated on the initial survey, not all ten years had been in faculty development.
In fact, some had only a year or two of working in medical faculty development.

After discussions with my dissertation advisor, it was decided to focus on the twelve
subjects who met the desired criteria of 20% of their work time spent in faculty
development and 10 years of faculty development (not medical education). The data on
these eight interview participants who did not have at least ten years of experience in
faculty development were not used in the analysis and discussion for this study.

However, their data may be useful in future publications.

Limitations of this study

This study was limited to subjects who were members of the Society of Teachers of
Family Medicine (STFM) and who identified themselves as non-physicians in medical
education. This study was also limited by the nature and size of the sample. The survey
was sent only to those non-physician professionals who held a current STFM
membership in September 2001 (when the names were requested). The twenty semi-
structured interview participants were selected from the STFM members who returned a
completed survey by January 2002. Another limitation of this study could be that I may
have missed those senior faculty developers who used to work in faculty development but
now were promoted to a position that involved the supervision or coordination of faculty

development efforts instead of direct contact. The wording I used on the 2001 survey
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asked participants to indicate time spent on faculty development (i.e. workshops 1:1
faculty consultations) thus, senior faculty developers who do little actual faculty
development work were not in my interview pool. Being aware of this possible problem
when I was establishing the parameter for my interview sample, I looked up the
percentage of time responses indicated by approximately ten nationally known senior
faculty developers who had completed the survey and did find that one of these known
senior developers was eliminated from my interview sample.

This study was further limited to the subjects who consented to the interview. I do not
know if those who chose not to participate are a substantially different population or not,
but some assumptions can be made based on the names and addresses of the 216 non-
respondents. It appears that 67% were female and at least 35% of non-respondents work
primarily in the allied health area (nursing, pharmacy) or social work. In addition, a
review of the addresses also shows that the majority of the non-respondents were based in
a clinical practice setting. This leads me to believe that the majority of the non-
respondents were not in my target group and therefore they did not complete the survey
that focused on medical education and faculty development because they did not work in
those areas. All of this indicates that I probably received responses from the majority of
my target audience and that non-respondents would not have been included in the
interview pool for this study anyway.

The experiences of early career medical faculty developers were not directly captured
in this study. Instead, the interview questions asked the faculty developers to think back
retrospectively regarding how they initially constructed their roles and were socialized to

medical education. It was not a longitudinal study of the subjects’ socialization process
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nor did it involve first-hand observations by the researcher. Rather, this study focused on
the faculty developers’ remembered perceptions of how they were socialized to the
profession and learned the strategies of practice.

Because I work in the medical faculty development field, I remained alert throughout
the study to carefully safeguard the participant’s identity and to maintain a professional
research approach. Although confidentiality and anonymity in reporting were assured,
anonymity to the researcher was not provided. The quality of the data of the initial
survey and interviews, therefore, hinge on how honest and forthright participants were in
answering the questions. It appears that survey participants felt comfortable with my
assurances, although a few did choose to leave a particular question blank. In addition,
some of the interview participants wanted to know more about my background and asked
this in the context of wanting to know my familiarity with medical education and how
much they had to explain what they were saying. I typically provided a brief statement of
my previous work in faculty development in medical education but would hold any
further questions about myself until the end of the interview. I did not receive any
feedback that my comments about my experiences interfered with the interview and I

only shared the information if asked by the interviewee.
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Chapter Summary

In summary, obtaining the desired interview candidates proved to be somewhat
complex. The net was initially cast very wide to locate as many educators involved in
medical faculty development as possible. That pool was narrowed to those with 20% of
their time in faculty development activities and ten or more years in medical education.
Twenty interview participants were then randomly selected. The group of twenty was
further narrowed when it was discovered during the interviews that only twelve
participants truly met the study criteria. This process yielded a large amount of data,
though only some of it is relevant to the research question posed in this study and will be
discussed here. The data presented here can be used to further the knowledge on the
vitality of senior faculty developers in medical education as well as the literature on

socialization and faculty productivity.
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Chapter 4

WHO ARE MEDICAL FACULTY DEVELOPERS?

This chapter begins by providing some demographic data on the twelve participants
interviewed for this study. I will then provide a brief narrative description of each

participant.

Demographics of the Interview Participants

The twelve participants consisted of eight males and four females. The majority (8)
was age 55-64 (note: participants were only asked to indicate an age range). Eleven held
a doctorate degree and almost all were trained in educational psychology or education
areas (higher education, curriculum design, etc.). Ten participants were employed by a
university or medical college and two worked at a foundation or corporation. Eleven
participants held a faculty development title, with the remaining participant holding a
more encompassing title in Faculty Affairs. Seven held a traditional tenured, faculty
position (note: many participants held more than one job title). Tables 4.1 and 4.2

provide more detailed information on the participants.
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TABLE 4.1

Demographics of Interview Participants — Education (n = 12)

Gender Age Highest Discipline of Highest
Degree Degree
Male 8 |45-54yrs 4 |MA 1 Educational
Psychology 4
Female 4 55-64yrs 8 |EdD 2 Education 3
PhD 9 Sociology/
Political Science 2
Cumculum &
Instruction 2
Research
& Evaluation 1
TABLE 4.2
Demographics of Interview Participants — Employment (n = 12)
Primary Employer Funding Areas of Responsibility Faculty Rank
Source Note: Total exceeds 12 because
some participants had more
than one area
University or Institutional Faculty Professor 5
Medical College 10 | Funds 5 | Development 11
Associate
® Dept. of Family | Grant Educational Affairs/ Professor
Medicine 7* | Funds 2 | Medical Research & ® tenure 2
Development 2 ® no tenure 1
o Central Office 4° | Combination
(Dean’s Office, of Institution | Other Fellowship Adjunct
Education Office) | and Grant Programs (non-faculty Faculty 2
Funds 5 | development) 1
Clinical
Foundation or Graduate Faculty 1
Corporation 2 Education 2
Non-Faculty
Medical Student Position 1
Education 2

Note. a = one participant had a dual appointment in FM department and central office
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Although these twelve medical faculty developers exhibit many similarities, a great
deal of diversity exists among those non-physicians who are responsible for aspects of
medical faculty development. The broad responses I received from the entire survey
population with any percentage of work time spent in faculty development (n=377) didn’t
reveal specific patterns when analyzed. A brief exploration of the 58 survey respondents
who worked 20% of their time in faculty development and had worked in medical
education for ten or more years also yielded some variety (Appendix H). Professionals
may be doing faculty development full-time or as a part-time responsibility. Faculty
development may be “housed” at the department level of a university, at a central
university office, at a residency clinic or at a foundation/corporation. While some
professionals are actually given a faculty development title, many others hold titles in
other areas of medical education that receive the majority of their attention. Many
faculty developers bring their education training to their work roles while others bring
training as researchers, psychologists, or allied health professionals. The entire survey
population reflects this variety; however, it appears that some factors encourage retention
in the field. That is perhaps why the twelve subjects who participated in the interviews

are more homogeneous than the survey population.

Interview Participant Descriptions
This section provides a brief narrative description of each of the twelve interview
participants. Participants are referred to using pseudonyms, which protects their identity
but still allow the reader to keep track of who is being quoted. Other identifying features

have also been modified. Additionally, in order to protect the identity of the interview
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subjects, the data will also be reported thematically throughout this study rather than as

twelve individual case studies.

Barb

Barb has been in medical education for approximately 20 years and in faculty
development for about 14 of those years. She holds a bachelor’s and a master’s degree in
sociology and completed additional graduate coursework in public health. She is
currently an Associate Director of a faculty development fellowship program. The
university classifies her position as a Research Associate; she does not have faculty rank.
Although she does do some writing, overall she is much more of a practitioner and
administrator than a researcher in her current position.

She defines her faculty development role as “the glue that keeps the program together”
by being a generalist and utility person for the department’s fellowship programs. She
credits her success to her previous training in medical sociology, a supervisor who
initially mentored her in medical education, other directors who were willing to give her
a chance, and on-going learning on the job. She also believes that she has always been

able to look around her department and find a need that she is able to fill, thus ensuring

new areas of responsibility for herself.

Fred
Fred has been in medical education and faculty development for most of his
professional career. After completing his bachelor’s in science education and his

master’s in counseling, Fred taught in the military and higher education settings. He then
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began developing and directing courses in an allied health area and added faculty
development work onto that. He went back to school and completed a doctorate in
curriculum and instruction and then shifted from the allied health programs to medical
education programs. He has continued to work in medical faculty development and
medical student education at various institutions.

Today, Fred is an Associate Professor and is the Director of Faculty Development and
Education with the Department of Family Medicine at a large university. When
discussing his career, Fred highlights the mentoring he received from other educators
working in medicine, the first-hand experience he has had as a faculty member, and also
the satisfaction that he receives from contributing to the development of students and

faculty.

Judith

Judith possesses a bachelors and masters in a liberal arts area and a doctorate in
educational research and evaluation. She grew up with a physician-father and worked
previously as a social sciences teacher, but her medical education career began toward the
end of her graduate training. During the last year of her doctoral program, she took a
grant-funded position with an office of medical education. After graduating with her
PhD she sought out a professional position in medical education at another institution and
has remained in medical education ever since. Her career thus far has primarily occurred
at three different institutions and during that time she has established a department of

family medicine, developed a standardized patient program, coordinated faculty
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development efforts for primary care physicians, worked in predoctoral education,
written numerous grant funding applications and conducted educational research.

Today Judith holds a Professor rank and is a vice chair for educational and faculty
affairs within a Department of Family Medicine. Overall she has been very satisfied with
her career in medical faculty development, especially because it has consisted of so many

opportunities for her to apply her creative talents.

Kathryn

Kathryn’s entire professional career has been focused on medical education. After
completing a master’s degree in educational psychology, she entered medical education
as a research assistant and evaluator while continuing her education in a Ph.D. program.
She worked in this capacity for a number of years and gained knowledge in grant writing,
program evaluation and research design. After graduating with her doctorate, she made a
conscious choice to find a permanent position in medical education with faculty
development responsibilities. She then worked in various facets of medical education
over the years at three different institutions, and has been in her current position directing
an educational development office at a medical college since 1991. She also completed
an MBA and her rank is Professor.

Kathryn defines her role as being an advocate for education and educational concepts.
Her business background lends itself to a focus on quality, and her evaluation background
supports her interest in continually evaluating and assessing her programs, learners and
faculty. She enjoys working at a smaller school because she is able to have more impact

on the faculty and ultimately the students.
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Kim

Kim has worked in medical faculty development for over 20 years. After completing
bachelor’s and master’s degrees, she began working in student affairs within higher
education. She soon realized she liked working with faculty members but would need a
PhD to be successful. She began a PhD program in Educational Psychology and was
introduced to medical education and faculty development shortly thereafter when a
graduate assistant position arose that involved consulting with medical faculty about their
teaching. After completing her doctoral work she became a Director of Faculty
Development at a medical college and established a successful career in medical faculty
development at this institution and nationally.

Kim currently has Professor rank and works in faculty development, educational
evaluation and academic affairs at the medical college. She believes those who started
before her have mentored her well in her career and she works hard to build relationships

on her campus, within regional organizations and with national colleagues.

Larry

Larry joined the ranks of medical faculty developers after a career in secondary
education teaching and administration. He was also a Peace Corps volunteer. After
completing a doctorate in educational psychology, he moved into post-secondary
education as a director of counseling. Then in his early 40’s he was recruited into a
medical faculty development position at an institution that focuses on helping
community-based, family medicine physicians gain the teaching skills needed for an

academic career. Currently he is now in his early 60’s and is the Director of Faculty
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Development at this same institution. The institution operates independently but Larry
does hold adjunct faculty appointments from affiliated medical schools.

Larry defines his faculty development role as a coach and mentor, and uses an
individualized approach that draws on his counseling skills. He spends considerable time
completing administrative tasks necessary for running the program and writes grants to
fund their work. He is active at the national level in organizations, committees and grant-
funding agencies. Although he is a well-known presenter, he only publishes about once

every year or two partially because it is not required for his current position.

Michael

Michael’s career in medical faculty development spans about twenty years and has
occurred primarily within one institution. He was trained in the sciences and then
received masters’ degrees in counseling and educational psychology and a doctorate in
educational management. His professional work followed his degrees with his initial
work in international education as a science instructor followed by work as a therapist.
After one year working in a hospital and directing a faculty development program, he
helped co-found a faculty development center and residency program health center for
primary care. He has remained at this institution ever since and continues to work on
both the faculty development areas and the residency education areas. He has a non-
tenured clinical faculty appointment with an area medical school.

His style is entrepreneurial in nature and he easily integrates organizational
psychology concepts into all his work. He believes that his background in the sciences

has helped him when working with the residents and physicians.
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Paul

Paul’s entire career has been focused on teaching and learning after receiving his
bachelor’s in science and his master’s and doctorate in education. He initially worked at
a university in teacher education but was unable to secure a full-time, tenure track
position because of the competitive climate and the abundance of PhD-trained educators
at the post-secondary level. A graduate school friend contacted Paul because he was
leaving his evaluation and faculty development position at a college in another state and
encouraged Paul to apply. Over the next two decades, Paul has worked in various aspects
of medical education and faculty development at five different institutions. Currently he
1s in his mid-50’s and is a Director of Faculty Development and Adjunct Associate
Professor for the Department of Family Medicine at a medical college. His college does
not give faculty rank to PhD educators.

Paul defines his faculty development role as an individualized facilitator of learning.
He identifies himself as a practitioner although he would like to try to do more evaluation

and publication in the future.

Ray

Ray has worked in medical education for almost 30 years. After completing
bachelor’s and master’s degrees in mathematics, he served abroad in the Peace Corps as
an instructor and then taught in a mid-west high school. He entered a doctoral program
in educational psychology and was introduced to medical faculty development through a
grant-funded position he held while completing his dissertation. He shares that the late

70’s were a time of tremendous growth for medical faculty development and that there
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were a number of new positions that began then. He believes he was fortunate to have a
number of mentors and colleagues to learn from during that time. His initial entry was in
research, which segued into educational consulting and faculty development over the
years.

Today Ray holds a Professor rank at a large research university where he is also the
Director of Faculty Development in the Department of Family Medicine. He views his
role as an education generalist and a mentor to the physi<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>