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Abstract

Medical education has evolved to become a discipline in its own right. With demands on medical faculties to be socially

responsible and accountable, there is now increasing pressure for the professionalisation of teaching practice. Developing a cadre

of professional and competent teachers, educators, researchers and leaders for their new roles and responsibilities in medical

education requires faculty development. Faculty development is, however, not an easy task. It requires supportive institutional

leadership, appropriate resource allocation and recognition for teaching excellence.

This guide is designed to assist those charged with preparing faculty for their many new roles in teaching and education in both

medical and allied health science education. It provides a historical perspective of faculty development and draws on the medical,

health science and higher education literature to provide a number of frameworks that may be useful for designing tailored faculty

development programmes. These frameworks can be used by faculty developers to systematically plan, implement and evaluate

their staff development programmes.

This guide concludes with some of the major trends and driving forces in medical education that we believe will shape future

faculty development.

Introduction

What is faculty development? A historical
perspective

At one time, anyone who graduated from medical school was

considered capable of teaching. It became apparent, however,

that teaching was not an innate gift. Besides content, teaching

also involved ‘process’, and to develop the ‘art’ of teaching,

academics required support (Benor 2000). So, began some

of the first ‘faculty development’, also referred to in the literature

as ‘professional development’ or ‘staff development’ (Guskey

2003, Steinert 2005). The purpose of this early ‘teacher training’

was generally to prepare academic faculty members for

teaching, which was their primary responsibility at that time.

As an academic’s repertoire of responsibilities evolved to

include research and administration, the concept of faculty

development expanded, largely to strengthen the academic

base of institutions (Bland & Stritter 1988; Hitchcock et al. 1993;

Wilkerson & Irby 1998; Steinert 2000, 2005; Steinert et al. 2003;

Harris et al. 2007). Sheets and Schwenk (1990) capture this in

their definition of faculty development:

‘‘Any planned activity to improve an individual’s

knowledge and skills in areas considered essential to

the performance of a faculty member in a depart-

ment or a residency programme (e.g. teaching skills,

administrative skills, research skills, clinical skills)’’.

Tables 1 and 2 reflect this evolving conception of faculty

development. Table 1 is a chronological summary of some

important contributions to academic development in medical

education spanning more than three decades, while Table 2

summarizes the major trends and driving forces in medical

education which we believe have influenced faculty develop-

ment over the past thirty years.

The theories underpinning student learning have played

a major role in the evolution of staff development (Table 2).

For example, in line with the behaviourist theory in vogue

Practice points

. Faculty development is not a luxury. It is an imperative

for every medical school.

. Sustainable faculty development requires a medical

education unit/department staffed with respected faculty

developers who are academic role models.

. Faculty development needs to be systematic, involving

planning, implementation and evaluation.

. The outcomes of faculty development should be realistic

and measurable (i.e. task-oriented).

. Faculty development should be tailored to suit the needs

of individuals, disciplines and the institution.

. Activities used in faculty development programmes

should encourage experiential learning and reflection

(e.g. peer evaluation, portfolios).

. Faculty development should strive for collaboration

across medical disciplines, and where possible, across

professions.
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Table 1. Chronological evolution of faculty development in medical education (some important contributions from 1975 to present).

Authors Suggestions/highlights

Gaff (1975) Faculty development in higher education perceived as activities that assist teachers to

. Improve their teaching skills

. Design better curricula

. Improve the institutional culture

Centra (1976) Defined faculty development as the broad range of activities used by institutions to renew or assist faculty to undertake

their expected roles. Feedback from students was considered effective in changing teacher behaviour only when

teachers were provided with individual consultation and suggestions for improvement.

Stritter (1983) Divided faculty development into three categories:

. Technical assistance (more or less at an individual level)

. High faculty involvement (‘professional socialization’, e.g. through workshops; collaborative educational research)

. Assessment (by peers, students and self-assessment, with feedback)

Bland & Schmitz (1986) Faculty development included skills other than teaching. Primary goal of faculty development had changed from

recruiting and training faculty to building the academic base of a specialty by developing research capacity though

fellowships, advisors, mentors, etc.

Bland & Schmitz (1988) Faculty development provides faculty and institutional vitality. Strategies to improve vitality at 3 levels:

. Institution (e.g. altering personnel policies, redefining mission)

. Department/college (organisational development and practice, e.g. providing administrative assistance)

. Individual faculty members (faculty exchange, peer consultation, cross-departmental teaching)

Sheets & Schwenk (1990) Faculty development is ‘any planned activity to improve an individual’s knowledge and skills in areas considered essential

to the performance of a faculty member in a department or a residency programme (e.g. teaching skills, administrative

skills, research skills, clinical skills)’.

Reported a paucity of research and evaluation in which participants were directly observed and outcomes gathered.

Hitchcock et al. (1993) Major conclusions from a review of the literature:

. Concept of faculty development is evolving and expanding (e.g. professional academic skills; ethics, clinical and

research skills)

. Teaching skills still prominent aspect of faculty development

. Post-residency fellowships are effective to recruit and train of new faculty

. Institutional environment is important in faculty development (to improve productivity)

. Faculty evaluation is an effective approach to faculty development

. More research into outcomes of faculty development required

. Different faculty development models required for different faculty

. Faculty development centres increasing

Wilkerson & Irby (1998) Faculty development strategies influenced by theories of learning in vogue and research findings.

Comprehensive faculty development should include

. Professional development (orientation)

. Instructional development (improved practice, e.g. through mentoring)

. Leadership development (leading to medical educators)

. Organisational development (rewards for teaching)

Steinert (2000) To keep pace with changes, faculty development will need to broaden its focus by

. Using diverse learning methods

. Being underpinned by learning theories

. Fostering partnerships and collaboration

. Rigourously evaluating interventions

Steinert et al. (2006) In a best evidence medical education (BEME) study focusing on the outcomes of faculty development evaluation,

the authors suggest using Kirkpatrick’s (1994) four levels of outcomes to frame evaluation. In the authors’ view,

conclusions could not be drawn from many studies as the outcomes were not measured.

M. McLean et al.
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in the 1970s, faculty development aimed to develop the

attributes and competencies of the ‘good’ teacher: someone

who could use various teaching aids, reinforce important

concepts and communicate effectively (Wilkerson & Irby

1998). In the 80s and 90s, reform to more student-centred and

self-directed learning required a metamorphosis of the teacher,

from a didactic conveyer of knowledge to a facilitator of

student learning (Entwistle & Ramsden 1983; Knowles 1988).

To make this transition, teachers needed new skills, which

required training. The dawning of the new millennium

brought ‘outcomes-based education’, with competencies

being identified for graduating medical students (Harden

et al. 1999; Carraccio et al. 2002; Simpson et al. 2002).

Faculty development followed suite, and the various roles of

the medical teacher, from clinical expert to mentor and

role model, were further expanded and defined (Harden &

Crosby 2000) (Figure 1).

Not long afterwards, Hesketh et al. (2001), using the three

circle model (Harden et al. 1999), defined the intelligences of

an excellent clinical teacher. These twelve intelligences

embodied knowledge, skills and attitudes, such that the right

person was doing the correct procedure or task properly

with the appropriate attitude and behaviour (Box 1).

These competencies matched the medical education discourse

at that time, emphasizing issues such as patient safety,

professionalism, evidence-based medicine, student-centred

learning and self-assessment.

As institutions and individual disciplines strive to skill

medical teachers, researchers and administrators for their

evolving and current responsibilities, the competencies of

faculty members are continuously being redefined.

Acknowledging that individual faculty members cannot excel

in all of the recognized responsibilities, a trend of a ‘division of

labour’ has emerged in some academic disciplines (Tedesco

et al. 2002; Harris et al. 2007). A multi-disciplinary team

recently charged with identifying competencies for different

responsibilities in Family Medicine identified four major areas

of responsibility (encompassing ten roles) of faculty members

involving different combinations of teaching, research,

education and administration (Harris et al. 2007) (Box 2).

Although teaching was viewed by that team as an activity in

which all discipline members engaged, Leinster (2003) is,

Box 1. Defining the competence of the “excellent” clinical teacher: Hesketh and colleagues’ (2001) 

application of the three circle model (Harden et al., 1999). 

Performance of tasks: Technical intelligences 

“Doing the right thing”  

  What the doctor as a teacher is able to do  

1. Teach large and small groups (7 tasks) 

2. Teach in a clinical setting (9 tasks) 

3. Facilitate and manage learning (12 tasks) 

4. Plan learning (8 tasks) 

5. Develop and work with learning resources (9 tasks) 

6. Assess trainees (9 tasks) 

7. Evaluate courses and undertake research in education (4 tasks) 

Approach to tasks: Intellectual, emotional and analytical and creative intelligences 

“Doing the thing right”  

   How the doctor approaches teaching 

8. Intellectual intelligence: With understanding of principles of education (15 

concepts, e.g. learning styles, distance learning, principles of change) 

9. Emotional intelligence: With appropriate attitudes, ethical understanding and legal 

awareness (12 attributes, e.g. enthusiasm, empathy and interest, respect) 

10. Analytical and creative intelligence: With appropriate decision-making skills and 

best evidence-based education (4 abilities, e.g. prioritises workload as teacher, 

uses evidence-based medical education as the basis of teaching) 

12 intelligences 

 Doing the right thing = 

performance of tasks              

(7 technical intelligences),  

 Doing the thing right = 

approach to tasks                   

(3 intellectual, emotional, 

analytical and creative 

intelligences), and  

 The right person doing it = 

professionalism                       

(2 personal and professional 

intelligences) 

 

 

Professionalism: Personal intelligences 

“The right person”   

   The doctor as a professional teacher 

11. The role of the teacher or trainer within the health service and the university (9 

requirements, e.g. understands teaching responsibilities, maintains acceptable 

balance between service, teaching and research) 

12. Personal development with regard to teaching (3 requirements, e.g. reflects upon 

and aware of own strengths and weaknesses, keeps abreast of new teaching and 

learning techniques) 

Figure 1. The twelve roles of the medical teacher, from

content expert to professional role model (Harden & Crosby

2000).

M. McLean et al.
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however, of the opinion that not every consultant should

teach. Leinster argues strongly for teaching to be the domain of

those with genuine interest and ability. If faculty development

is to address institutional, discipline and individual faculty

needs, each medical school will need to decide on the specific

roles and responsibilities of different faculty members within

the context of its unique educational environment.

While Sheets and Schwenk’s (1990) definition of faculty

development is probably still largely applicable today, much

has, however, changed (and is still changing) in medical and

health professions education, warranting a new definition.

In redefining faculty development, cognisance should be

taken of the broadening concept of ‘faculty’. To this end,

shorter patient stays, increasing student numbers, chronic

disease, as well as the requirement of accreditation bodies for

additional primary health care exposure during training, have

increased students’ ambulatory and community-based experi-

ences (GMC 1993; Bligh et al. 2001; Irby & Wilkerson 2003;

Clark et al. 2004; Houston et al. 2004; Holman 2004) – ‘Clinical

education must reflect the changing patterns of healthcare and

provide experience in a variety of hospitals, general practices

and community medical services’ (GMC 1993).

Thus, teachers of today’s medical students may now

include clinicians in private practice, community preceptors

as well as practitioners from other health care professions,

such as physiotherapists, nurses and social workers (Eitel et al.

2000; Steinert 2005). As their teaching experience and level of

teacher training will vary (Clark et al. 2004; Houston et al.

2004), faculty development should therefore include any

individual involved in teaching undergraduate medical

students or supervising post-graduates. Considering the busy

schedules of many health care professionals and the complex-

ity of curricular models, faculty development may need to

be scheduled off-site, in community clinics or hospitals

(Skeff et al. 1997a, b; Steinert 2005). An inclusive use of

‘faculty’ has therefore been adopted in this guide.

Why the need for a guide?

Planning and implementing faculty development is not an easy

task. There are probably as many barriers to implementing

a faculty development programme as there are factors driving

the process. As a result of some of these forces, the focus of

faculty development has shifted from individual teacher

development to a more institutional and systematic planning

approach, which some may perceive as top-down, and at the

expense of individual academics (Hill & Stephens 2004).

While the unique context of each institution will impact on

how faculty development is managed, we believe that any

faculty development programme should address both the

professional (i.e. in the interest of the institution) and the

personal (i.e. benefiting the individual) development of

teachers. Faculty developers have a significant role to play as

agents of change in terms of the promoting an institutional

culture that values both the personal and professional

development of individual faculty members.

The medical, health sciences and higher education

literature abounds with descriptions of the many and varied

faculty development programmes (Wilkerson & Irby 1998;

Prebble et al. 2004; Steinert et al. 2006; Skeff et al. 2007).

Not always forthcoming, however, is the effectiveness

(i.e. meaningful outcomes, such as improved teaching

practice) of many of these interventions (Prebble et al. 2004;

Steinert 2005; Otto et al. 2006; Steinert et al. 2006). Evaluation

has often relied on perceived, self-reported benefits rather

than monitoring and assessment of actual teaching practice,

making it difficult to judge the effectiveness of faculty

development. With more than 30 years of experience and

research on faculty development in medical education and

even more in higher education upon which to draw (Table 1),

this guide aims to identify some of the principles that have

been reported to contribute to ‘effective’ and successful faculty

development. These principles might assist faculty developers

tailor their academic development programmes to meet not

only institutional needs, but also those of different disciplines

and individual faculty members.

What will be covered in this guide?

To discuss faculty development in its broadest context

(i.e. teaching, research, administration, leadership) is beyond

the scope of this guide. Direction will therefore be provided in

terms of the ‘teaching’ aspect only. Research involving

teaching practice and student learning cannot, however,

be excluded from any discussion of the teaching profession,

as medical and health education research is evidence of

scholarship (Glassick et al. 1997; Glassick 2000; Cook et al.

2007). As the discipline of medical education requires

educational scholars and professional leaders and adminis-

trators, some academics need to be nurtured for these roles.

By reviewing the past and current literature on faculty

development in medical and higher education and by

providing suggestions on planning and implementing mean-

ingful staff development, we also hope to provide insight into

how faculty development may need to evolve to meet the

future challenges of medical education.

Who should read this guide?

This guide aims to assist faculty developers who have been

tasked with supporting teachers and supervisors of medical

students. We hope that faculty developers in allied health

professions will also find the guide useful as similar principles

will apply, particularly in the light of an increasing emphasis

on interprofessional learning (Parsell & Bligh 1999; Bligh et al.

2001). Undergraduate teachers and post-graduate supervisors

Box 2. Categories of faculty members (and roles) in
Family Medicine (Harris et al. 2007)

Teacher-Administrator (e.g. Chair; Residency Director; Clinic Director)

Teacher-Educator (e.g. Director of Education; Pre-doctoral Director;

Clerkship Director)

Teacher-Researcher (e.g. Research Director; Research Faculty)

Teacher-Clinician (Community Preceptor; Clinical Faculty)

Faculty development: Yesterday, today and tomorrow
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may use the guide as a resource for reflecting on their specific

needs in terms of their personal (i.e. career advancement) and

professional (i.e. for institutional accreditation) development

as teachers, medical educators and academic leaders.

What assumptions and principles are embodied
in this guide?

The primary assumption embodied in this guide is that faculty

development must ultimately serve the overarching goals

of medical education i.e. improving patient and community

care by training and educating quality medical practitioners.

This we believe is achieved by developing professional

teachers, educators, researchers and administrators who are

genuinely committed to the holistic development of health

care practitioners and to improving student learning. Figure 2

reflects this hierarchical framework, which informs much

of this guide.

Several other assumptions are embodied in this guide:

. Medical education is a profession in its own right,

overseen by specialist educators and medical educators.

There should therefore be faculty development

programmes that promote the development of communities

of practice – professional medical educators, administrators,

researchers and educational leaders.

. The use of ‘teacher’ and ‘educator’ in this guide refers to

different levels of professional development. Although

perhaps oversimplistic, we use ‘teacher’ as a generic term

assigned to an individual with little or no formal teaching

qualification but who teaches, currently an expectation of

most academics. An ‘educator’, on the other hand, is more

scholarly, and will often have a higher or medical education

qualification and is involved in medical education research.

Academic development units or departments are generally

staffed by educators and medical educators.

. Faculty development serves many purposes, ranging from

individual staff development in terms of teaching, research,

administration or career opportunities, to meeting the

accountability needs of an institution. Faculty development

should therefore be planned at different levels: individual,

departmental, institutional, regional, national or interna-

tional (Skeff et al. 1997a, b). This guide is directed at faculty

development at the institutional level, which would then

involve programmes designed for individual teachers,

disciplines and the entire faculty. The growing role of

regional, national and international co-operation in faculty

development is acknowledged.

. Faculty development programmes should promote both the

personal and professional development of academic staff.

While accreditation will drive professionalization of the

discipline, institutions will need to ensure that their faculty

development programmes provide opportunities for faculty

who wish to pursue a career in medical education.

Although examples of such faculty development pro-

grammes are rare (Steinert 2005; Pololi & Frankel 2005),

Knight et al. (2007) believe that they are not impossible

to design.

With medical curricula increasingly addressing issues such as

patient safety, ethics and community development (Bligh

et al. 2001; Irby & Wilkerson 2003), social responsibility and

accountability must be taken into account in faculty develop-

ment programmes. A more comprehensive definition of faculty

development at an institutional level in the 21st century might

then read something along the lines of:

The personal and professional development of

teachers, clinicians, researchers and administrators

to meet the goals, vision and mission of the

institution in terms of its social and moral responsi-

bility to the communities it serves.

The rationale for such a definition will hopefully become

evident as the reader progresses through the guide.

What drives faculty development?

While Gruppen et al. (2006) have identified three main driving

forces (public accountability, the changing nature of

health care delivery and the need to sustain academic vitality)

of faculty development, several others, both internal and

external, also warrant consideration.

A. Internal factors

Socialization into the institutional culture. Recruitment

into academic institutions is a costly exercise, consuming up

to 5% of the annual operating budget (Waldman et al. 2004).

Improved student learning
(e.g. through appropriate

assessment, reflection, etc.)

Professional teachers,
educators, researchers, administrators

(with appropriate knowledge, 
skill, attitudes)

FACULTY DEVELOPMENT

Competent, caring practitioners

Improved patient and

community outcomes

Figure 2. Relationship between faculty development and

the overarching outcomes of medical education.

M. McLean et al.

560

M
ed

 T
ea

ch
 D

ow
nl

oa
de

d 
fr

om
 in

fo
rm

ah
ea

lth
ca

re
.c

om
 b

y 
K

ar
ol

in
sk

a 
In

st
itu

te
t U

ni
ve

rs
ity

 L
ib

ra
ry

 o
n 

01
/2

7/
15

Fo
r 

pe
rs

on
al

 u
se

 o
nl

y.



It therefore makes fiscal sense for an institution to invest

in the development of its faculty members, who some regard

as the institution’s most valuable asset (Whitcomb 2003).

Ideally, this investment should begin at the time of appoint-

ment. Orientating new faculty into their roles and responsi-

bilities should pay dividends in terms of staff retention.

Preparation for teaching. It would be true to say that most

medical academics have received little or no training

or preparation for their teaching responsibilities. This is

understandable, given that academic appointments in medical

faculties are typically based on a combination of a relevant

professional (usually clinical) qualification and research

excellence. Rarely are academics required to demonstrate

teaching experience or evidence of teacher training, much less

possess a higher education or medical education qualification,

leaving many ill-prepared for their teaching responsibilities.

This lack of preparedness is becoming more acute with

widening student diversity, integrated curricula, new

technologies (e.g. simulation and e-learning), the unpredict-

ability of future clinical practice and as the evidence

supporting the benefits of good teaching practice on student

learning accumulates.

We believe that becoming an effective and exemplary

teacher and then an educator is a developmental process (Riley

1993; Higgs & McAllister 2007a,b). It is generally accepted that

one’s approach to teaching reflects one’s conception of

teaching and learning (Trigwell 1995; Kember 1997; Prosser

& Trigwell 1997; Lueddeke 2003; Richardson 2005; Prebble

et al. 2004). Conceptions range from reproductive, in which

teaching is perceived as knowledge transmission, to a

transformative conception in which teaching is perceived as

fostering not only cognitive but also affective change in

learners. As there is little evidence suggesting that teaching

experience alone promotes the adoption of transformative

conceptions (Norton et al. 2005), it is becoming imperative that

institutions invest in and support their teaching faculty in

transforming their conceptions, which should then improve

their teaching practice. For individuals who choose a ‘teaching’

career path (i.e. personal development), this professional

development can be followed through to its logical conclusion:

from teacher, to scholarly teacher, to educational scholar

(Cohen et al. 2005; Fincher & Work 2006) or perhaps

educational leader (Eitel et al. 2000; Steinert et al. 2003;

Rogers 2005; Cohen et al. 2005). Rogers (2005) recommends

that institutions take a proactive stance in this regard. To this

end, an institution that truly values both the professional and

personal development of its staff will nurture those interested in

becoming educational scholars, leaders, researchers and/or

service providers. In practical terms, this may require actively

identifying educational ‘champions’ as potential educational

leaders. Through reflection, nurturing and continued institu-

tional support, some teachers may develop into the much

needed educational leaders and scholars (Rogers 2005).

To provide support, advice and feedback for teachers to

improve their practice, Weimer and Lenze (1997) describe

three models:

. The professional service model, in which a consultant

provides organizational or technical support. In this model,

face-to-face consultative sessions between individual

faculty members and faculty developers appear effective

in assisting teachers to interpret and reflect on their

performance. In other instances, some staff may require

assistance with particular curriculum issues, while those

applying for promotion may need support to develop

teaching portfolios, while those registered for post-graduate

medical education degrees may need assistance with their

research proposals.

. The counselling model, in which a consultant assists

teachers to seek solutions to their own problems and

challenges. Individual staff members may, for example,

seek advice following poor student evaluation.

. The collegial model, in which two peers provide

mutual guidance. The model can be extended to include

a group of colleagues. Mentoring could be included in this

model.

It is likely that a combination of these models will be effective,

as each caters for different needs. Faculty developers should

seriously consider including mentoring in their faculty devel-

opment programmes. While only a few studies have reported

on the impact of peer faculty mentoring on student outcomes,

research findings support the concept. Mentoring, through the

creation of a culture of professional inquiry, may foster a non-

threatening environment for socializing newcomers, promoting

collaborative networks, developing career paths and encoura-

ging meaningful academic encounters (Pololi et al. 2002;

Steinert 2005; Ramani 2006). Ramani (2006) advocates the

appointment of a panel of senior academic staff to guide

and mentor junior faculty and newcomers. In a more global

context, part of the success of the Foundation for the

Advancement of International Medical Education and

Research (FAIMER) in terms of establishing international

networks and collaborative links rests with its mentoring

programme (Burdick et al. 2006).

Sustaining academic vitality. Stress and burnout amongst

medical teachers is common (Harden 1999). Increasing

student numbers, managed health care, administrative and

research responsibilities all need to be factored into the

changing roles and responsibilities of the medical school

academic (Skeff et al. 1997b). To promote academic vitality,

appropriate faculty development programmes linked to

rewards and incentives would assist in retaining teachers,

clinicians, researchers and administrators (Bland & Stritter

1988; Hitchcock et al. 1993; Wilkerson & Irby 1998; Bligh 2005;

Gruppen et al. 2006). From Bligh’s (2005) perspective,

‘Faculty development programs are outward signs of the

inner faith that institutions have in their workforce’.

B. External factors

Meeting society’s needs. While the overarching goal

of medical education is to improve health care delivery

(GMC 1993, Boelen 1999), the health care needs of society are

constantly changing. As today’s incoming medical students will

be practicing medicine a decade after they begin their studies,

we need to prepare them to meet the largely unknown future

Faculty development: Yesterday, today and tomorrow
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challenges of their profession. These sentiments resonate

loudly in an early GMC (1993) document:

Given the pace at which the horizons of medical

science and technology expand, we can be certain

that the doctors of tomorrow will be applying

knowledge and deploying skills which are at present

unforeseen . . . We cannot teach science that is as yet

undiscovered nor can we forecast its future implica-

tions. But some of the present day art and science of

medicine is fundamental to its practice and will

certainly endure . . . For the rest, we can best strive to

educate doctors capable of adaptation and change,

with minds that can encompass new ideas and

developments and with attitudes to learning that

inspire the continuation of the educational process

throughout professional life [p. 4].

The task of training adaptable, quality health care providers

who are life-long learners requires a cadre of informed,

competent, dedicated and professional clinical teachers,

educators, researchers and administrators. A considerable

onus and social responsibility therefore rests with individual

medical faculties to provide appropriate training and support

for anyone who teaches or supervises its learners.

Accountability and the professionalization of teaching

practice. Accountability is a fact of life in tertiary education.

As Brown (2000) pointed out almost a decade ago, ‘teaching is

rarely the only occupation of an academic . . .. And yet it is the

most public aspect of the work, in that students, employers

and other stakeholders often focus on that part of the

academic’s role’.

The public, as well as government and professional bodies

have the right to demand regular teaching audits of institutions

of higher learning (including medical faculties) as part of

quality assurance (Benor 2000; Eitel et al. 2000; Dearn 2005;

Fry 2006; Skeff et al. 2007). Measurable outcomes in many

accreditation documents increasingly refer to the need for

teachers to professionalise their practice, for which they

should be rewarded (e.g. World Federation for Medical

Education 2003, HPCSA 2004) – ‘Medical schools should

establish effectiveness-related standards of performance for all

teaching staff. . .. Qualifications in medical education should be

recognized for promotion’ (HPCSA 2004).

Although Benor (2000) predicted that certification would be

necessary for clinical teachers by 2020, the writing was already

on the wall long before that article was published. In the United

Kingdom, the Standing Committee on Postgraduate Medical

Education had highlighted a need to improve the standards of

clinical teaching (SCOPME 1992), while the ‘Dearing Committee’

had recommended accredited training programmes for all

academics at tertiary institutions (Dearing 1997).

Despite these numerous national and international

recommendations, the professionalization of teaching practice

has been slow. Academic appointments at most tertiary

institutions still do not require educational qualifications.

Recent renewed efforts calling for certification have, however,

been voiced by the UK’s National Professional Standards

Framework in which competencies (knowledge, skills and

professional values) for higher education faculty have been

defined (HEA 2006; Fry 2006) (Box 3). Such competencies

might be a good starting point for reflecting on generic skills

and abilities of all teachers in tertiary education, including

medical education. Importantly, continuing professional

development and teaching scholarship feature prominently

on this list.

A similar picture emerges for the United States. The Ad Hoc

Committee of Deans of the Association of American Medical

Colleges (2004) recommended that medical schools develop

and support a cadre of outstanding clinicians and clinical

teachers with education as their main responsibility

(AAMC 2004). Probably in response to this, the clinician-

educator fellowship programmes offering protected time for

personal and professional development which emerged at a

number of American academic medical centres continue to

flourish (Skeff et al. 1997a, b; Viggiano et al. 2000; Skelton

2003; Gruppen et al. 2006).

With recommendations for minimum global standards and

core competencies in medical education (e.g. WFME; Institute

for International Medical Education, IIME), the pressure for

Box 3. Competencies identified by the UK’s National
Professional Standards Framework for Teaching and
Supporting Learning in Higher Education, published in
February 2006 (HEA 2006, Fry 2006)

Areas of activity

1. Design and plan learning activities and/or programmes of study

2. Teach or support student learning

3. Assess and provide feedback to learners

4. Develop effective learning environments and provide student

support and guidance

5. Integrate scholarship, research and professional activities with

teaching and learning

6. Evaluate practice and undertake continuing professional

development

Core knowledge
Knowledge and understanding of:

1. Subject material

2. Appropriate methods of teaching and learning in the subject area

and at the level of the academic programme

3. How students learn, generally and within the subject

4. Use of appropriate learning technologies

5. Methods of evaluating the effectiveness of teaching

6. The implications of quality assurance and enhancement of profes-

sional practice
Professional values

1. Respect for individual learners

2. Commitment to incorporating the process and outcomes of relevant

research, scholarship and/or professional practice

3. Commitment to developing learning communities

4. Commitment to encouraging participation in higher education,

acknowledging diversity and promoting equality of opportunity

5. Commitment to continuing professional development and evaluation

of practice

M. McLean et al.

562

M
ed

 T
ea

ch
 D

ow
nl

oa
de

d 
fr

om
 in

fo
rm

ah
ea

lth
ca

re
.c

om
 b

y 
K

ar
ol

in
sk

a 
In

st
itu

te
t U

ni
ve

rs
ity

 L
ib

ra
ry

 o
n 

01
/2

7/
15

Fo
r 

pe
rs

on
al

 u
se

 o
nl

y.



accreditation now extends beyond a country’s borders

(Hamilton 2000; Lilley & Harden 2003; Stern et al. 2003;

2005; Karle 2006). These global accreditation calls have been

flamed to a large extent by the worldwide proliferation of

medical schools and by increasing numbers of medical

students and health care workers studying and/or seeking

employment abroad. Standards for medical teachers

and educators are included in these global requirements

(Steinert et al. 2003; Purcell & Lloyd-Jones 2003; Lilley &

Harden 2003). As an example, the WFME (2003) requires that

as a basic standard of staff development

‘the medical school must have a staff policy which

addresses a balance of capacity for teaching,

research and service functions, and ensures recogni-

tion of meritorious academic activities, with appro-

priate emphasis on both research attainment and

teaching qualifications.’

The WFME quality standard requires, in addition, that ‘the staff

policy should include teacher training and development and

teacher appraisal’. Quality recruitment standards in the WFME

document also refer to criteria relating to educational, research

and clinical merit, which should be reflected in an institution’s

mission statement (WFME 2003).

In addition to training medical students in the art and science

of medicine, our medical graduates are also expected to teach.

‘All doctors have a professional obligation to

contribute to the education and training of other

doctors, medical students and non-medical health-

care professionals on the team . . . . Graduates must

understand the principles of education as they are

applied to medicine. They will be familiar with a

range of teaching and learning techniques and must

recognise their obligation to teach colleagues.

They must understand the importance of audit and

appraisal in identifying learning needs for themselves

and their colleagues’ (GMC 1999).

As the development of ‘principles of education’ must take

place during their training, this responsibility rests with

their teachers, and ultimately, with the institution. Medical

education has, however, fallen short in terms of developing

these teaching skills in its graduates, with few undergraduate

or graduate medical curricula including this component in their

training. The American Medical Students’ Association,

recognizing this omission, has proactively, in collaboration

with Mount Sinai School of Medicine, designed the

‘Training Tomorrow’s Teachers Today’ programme to enhance

students’ clinical teaching and academic leadership skills.

The programme also trains medical students to undertake

medical education research (Smith et al. 2007a). Faculty

developers could learn much from these student endeavours.

Irrespective of the forces driving faculty development,

success and sustainability will ultimately depend on the

commitment to change and the change in individual

teachers (i.e. attitudes, behaviour, conceptions, and hopefully

teaching practice). While the decision for personal develop-

ment as an educator or educational leader essentially rests with

individual faculty members, institutional leaders must,

however, bear the moral responsibility for the professional

development of the faculty they recruit or the individuals who

teach their students. This is an institution’s social responsibility

to the communities it serves.

What are the barriers to faculty development?

Many factors may impede faculty development, ranging from

unsupportive leadership, resistance to change, lack of faculty

motivation and an unwillingness of faculty members to

acknowledge deficiencies in their teaching ability, knowledge

or skills (Hitchcock et al. 1993; Steinert 2005). For Skeff et al.

(1997b), three major barriers impact on faculty development:

lack of institutional support, misconceptions and attitudes of

teachers and the relative paucity of research on what

constitutes effective teaching improvement.

Lack of institutional support for faculty development

The institutional culture affects the value ascribed to faculty

development. A number of contextual and situational factors

(e.g. leadership; appropriate rewards) within institutions and

even within different disciplines may contribute to this

mismatch, including the value assigned to teaching (Healey

2000; Knight & Trowler 2000; Richardson 2005; Norton et al.

2005). These factors can also impact on an institution’s

commitment and resource allocation and hence participation

in faculty development (Hitchcock et al. 1993; Ramani 2006;

Simpson et al. 2006). While mission statements of most

medical faculties generally advertise teaching as a priority,

it is often research which triumphs (Hitchcock et al. 1993;

Clark et al. 2004; Steinert 2005). If senior faculty administrators

pay only lip service to faculty development, academic staff will

perceive little need to participate and will spend their time

where they derive most personal benefit. Historically, this has

been research and clinical service. In addition, the motivation

of teachers with a genuine interest in student learning may be

undermined if reward systems focus on research prowess

or revenue generation.

At institutions where research remains the ‘gold standard’

for appointment and promotion, participation in faculty

development may require negotiation. A similar situation

could arise if faculty development is perceived as a political

‘top-down’ approach, with little or no personal or professional

reward (Hill & Stephens 2004). Fortunately, with accreditation

bodies advocating more student-centred curricula and requir-

ing ‘professionalisation’ of teaching (Eitel et al. 2000; HEA

2006; Fry 2006), faculty development should become an

integral institutional activity. Inspirational and supportive

leadership is, however, critical (Gale & Grant 1997;

Bland et al. 2000). From Whitcomb’s perspective (2003),

if faculty members are viewed as valuable assets and rewarded

for their educational contributions, faculty development then

becomes an institutional investment, and, ‘by enabling faculty

members to meet individual goals as teachers, scholars and

leaders, the broader goals and missions of the educational

institutions are also met’ (Boucher et al. 2006).

Boyer’s (1990) identification of four scholarships, followed

by Glassick et al. (1997) criteria for measuring these
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scholarships, has provided a template for recognizing and

rewarding excellence and scholarly activities in all spheres of

academia. ‘Teaching scholarship’ can now be evaluated and

rewarded in the same way as research or clinical service. With

medical education having gained recognition as a profession

in its own right, staff development programmes can address

not only the professional development of faculty members, but

also the personal development of those who wish to pursue a

career as a medical educator or educational leader. The

teaching fellowships, academies of teaching excellence (Skeff

et al. 1999; Steinert et al. 2003; Gruppen et al. 2006) and

Masters and PhD programmes in post-graduate medical

education (Eitel et al. 2000; Rogers 2005; Cohen et al. 2005;

Harden 2006) that have proliferated over the past two or

decades provide many opportunities for both personal and

professional development for teachers, educators, adminis-

trators and educational leaders.

Teachers’ attitudes and misconceptions. Teachers’ attitudes

and misconceptions about their teaching reduce the likelihood

of participation in faculty development (Skeff et al. 1997b).

To this end, they may underestimate their teaching ability, may

not perceive the benefits of training or may fail to recognize

any link between teaching and clinical skills or between

teacher training and teaching excellence. A faculty evaluation

programme involving students and peers is recommended as a

good starting point for faculty development (Hitchcock et al.

1993; Prebble et al. 2004). Poor student reviews, which will

negatively impact on any promotion application, may prompt

individual faculty members to participate. Ultimately, however,

we would hope that the institutional culture is such that it

encourages self-evaluation and reflection on practice.

Paucity of research on long-term benefits of faculty

development. As mentioned earlier, meaningful or long-

term outcomes of faculty development have generally not

been measured or documented, despite several decades of

research on and reported success of faculty development

programmes (Skeff et al. 1997a, b; Guskey 2003; Prebble et al.

2004; Steinert 2005; Steinert et al. 2006). This may be explained

in part by the difficulty in measuring many of the desired

outcomes. While participant satisfaction can be elicited

relatively easily as it is self-reported, it is considerably more

difficult to measure improved student learning or enhanced

patient care. As will be discussed in more detail later in the

section on ‘Planning and implementing faculty development’,

evaluation of any faculty development programme should be

considered during the early planning stages when the

objectives and outcomes are being decided upon. In part,

the lack of reported meaningful outcomes may also relate to

our evaluation tools. As these evolve (Knight et al. 2007), so

too, hopefully, will be our ability to more meaningfully

measure our desired outcomes.

Does faculty development really matter?

If we accept the fundamental educational premise that

teaching influences student learning (Lueddeke 2003;

Prebble et al. 2004), then by improving educational

knowledge and teaching practice, students should benefit.

Despite a wealth of literature describing faculty development

programmes in medical, health sciences and higher education,

few studies document meaningful outcomes such as sustained

changes in teaching practice or improved student learning

(Skeff et al. 1997a; Prebble et al. 2004; Steinert et al. 2006;

Knight et al. 2007; Williams et al. 2007). Evidence supporting

the assumption that faculty development does impact on

student learning is, however, accumulating. A recent extensive

review of the impact of academic development programmes

on student outcomes in tertiary education led Prebble et al.

(2004) to propose that good teaching does have positive

effects on student outcomes (e.g. adoption of deep learning

strategies), and that through a variety of academic develop-

ment interventions, teachers can be assisted to improve the

quality of their teaching. In this regard, Prebble et al. (2004)

identified four guiding influences, which can be used to frame

faculty development. These include:

(1) attributes and elements that contribute to good teaching

practice,

(2) teachers’ beliefs and conceptions of teaching and

learning that may positively influence student

outcomes,

(3) a range of conceptual models of good teaching, and

(4) learners’ perceptions of what constitutes quality

teaching.

1. Teaching elements and attributes contributing to good

teaching practice. It has been possible to identify teaching

attributes (from an extensive list) that promote student

learning, such as those proposed by Cohen (1981) and

Ramsden et al. (1995) (Box 4). From the many lists of qualities

and attributes, each institution should identify a set of

principles that reflects effective or good teaching practice in

its particular educational setting. These can then be used to

Box 4. Some examples of qualities and attributes
contributing to good or effective teaching

For Cohen (1981), common qualities or attributes that would contribute to

effective teaching include:
. appropriate pedagogical skills;

. rapport with, empathy for and accessibility to students;

. Planning and organization (structure) of educational activities;

. Matching the degree of difficulty of the work with student ability;

. Interactivity, by actively engaging learners in educational activities; and

. Providing quality feedback to learners.

For Ramsden et al. (1995), good teachers

. are committed to improving their practice through learning more about

teaching and reflection;

. are enthusiastic, wishing to share their knowledge with their learners;

. are cognisant of context and adapt their teaching to fit the learner’s

needs;

. promote deep rather than surface learning;

. set objectives, employ appropriate assessment measures and provide

feedback to learners on their performance; and

. respect their students and set high standards for their achievement.
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frame faculty development for the unique context of the

institution.

2. Teachers’ beliefs about teaching. Without an awareness

of their teaching and learning conceptions, teachers

generally view their task as imparting knowledge. Even if

they espouse more transformative conceptions of learning,

there is often disjunction between their practice and their

beliefs (Murray & MacDonald 1997; Norton et al. 2005;

Devlin 2006). If a primary goal of faculty development is to

promote student learning by improving teaching practice,

achieving this may rest with individual teachers openly and

actively engaging with their conceptions of teaching and

learning and their actual practice, through, for example,

reflecting on their teaching sessions which may have been

recorded for later viewing. Trigwell (1995) has also

suggested that discussing conceptions of teaching thought

to lead to improved learning during faculty development

exercises may promote reflection on practice. Taylor et al.

(2007), based on their qualitative study of clinical educators,

have also recommend that faculty development should

provide opportunities for teachers to discuss their assump-

tions about teaching.

3. A conceptual model of teaching and learning. In a

synthesis of a vast literature on strategies to improve teaching,

Prosser & Trigwell (1999) have suggested that the focus of

good teaching practice should be the student, not the teacher.

In their view, teachers who adopt a ‘student-centred learning

approach’ to teaching

(1) develop a coherent and articulated view of what they

are trying to achieve in terms of student learning, and

how they can achieve this (i.e. focus on student

learning). Today, learning outcomes need to reflect

more than just knowledge acquisition,

(2) discover the many ways in which students perceive the

planned learning context (i.e. take cognisance of the

learning environment), and

(3) ensure that students understand the articulated view

(i.e. align teaching and learning).

A major function of faculty development should therefore be

about making teachers aware of aligning their teaching

practice with the needs of students. At the end of the day,

such an exercise should also benefit the institution, whose

responsibility it is to graduate highly competent health care

professionals.

4. Students’ conceptions of teaching. Asking students to

assess the quality of their learning experiences is commonly

used by institutions to guide faculty development. Contrary to

what many academics may believe, student evaluation,

provided it is used appropriately, is useful, generally reliable

and is relatively unbiased in terms of providing feedback

to individual faculty and administrators (Dunkin 1997).

Student evaluation has been recommended as a good

starting point for faculty development (Hitchcock et al. 1993;

Trigwell 1995). Prebble et al. (2004), however, remind us that

we should use student ratings formatively for developing and

improving teaching through feedback, advice and support.

We should also be looking at multiple evaluation efforts rather

than using student ratings alone.

What contributions have medical education units
offices made to faculty development?

Although the first offices of medical education were set up in

the late 1950s and early 1960s, their focus, according to

Davis et al. (2005), was primarily medical education research.

Later, in the 1970s, medical education units/departments were

established to support undergraduate medical programmes,

but probably also in response to the evolving responsibilities

(and hence needs) of teachers (Tables 1 and 2). The

widespread adoption of problem-based learning (PBL) in the

late 1980s and 1990s then sparked a flurry of activity, resulting

in education units appearing in many medical faculties. Over

the past two decades, with the shift in focus of faculty

development from the individual teacher to departments and

institutional needs (Bland & Schmitz 1988; Benor 2000; Hill &

Stephens 2004), medical education departments have become

integral in a number of medical colleges. Educational

specialists, a rare breed at medical schools prior to 1993

(Leinster 2003), but now highly sought after, are responsible

for reskilling and developing the academic fraternity in the

light of society’s changing health care needs. For a compre-

hensive discussion on the development and roles of a medical

education unit, readers should consult AMEE Educational

Guide No. 28 (Davis et al. 2005).

What constitutes ‘effective’ and
sustainable faculty development?

A considerable body of literature spanning more than 30 years

of faculty development experience and research offers advice

on what is considered ‘effective’ faculty development. We,

however, reserve the use of the word ‘effective’ since the

reported success of many programmes relates to faculty

participation and satisfaction rather than long-term outcomes

such as changed practice or improved student learning

(Prebble et al. 2004; Steinert et al. 2006; Knight et al. 2007;

Williams et al. 2007). A similar paucity of ‘‘meaningful

outcomes’’ has also plagued continuing medical education

programmes for the same reasons (Tian et al. 2007).

In reaching their conclusions, Steinert et al. (2006) and Tian

et al. (2007) used Kirkpatrick’s (1994) levels of evaluation as

the gold standard for assessing the outcomes. Participant

satisfaction and self-reported changes or improvements were

most commonly reported, which are both lower order levels

of outcomes on the Kirkpatrick (1994) scale (Table 3).

In Kirkpatrick’s (1994) model, effectiveness of an intervention

is considered at four levels:

(1) reaction of participants (e.g. participant satisfaction);

(2) learning (in terms of knowledge, skills and attitudes);

(3) behavioural changes (willingness to transfer learning

to educational environment); and

(4) results (impact on learners, trainees, patients, organiza-

tional culture).
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Although Freeth et al. (2002) do not view Kirkpatrick’s

levels as hierarchical, outcomes become increasingly difficult

to measure as one moves from reaction to results. Hopefully,

as our evaluation tools evolve and additional resources are

allocated to faculty development, measuring some of these

outcomes should become easier.

Guskey (2003) advises us that in order for institutional

leaders and faculty developers to sing from the same hymn

sheet, we should agree on what constitutes ‘effective’ faculty

development. In our view, effectiveness will, however,

depend on a number of factors, including the primary aim

of the faculty development activity or programme. For

example, if the intention is to develop discrete skills such

as familiarizing faculty with the use of the smart classroom,

mastering the technology can be achieved in a few sessions.

The outcomes should be very different for a faculty

development programme that aims to foster a more

student-centred teaching practice. Achieving this would

require long-term intervention with sustained support,

guidance and feedback. These examples highlight not only

the need to tailor faculty development to match the task, but

to ensure that the objectives of the faculty development

programme are realistic. Judging whether the results are

‘meaningful’ will be dependent on realistic objectives,

suitable measurement tools and adequate resource allocation.

As Prebble et al. (2004) have pointed out, the difficulty in

measuring improved student outcomes may stem, in part,

from the fact that the link between faculty development and

student outcomes is an indirect or two-step process. In the

first instance, if staff development leads to more transforma-

tive conceptions of teaching and hence practice, this ‘good

teaching’ should then enhance student learning, which may

be possible to measure (e.g. improved grades and through-

put; improved communication). Other aspects of student

learning (e.g. appropriate behaviour and attitudes) are more

difficult to measure.

The ultimate and overarching goal of medical education

is improved patient care (Figure 2). If student learning is

difficult to evaluate, measuring ‘better patient care’ will pose

more of a challenge. We therefore need to be realistic about

what can and can’t be measured in terms of the outcomes of

faculty development. For example, it would certainly be easier

to measure changes in clinical care following a training course

for clinical teachers in ‘teaching communication skills’ than

it would be following an innovative teaching intervention

in Anatomy!

As alluded to earlier, the literature informs us that it is

possible to promote student learning by improving teaching

practice, which may be facilitated by changing teachers’

conceptions of learning (Prosser & Trigwell 1997; Prebble et al.

2004; Richardson 2005). But, how do we develop faculty

development programmes that promote more transformative

conceptions of teaching and learning and how do we

change teaching practice when ‘Medical education is

probably as diverse as it has ever been’ (Pritchard 2004)

and when ‘Medical education seems to be in a perpetual

state of unrest’ (Cooke et al. 2006)? Notwithstanding

this apparent difficulty, guidelines, recommendations and

principles of good practice have emerged from the

experiences of a number of faculty developers over the past

three decades which can be used to inform our practice

(Table 4) (Hitchcock et al. 1993; Steinert 2000, 2005;

Prebble et al. 2004; Rust et al. 2006; Simpson et al. 2006;

Steinert et al. 2006).

We have chosen to group these recommendations

into three main categories: effective change management

strategies, effective educational practice and accountable

practice. While several of these principles and

recommendations (e.g. needs analysis; evaluation) will be

discussed in the ‘Planning and implementing faculty

development’ section of this guide, some warrant special

mention at this juncture.

Resident faculty development experts. The once popular

practice of inviting consultants to offer short training courses

or sending faculty to other institutions, often at great cost, is

not sustainable. Successful faculty development depends on

its long-term outcomes for faculty teaching and student

learning. This requires ongoing staff development, tailored to

suit the personal and professional requirements of individuals

or disciplines and the general needs of the institution. In our

view, this necessitates a medical education unit/department

staffed with appropriately trained professionals who are

sensitive to the needs of faculty and readily available

for consultation (Hitchcock et al. 1993, Davis et al. 2005).

‘Home-grown’ faculty developers who have chosen educa-

tional scholarship as a career would lend credibility to such a

unit or department. Also recommended is the practice of

seconding ‘educationally influential’ colleagues as role

models and advocates, such as those who have been

rewarded for teaching (Kaufman et al. 1999; Rogers 2005;

Williams et al. 2007). It is critical, however, that these

individuals are respected by their colleagues (Steinert 2005).

Simpson et al. (2006) have described faculty developers who

are ‘risk-taking role models’, whose behaviour advances

education through public sharing of educational imperfec-

tions and mistakes, through lessons learnt and as individuals

who are able to modify faculty development to engage

participants.

Avoid reinventing the wheel. Rather than expending time

and energy on de novo programmes, it makes sense to adopt

strategies from programmes with proven success. To this end,

Wong and Agisheva (2007) successfully transposed of a well

designed and successful faculty programme from one culture

to another, taking cognisance of local contextual and

institutional factors. So, if an existing programme meets your

needs, you may want to adapt or modify it appropriately.

While this may necessitate inviting experts to assist, ensure that

there is sufficient capacity and expertise at home to service the

needs of faculty in the long-term.

Collaboration with and beyond the medical education

arena. Sustainable faculty development requires consider-

able financial and human resource allocation. As institutional

resources are generally finite, it is not surprising that

‘Co-operation has emerged a key theme amongst academics

closely involved in change – not just within a particular

Faculty development: Yesterday, today and tomorrow
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medical school but between schools both nationally and

internationally’ (Pritchard 2004). In addition, where possible,

collaboration should be multidisciplinary and multiprofes-

sional, in line with integrated curricula and the trend towards

interprofessional health education.

Collaboration between regional institutions can be very

productive (Kent & Gibbs 2004). AMEE (Association for

Medical Education in Europe), ASME (Association for the

Study of Medical Education) in Europe and the AAMC

(Association of American Medical Colleges) in the USA

have served important networking roles regionally and

internationally. An example of successful regional collabora-

tion from the authors’ country is the annual meeting organized

by the Western Cape Branch of the South African Association

for Health Educationists. Five institutions in the province

jointly organize a regional health education conference, an

Table 4. Principles of good practice in faculty development (various authors).

Employ effective change . Work within the institutional culture and context (Hitchcock et al. 1993)

management strategies
. Change institutional culture (to recognize teaching as important) (Hitchcock et al. 1993)

. Work to overcome barriers (e.g. resistance to change) (Steinert 2005)

. Support and endorsement by leadership essential (Simpson et al. 2006)

. Establish a faculty evaluation programme as a starting point (by students and peers)

(Hitchcock et al. 1993; Prebble et al. 2004)

. Develop ownership of faculty development by involving faculty in planning (Hitchcock et al. 1993)

. Market faculty development appropriately (to promote buy-in) (Steinert et al. 2006)

. Appoint an effective leader for the faculty development programme (Hitchcock et al. 1993)

. Experts should be involved in developing the programme (Hitchcock et al. 1993)

. Use a multidisciplinary faculty development team (Simpson et al. 2006)

. Prepare staff developers (Steinert et al. 2006)

. Faculty developers should be risk-taking role models (Simpson et al. 2006)

Employ sound educational practice . Develop a purpose for faculty development (Hitchcock et al. 1993; Steinert 2005)

. Conduct a needs assessment (Steinert et al. 2006)

. Determine appropriate goals and priorities (Steinert et al. 2006)

. Accommodate the diversity of participants (Steinert et al. 2006)

. Use different formats for activities (e.g. online peer coaching) (Steinert et al. 2006)

. Use a range of activities that are experiential and interactive (Steinert et al. 2006)

. Incorporate principles of adult learning, including reflection (Steinert et al. 2006)

. Task-centred with an emphasis on immediacy of application (Carroll 1993)

. Immediate application of what has been learnt (Steinert 2005)

. Ensure tangible products (team-driven, if possible) at the end of each module (Rust et al. 2006)

. Project-oriented faculty development programmes (Simpson et al. 2006)

. Programmes should extend over time (Prebble et al. 2004; Steinert et al. 2006)

. Create durable educational materials linked to institutional needs (Simpson et al. 2006)

. Promote collaborative peer/colleague relationships through role models, mentors, exchange of information

(Prebble et al. 2004; Steinert et al. 2006)

. Use the academic work group to build positive group dynamics (Prebble et al. 2004; Rust et al. 2006)

. Collaborate across institutions in the region (Hitchcock et al. 1993)

. Provide feedback (Steinert 2005; Steinert et al. 2006)

. Provide affirming and actionable immediate feedback from peers and faculty (Rust et al. 2006)

Accountable practice . Align educator roles, institutional needs and excellence (Simpson et al. 2006)

. Evaluate/measure the effectiveness of faculty development

(Hitchcock et al. 1993; Steinert et al. 2006; Simpson et al. 2006)

Other . Secure funding to enhance programme structure and local credibility (Simpson et al. 2006)

. Faculty development must be adaptable, responding to changing needs (Simpson et al. 2006)

M. McLean et al.
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interdisciplinary and multi-professional scholarly gathering

that allows faculty to share teaching practice experience and

showcase educational research. A sizeable cash award for the

best contribution is an excellent incentive.

On a global scale, FAIMER is contributing to building

capacity and leadership in medical education across the

globe by fostering co-operation and establishing networks

between more and less developed nations (Burdick et al.

2006). The most recent addition to the FAIMER suite of

regional offices was the African one which opened in

South Africa in early 2008 (Norcini (Director of FAIMER)

pers. comm.).

Collaboration in faculty development should also extend

beyond medicine and the health professions. As the principles

of good teaching practice should be more or less similar in all

higher education disciplines, the considerable experience and

expertise in training and educating professionals in tertiary

education in general could inform our practice. The impor-

tance of interprofessional collaboration should become

evident in later sections of the guide.

Faculty development as change. Any faculty development

programme should endeavour to initiate and sustain change.

This could constitute change in attitude, knowledge, behaviour

and/or practice. The scale and format of change might range,

on the one hand, from an individual academic’s practice to the

grand scale of a project encompassing, for example, an entire

faculty to meet the needs of a major curriculum reform

initiative (Bandaranayake 1989; Bernstein et al. 1995).

As context is important for change, an open, conducive

organizational culture of learning should be fostered (Eckhert

2002). Effective change also requires consultation, ownership,

negotiation and commitment (Fullan 1993).

If faculty development is about change, then Farmer (2004)

suggests using the Complex Adaptive Systems (CAS) theory to

inform our practice. The CAS Theory, rather than focusing on

the ‘macro’ strategic level of an organization, purports that it is

at the ‘micro’ level that the most powerful change processes

take place. It is here that interactions, relationships and rules

can shape the daily activities of individuals within an

organization. In line with this idea of ‘micro’ level change,

Kirkpatrick’s (1994) discussion of ‘individual’ change becomes

relevant. In this regard, four conditions need to be met:

a desire to change, the knowledge of what to do and how to

do it, a supportive work environment and reward for

embracing change.

Any faculty development programme should therefore

conform to best practice regarding change management

principles (Kirkpatrick 1994; Gale & Grant 1997; Bascia &

Hargreaves 2000; Bland et al. 2000). A meaningful discussion

on change, however, requires more than a few paragraphs,

which is beyond the scope of this guide. Readers are advised

to consult the ‘gurus’ such as Fullan (1993), Bland et al. (2000)

and AMEE Guide No. 10 (Gale & Grant 1997). Suffice to say at

this point that while change is often a political process, faculty

development should aim to foster a change in the institutional

culture such that teaching scholarship is recognized and

rewarded. Through appropriate attitudes and behaviour and

role modeling, faculty developers have the potential to act as

change agents.

Faculty development as accountable practice. If faculty

development practice is to promote a more grounded

approach, the myriad of initiatives underway across the

globe should be appropriately evaluated and reported.

Despite long-standing calls for better evaluation of practice,

recent reviews still lament a lack of quality data in this

regard (Prebble et al. 2004; Steinert et al. 2006). Lack of time,

money and staff have been most frequently cited as factors

preventing systematic evaluation of faculty development

(Kreber & Brook 2001).

Two useful frameworks relating to accountable practice are

provided by Gray and Radloff (2006) and Otto et al. (2006).

In Gray and Radloff’s (2006) framework for quality manage-

ment in academic development in higher education, change is

viewed as faculty development moving from remediation to

transformation of practice. Quality management spans faculty

development from the perspective of the academic developer

to that of institutional management. Otto et al. (2006) describe

the application of the programme logic model (borrowed from

the Kellogg Foundation) to measure the contribution of faculty

affairs and development offices to the recruitment, retention

and development of a medical school’s faculty. These

documents are well worth reading.

Adaptability of faculty development. Simpson et al. (2006), in

addition to their ‘bedrock principles’ relating to faculty

development such as support and endorsement from the

leadership and multidisciplinary faculty development, also

propose ‘practice tenets’ for successful faculty development.

One of these is the adaptability of any faculty development

programme. As the roles and responsibilities of individual

faculty members continue to evolve in terms of institutional

and societal needs, faculty development activities must be

modified accordingly.

Tailoring faculty development

Levels of faculty development

Before embarking on the practical aspect of this guide, it might

be useful to identify the many purposes of faculty develop-

ment. If each of these is viewed as a different level, with

different outcomes (Table 5), then faculty development may

be required for:

(1) orienting new staff members into the academic culture

of the institution;

(2) developing discrete skills, which may be precipitated

by a key event in the life of an institution, such as the

implementation of new assessment methods or online

learning;

(3) professionalizing teaching, by enhancing and extend-

ing the educational practice of academics in different

disciplines;

(4) developing educational scholarship, by supporting

individuals who will extend the field of medical

education research; and

Faculty development: Yesterday, today and tomorrow
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(5) developing educational leadership, by supporting

faculty members who wish to become policy-makers,

chairs of educational committees or deans of faculty.

We have adapted these levels from Benor’s (2000) 2020 vision

of multiphasic faculty development and teacher accreditation,

in which he proposed four phases of staff development – from

orientation, through basic and specific instructional skills, and

finally, to developing educational leadership. Table 5 reflects

levels rather than phases, in line with the assumption that only

some faculty will opt to become educational scholars and

leaders. Faculty development programmes should therefore be

appropriately tailored or customised to meet the needs at each

level – institutional, discipline, individual faculty members or a

combination. To this end, one would anticipate that all

newcomers to an institution require orientation into the

educational and institutional environment. All teachers would

also require a repertoire of generic teaching skills (e.g.

teaching in small groups), while clinical teachers need more

specific skills (e.g. teaching ethically with patients or super-

vising residents).

Using Levinson et al.’s (1978) description of life as a series

of transitions and plateaus at different stages in academic

life, Carroll (1993) suggested that faculty development

programmes should be aimed at individual faculty members

at transition points (which may be regarded as phases) in their

career, such as initial appointment, promotion, tenure,

assumption of supervisory or leadership duties and, finally

retirement. While these may represent personal ‘academic

crossroads’ for individuals, we would certainly hope that

institutions recognize the professional aspect of these

transitions.

A ‘critical incident’ in the life of an academic, such as the

requirement to become more digitally competent, may also

present a crossroads. The global introduction of PBL should

also have led many academics to reflect on their changing role

in student learning and the recognition for training.

Considering the global status quo in faculty development,

most faculty members probably receive Level 1 and possibly

Level 2 training only (Table 5). As the pressure to implement

global standards gains momentum and as accreditation bodies

implement professional teaching requirements, it may come to

pass that all teachers would be expected to attain Level 3 as a

minimum requirement. Some academics may choose or be

encouraged to undertake post-graduate studies in medical

education to become educational researchers and perhaps

leaders and administrators (Level 4). It should, however, be

borne in mind that for under-resourced institutions, as is the

case in many developing countries, achieving Level 2 would

be difficult. FAIMER’s role in creating a cadre of medical

educators in Africa, Asia and South America will contribute

greatly to developing this capacity in these regions.

Short courses vs. ongoing faculty development

If we accept that to improve student learning, teaching practice

must change, then there must be faculty development

interventions in place that might lead to the desired change

in practice. From an extensive review of the higher education

literature on the impact of faculty development on student

outcomes, it would appear that short training courses

(e.g. one-off seminars, workshops) have a limited impact on

changing teaching behaviour or practice (Prebble et al. 2004).

Does this imply that short courses have no place in faculty

development? The answer is an emphatic ‘No’, as not all

faculty development lends itself directly to the overarching

goal of medical education of improving student learning or

patient care. Short courses have been used extensively in

faculty development as they are cost-effective for disseminat-

ing information to large groups. Short courses should also

valuable for ‘just-in-time’ training, which may dovetail with

institutional needs, e.g. to inform faculty about institutional

policy and practice or to develop discrete skills and

techniques. For example, training departmental chairs to use

a new electronic student mark management system will

probably involve only one or two sessions. While such

improvement in administration efficiency may not benefit

students directly, some might argue that if students receive

results in good time, there could be earlier feedback and

remediation and hence improved learning. Measuring this,

however, would be difficult, which may explain, in part, why

long-term impacts of faculty development programmes have

generally not been documented (Steinert et al. 2006).

To reiterate, it is important therefore at the outset of faculty

development planning to identify the purpose of the

intervention as this will impact on the outcomes to be

measured and the evaluation tools to be used to measure

effectiveness.

Does this imply then that more comprehensive and

intensive, ongoing faculty development improves student

outcomes? While the evidence leading to such a conclusion

is currently insufficient, the gradual accumulation of research

data suggests that for sustainable faculty development, such

interventions may be necessary (Prebble et al. 2004; Steinert

et al. 2006). Programmes that extend over a few semesters with

protected time and which run in parallel with participants’

teaching schedules may increase teacher’s knowledge and

skills and reflection on practice. Protected time will allow

participants to meaningfully test different approaches, perhaps

fostering the use of more student-focused activities, which in

turn should improve student learning. Continuous pro-

grammes may also lead to certification or accreditation,

which may meet both the personal and professional needs

of individual faculty members as well as those of the discipline

and the institution. For sustainable change in educational

practice in the institutional context, it is important to encourage

and nurture some faculty members (including post-graduate

students) to become the future generation of educational

scholars and leaders.

Planning and implementing faculty
development

A number of issues raised in earlier sections of this guide (e.g.

the need for realistic and measurable outcomes; tailoring

faculty development) now become relevant. The general lack

of reported long-term or meaningful outcomes of faculty

development programmes does not mean, however, that we

should ‘throw the baby out with the bath water’. Many of

Faculty development: Yesterday, today and tomorrow
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the principles and recommendations underlying faculty

development (Table 4) provide faculty developers with

considerable guidance and direction. In this section of the

guide, we hope to address some of these issues and to provide

insight and practical advice on what appears to be successful

practice and what factors should be taken into consideration.

Perhaps a useful analogy at this stage would be a

comparison between a faculty development programme and

a journey. Passengers embark on a journey for many different

reasons (Fullan 1993). If the destination is not advertised or is

not suitable, few passengers will start the journey. If the

destination changes en route, some will disembark along the

way. To cater for all travellers, it is important to know who

they are, where they want to go and why they are taking this

particular excursion. Once at the final destination, we need to

know if the ride met with their expectations. Would they

recommend the trip to a friend? Can we be of assistance for

future travel plans? Equally, important is to understand why

some may have abandoned the journey along the way. As the

organizers, we would want to know if everything went

according to plan. A good travel company would also check

with the passengers some time after the travel. What would we

do different next time? This description should have evoked

words such as ‘purpose’, ‘need’, ‘planning’, ‘evaluation’ and

‘satisfaction’, all important considerations when designing,

implementing and measuring the effectiveness of any faculty

development. Designing such programmes calls for a systema-

tic approach to ensure that key elements such as ‘purpose’ and

‘need’ are addressed. This task may be facilitated by following,

for example, the six-step approach advocated by Kern et al.

(1998) for evaluating curriculum development (Table 6).

A six-step approach to faculty development
(adapted from Kern et al. 1998)

For simplicity, we have divided Kern et al’s (1998) six steps

into three phases:

A. planning (Steps 1–3);

B. implementation (Steps 4–5) and, finally;

C. evaluation and feedback (Step 6).

Critical questions we believe should be addressed at each of

the six stages can be found in Table 6.

A. Planning faculty development
(Steps 1–3)

1. Problem identification and general needs
assessment

The first step is to agree on the purpose of the proposed

faculty development (i.e. identify the problem) and the broad

aim in terms of the institution, particular disciplines and

individual faculty members (i.e. a general needs assessment).

Identifying a problem suggests that there is a current state and

a desired state. The aim of the faculty development

programme should be to bridge this identified deficiency.

Critical questions at this stage might include (Table 6): Is the

faculty development programme in response to a particular

‘problem’ that has arisen (which may require a short-term

intervention) or is it part of continuous staff development

(e.g. from orientation to teacher accreditation), which requires

sustained intervention?

Are the driving forces internal (e.g. individual career

development) or external (e.g. accreditation), or both? Have

sufficient resources been allocated?

If the driving forces are largely external and if there is little

personal motivation to improve teaching, then individual

faculty members will want to know why they should

participate (Carroll 1993).

2. Needs assessment of target participants

Having agreed on the general purpose of the faculty

development programme, the needs of individual faculty

members, disciplines and the institution should be identified.

Critical questions at this stage would include: For whom is the

faculty development? Are they new or existing staff? Why do

they need faculty development? What is their current level of

knowledge, skills and attitudes? Is faculty development

voluntary or mandatory? What barriers exist? How do we

overcome them? (Table 6).

Incoming faculty require different interventions from

faculty members already socialised into the institutional

environment. Existing faculty may, however, need to develop

new skills to cope with changing demands on their time and

their teaching practice. A possible way to identify a cognitive

deficit might be to measure faculty members’ ‘tacit’ knowledge

and understanding of teaching and learning concepts

(e.g. McLeod et al. 1997). You may have to develop your

own tools, which ideally should promote self-assessment.

One could, for example, ask clinical faculty to evaluate their

competency against the three circle model criteria for an

excellent clinical teacher (Harden et al. 1999; Hesketh et al.

2001). In such a scheme, individual clinical teachers would

identify their deficiencies in terms of teaching competency,

skills and professional approach, develop a personal learning

plan and then slot into the appropriate scheduled sessions.

A self-perception of inadequacy (Carroll 1993), such as

poor student evaluation may result in individual requests for

faculty development. Determining specific needs of indivi-

duals may, however, require consultation or negotiation.

Faculty developers might then work with individuals or

course co-ordinators at a departmental level (Hill & Stephens

2004).

3. Appropriate goals and specific measurable
outcomes

Questions at this point may include: What knowledge,

skills and attitudes need to be achieved through faculty

development? Is it possible to measure improved student

learning or improved patient care? What tools are at our

disposable to measure the proposed outcomes? (Table 6).

The task at hand will dictate the overarching goal and

specific outcomes, which may range from cognitive or

affective to psychomotor. Having determined the overall aim

of the faculty development programme (e.g. improving
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student assessment), the institutional and individual outcomes

must be explicit and measurable. As the tools we use should

be able to measure the desired outcomes, evaluation should

be planned when the outcomes are identified, i.e. at this point,

in Step 3. Kirkpatrick’s (1994) levels of outcomes should be

consulted (Table 3).

Realistic and measurable outcomes may then include

. Individual competencies in terms of cognitive (knowledge),

affective (attitudinal) and psychomotor (skills and

performance) development.

. The learning ‘process’ (e.g. small group facilitation;

reflective teaching).

. Educational (e.g. better student assessment) or clinical

(e.g. improved communication with patients) benefits.

Project- or task-oriented faculty development (Simpson et al.

2006; Rust et al. 2006) which draws on adult learning

principles (e.g. Knowles 1980) offers a number of benefits:

immediacy of application and ease of identifying measurable

outcomes. The latter is also the focus of Steinert et al.’s (2006)

Best Evidence Medical Education (BEME) review of faculty

development. Projects or tasks may also facilitate the align-

ment of faculty development with institutional needs.

B. Implementation (Steps 4 & 5)

4. Educational strategies

Appropriate questions at this stage may include: How will the

advertised outcomes be achieved? What are the theoretical

underpinnings of this faculty development? How can the

diversity of participants be accommodated? What activities can

we use to make faculty development learner-centred and

interactive? (Table 6).

Educational strategies used in the faculty development

programme should be aligned with the learning outcomes.

They should be authentic and contextually relevant. A lecture-

based approach to demonstrate the learning that takes place in

a small group tutorial in PBL would not be considered

‘authentic’. Similarly, it is best to learn to use new software and

multimedia at the computer, with hands-on practical experi-

ence that is immediately applicable. Just as we expect our

students to engage in activities that promote independent

learning, peer and self-evaluation and reflection, we should

practice what we preach. The level and hence outcomes of

any faculty development programme will guide the choice of

activities, which could range from journal clubs, peer

mentoring, portfolio completion to the development of

objectives and assessment questions in interprofessional

teams. Table 5 provides some suggestions regarding activities

at different levels of faculty development.

If faculty development is about changing practice with the

view to improving student learning, then it should be

underpinned by one or more theoretical models (Box 5).

Much of the research in higher education has linked

conceptual change models with student learning models and

so faculty developers have tended to use a hybrid

approach (Trigwell 1995; Kember 1997; Prosser & Trigwell

1997; Prebble et al. 2004; Richardson 2005). Good examples

of this combination include the studies of Ho et al. (2001) and

Gibbs & Coffey (2004). Gibbs and Coffey (2004) suggest that if

teachers can adopt more transformative conceptions of

learning, their more student-centred teaching practice should

foster deep learning. Gibbs and Coffey (2004), based on results

of a large-scale study (22 universities; 8 countries) using

several validated inventories, reported positive conceptual and

practice changes amongst ‘trained’ teachers, as well as deep

learning amongst students exposed to the trained group.

Insufficient evidence, however, exists to select one model over

another, with each offering benefits. The task at hand will

dictate the most appropriate model but it is likely to be a

hybrid approach.

More than 25 years ago, Stein (1981) advised a learner-

centred approach to faculty development. In such an

approach, participants set their own goals, plan their learning,

use experiential learning in small groups and evaluate the

outcomes of their participation. Many of these suggestions

reflect the same theoretical underpinnings (e.g. adult learning)

and principles (e.g. self-directed and student-centred learning)

that should inform our teaching practice (Carroll 1993;

Wilkerson & Irby 1998; Steinert 2000, 2005; Pololi et al. 2001;

Mann 2002; Steinert et al. 2006) (Table 7). By linking theory

with practice in faculty development programmes, teachers

will have first-hand experience of the principles and the

theories that should inform their teaching practice and

the activities in which learners should engage.

Thus, in a learner-centred approach to faculty develop-

ment, participants should be encouraged to

. negotiate their learning objectives (Knowles 1975),

. have hands-on practical experience (Kolb 1984),

. collaborate as members of a team (Bandura 1986),

Box 5. Theoretical models to improve teaching practice (Prebble et al. 2004)

. Behavioural change models, which focus on modifying a teacher’s behaviour in the classroom,

. Development models, in which teachers change their focus of attention from self to subject, and eventually to student (initially, assive and then to active

student learning),

. Conceptual change models, in which teachers’ conceptions about teaching reflect their intentions and practices,

. Reflective practice models, in which teachers reflect on why and how they teach and assess learners,

. Student learning models, in which students’ approaches to learning and their perceptions of the learning environment are considered, or

. Hybrid models, which combine aspects of different models.

M. McLean et al.
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. engage in self-directed learning (Knowles 1975),

. recognize the assumptions that underlie their beliefs and

behaviours (Brookfield 1995),

. receive and provide feedback (Knowles 1975),

. solve problems and transfer this experience to other

situations (Regehr & Norman 1996),

. reflect in- and on-action, alone (Schön 1987, 1991) and with

colleagues (Bandura 1986),

. engage in self-assessment (Williams et al. 1999), and

. apply what they have learnt to their practice (Knowles 1988;

Regehr & Norman 1996).

Trigwell (1995) has suggested some practical strategies that

might be useful to engage academics with their practice during

faculty development sessions. These include

. developing an awareness of the variation (i.e. different

conceptions) in teacher thinking (e.g. through appropriate

articles in journal clubs),

. discussing conceptions of teaching which are thought to

lead to improved learning (e.g. in small group discussions

with colleagues who have been recognized for their

teaching excellence),

. illustrating strategies and practices that are consistent with

these conceptions (e.g. through reviewing and reflecting on

video-taped sessions),

. using positive student comments relating to teachers who

have improved their teaching practice, which could be

discussed in groups or through a peer mentoring

programme.

Provided there is protected time and allocated resources,

faculty developers can, through appropriate activities, exercise

considerable creativity not only in appropriately tailoring

faculty development, but also ensuring that there is con-

structive alignment between the desired outcomes and the

process.

In terms of implementing a faculty development

programme, positive outcomes of a mixed mode approach

(role-playing, brainstorming, group discussions, practice, feed-

back) to both faculty development (Amin et al. 2006) and

continuing medical education (Davis et al. 1999) programmes

have been reported. Such an approach will cater for the

different learning styles and personalities of participants,

in line with Gardner’s (1993, 1999) theory of multiple

intelligences and the widely different manner in which faculty

members approach tasks and interact with each other

(Challis 2001).

Technology could certainly facilitate this. In this digital age,

web-based and distance learning will become increasingly

important in faculty development. With busy schedules and

Table 7. Examples of theories and principles used in teaching and learning that can underpin faculty development.

Theory or principle Explanation

Maslow’s (1970) hierarchy of needs In order to be everything one can be (i.e. self-actualization), four hierarchical needs have to be met:

physiological, safety, sense of belonging and self-esteem.

Vygotsky’s (1978) zone of proximal

development theory

The potential for cognitive development depends upon the ‘zone of proximal development’: level of

development attained when one engages in social behaviour. Skills that can be developed with adult

guidance or peer collaboration exceed what can be attained alone.

Kolb’s (1984) experiential learning theory In a four-stage learning cycle, immediate or concrete experiences provide a basis for observation and

reflection, which are then assimilated. The cycle then begins again.

Knowles’ (1980) adult learning theory Adult learners are autonomous and self-directed, have accumulated a wealth of life experiences, are goal-

and relevancy-oriented and are practical.

Bandura’s (1986) social learning theory Emphasizes importance of observing and modelling behaviours, attitudes and emotional reactions of others.

Social learning theory explains human behaviour in terms of continuous reciprocal interaction between

cognitive, behavioural and environmental influences.

Schön’s (1987, 1991) theory on

reflective practice

Two types of reflection: reflection in-action (thinking on your feet) and reflection on-action (retrospective

thinking). Reflection used in unique situations, and when one may not be able to apply known theories or

previously learnt techniques.

Brookfield’s (1987) critical thinking theory Critical thinking is a form of problem-solving. By recognising the assumptions that underlie our beliefs and

behaviours, we can then judge the rationality of our decisions.

Lave’s (1988) situated learning theory Learning is a function of the activity, context and culture in which it occurs (i.e. is situated). Social interaction

is a critical component of situated learning. Learners become involved in a ‘community of practice’ which

embodies certain beliefs and behaviours to be acquired.

Gardner’s (1993;1999) multiple

intelligence theory

Initially proposed 7 intelligences (linguistic, mathematical, musical, visual/spatial, bodily/kinesthetic,

interpersonal, intrapersonal) to account for the differences in individuals. Added 3 others later (naturalistic,

existential/spiritual, moral).

Regehr & Norman (1996) and cognitive

psychology

Identifies several issues in cognitive psychology impacting on teaching and learning: organisation of long-

term memory, influences on storage and retrieval from memory, problem-solving and transfer, concept

formation and decision-making.

Williams et al. (2001) self-determination

theory

Describes how learners can be assisted to develop autonomous motivation, which will promote life-long

learning. Achieved through self-assessment and self-efficacy. Personal judgment of a learner’s ability can

motivate him/her to set new goals and meet needs.

Faculty development: Yesterday, today and tomorrow
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off-campus locations, faculty members, adjunct faculty and

community and private preceptors can complete assignments

online, chat to fellow participants at any time from anywhere

in the world. The permutations are endless. We should not,

however, be consumed by technology and lose sight of the

value of face-to-face interaction with our peers and colleagues

(Steinert 2005).

5. Final implementation

Questions that need to be answered at this stage include:

Should faculty development be multidisciplinary? Is there

protected time? Are the goals and outcomes being met? If not,

is the programme sufficiently adaptable to accommodate

unanticipated shortcomings?

The evidence supports the academic group as an effective

setting for developing the complex knowledge, attitudes and

skills involved in teaching (Prebble et al. 2004). Where

possible then, faculty development should use collaborative

team work, allowing individuals to reflect on their practice and

receive feedback from peers. This team work should also aim

to foster a culture of professional inquiry, but, should group

faculty development be departmental or multidisciplinary?

Both have pros and cons. While generic skills and knowledge

(e.g. principles of assessment, learning theories) training could

be conducted with multidisciplinary groups, other faculty

development might need to be tailored specifically

for clinicians or particular departments (Table 5).

From Neumann’s (2001) higher education perspective, depart-

ment-based professional development is more likely to offer

better opportunities for enhancing pedagogical practice than a

centralised, generic teaching skills accreditation programme

approach which may reduce teaching to a technical level of

performance. In addition, even if the institutional culture may

not be as supportive as we would like, an empowering

discipline chair can still promote teaching excellence or

educational scholarship amongst his/her staff (Knight &

Trowler 2000; Boud & Middleton 2003).

Interdisciplinary faculty development offers several

benefits. A multidisciplinary approach, for example, to prepare

faculty for reform to an integrated curriculum would certainly

promote an appreciation and understanding of how individual

disciplines become horizontally and vertically integrated.

One would also hope that the collaborative interdisciplinary

discussions during formal faculty development sessions would

inspire or improve long-term collaborative teaching and

learning or perhaps research endeavours. Collegiality is

certainly a documented outcome of multidisciplinary faculty

development (Pololi & Frankel 2005; Davis et al. 2005).

As medical practice (and hence the medical curriculum)

becomes more interprofessional (Parsell & Bligh 1999; Bligh

et al. 2001), the spin-offs of team work, collaboration and

mutual respect are likely to become important outcomes of

faculty or college development programmes. The ‘problem

identification and needs assessment’ stages will therefore

dictate the type (e.g. departmental, faculty, interprofessional)

and level (e.g. generic skills for all faculty or discipline-specific

knowledge and skills) of faculty development.

Lave’s (1988) situated learning theory explaining how

interaction with professionals socialises newcomers into the

institutional culture can also be drawn upon. The development

of ‘communities of practice’ should provide an environment

that nurtures learning and professional development.

In Bandura’s (1986) view, learning should be based on

observation rather than relying solely on individual efforts.

As modelling is an important part of human behaviour,

teaching skills could be improved by observing what

is considered to be excellent educational practice

(Bandura 1986). To take this a step further, in an institution

that truly values and rewards its teachers, faculty development

should be aimed at not only fostering the development of a

community of professional and informed teachers, but should

also encourage and provide support for a community of

teachers and educators such that they become educational

scholars and leaders. These individuals should be the mentors

and role models of junior or new staff. Such collegiality would

certainly promote scholarly productivity.

When planning group activities, we should, however, take

cognisance of, for example, relationships, status, responsibility

and reputation (i.e. Maslow’s (1970) hierarchy of needs).

Where faculty development requires collegiality and colla-

boration (e.g. developing skills to undertake curriculum

reform), we need to recognize which faculty groups work

best together. Challis (2001) provides an entertaining account

of the role of the medical faculty developer, in which she

advises the need to recognize the diversity of faculty when

planning academic development. Do the squirrels work best

with the dinosaurs and koalas, or do they work better with the

sheep and the chameleons? (Challis 2001).

In an institutional culture that promotes faculty develop-

ment, there will be protected time for faculty members to

improve their personal and professional teaching practice.

If faculty development is integrated with faculty policy, then

resources will be allocated and participants will be rewarded.

If clinical or science research, however, remains the gold

standard of scholarship, faculty developers will face resistance

to participation from faculty, possibly even from the most

dedicated teachers.

C. Evaluation and feedback
(Step 6)

6. Evaluate programme effectiveness and
provide feedback

Although evaluation is an important aspect of faculty devel-

opment, it is probably the most neglected (Prebble et al. 2004;

Steinert 2005; Steinert et al. 2006). As discussed earlier,

evaluation of a faculty development programme should be

linked to the desired outcomes. Critical questions about

measuring programme effectiveness need to be asked and

answered during the planning stage, when the objectives are

agreed upon (i.e. Stage 3 of Kern et al.’s (1998) approach)

(Table 6).

As already alluded to, the poor documentation of long-term

and meaningful outcomes may, apart from inherent difficulties

of measuring higher level outcomes, relate to inappropriate

M. McLean et al.
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evaluation tools, amongst a number of other factors

(e.g. insufficient resource allocation). To date, evaluation of

faculty development has been largely quantitative. While this

may be appropriate for lower level outcomes (e.g. participant

satisfaction) in Kirkpatrick’s (1994) model (Table 3), higher

order outcomes require more qualitative measures (Skeff et al.

1997a; Knight et al. 2007).

It would be useful for faculty developers to use validated

inventories and instruments from the higher education arena

and Psychology for evaluating learner or faculty interven-

tions. Prosser & Trigwell’s (1993) Approach to Teaching

Inventory and instruments used by Gibbs & Coffey (2004) in

their landmark study are two such examples. Having offered

this advice, we do, however, acknowledge our previous

comment that part of our problem of measuring higher level

outcomes may relate to our historic use of largely quantitative

tools. A recent study by Knight et al.’s (2007) has

demonstrated that it is possible to measure the qualitative

impact of faculty development on both personal and

professional development.

While we strive to measure ‘meaningful’ and ‘long-term’

outcomes of faculty development, Steinert (2005) has pointed

out that despite participant satisfaction being assigned to the

lowest level on Kirkpatrick’s (1994) model, it is nevertheless an

important consideration in faculty development. If participants

do not believe that their time and efforts were well spent,

they may not sign up for further faculty development sessions,

just as the travellers on the train journey. We would also

certainly want faculty to recognize the value of courses and

recommend them to colleagues. Readers should consult

Goldie (2006) for a description of the range of tools for

evaluating educational programmes and Snell et al. (2000) for

a discussion of measurement principles relating to clinical

educational interventions.

In Kern et al.’s (1998) six-step approach, feedback is

included in the final step. Reporting results of the evaluation

to participants and stakeholders is important as it helps to

identify future needs. This may initiate another cycle of

faculty development. It may also identify unintended out-

comes as well as where modifications to existing programmes

are required. An institutional leadership which values its

teachers will also be interested in the outcomes of its

investment in its staff. These reports will certainly add value

to accountability and quality assurance measures of the

institution.

In suggesting frameworks such as those proposed by

Kirkpatrick (1994) and Kern et al. (1998), the message that

we would like to convey to anyone organising a faculty

development is that a systematic approach to planning,

implementing and evaluating faculty development is required.

In addition, at the end of the day, the programme needs to

meet the standards of accountable practice (Gray & Radloff

2006; Otto et al. 2006). For participants to feel that their time

and efforts were well spent, they must know why they need to

attend. Their needs must be serviced and there should be a

‘product’ at the end. Asking the right questions, tailoring the

programme to suit the particular needs and rewarding

participants are some of the key elements to successful, and

hopefully, sustainable faculty development.

Future directions for faculty
development

An extensive literature exists which attempts to predict the

future of medicine and medical education (Alkan 2000; Benor

2000; Harden 2000, 2006; Rennie 2000; Gorman et al. 2000;

Karle 2006). Having been given some academic latitude in

preparing this guide, and considering that the overarching aim

of faculty development is to develop the teachers, supervisors

and educators of tomorrow’s health care practitioners, it would

certainly be appropriate to consider some of the trends which

we think may influence faculty development in the next

decade or two (Table 8). From an ‘evolutionary’ rather than a

‘revolutionary’ perspective (Harden 2000), we are of the

opinion that three current but related developments in medical

education warrant discussion. These are the digital age,

globalization and the ‘business’ of medical education.

A fourth factor which we believe will impact on future medical

and hence faculty development will be the renewed emphasis

on patient-centred health care, in which morals, ethics and

professional behaviour are valued as much as knowledge and

skills development.

The digital age, globalization and the
commercialisation of medical education

Information technology, simulation and virtual reality, already

an integral part of medicine and medical education, will

continue to advance medical practice in the 21st century

(Benor 2000; Harden 2000, 2006; Gorman et al. 2000). Gorman

et al. (2000) see the future of their discipline (surgery) as ‘no

longer blood and guts, but bits and bytes’ (Box 6).

Information and digital technology has also facilitated the

realization of what some may have considered revolutionary a

decade ago – a virtual medical school. Through the labours

of Ronald Harden, the International Virtual Medical

School (IVIMEDS) was born (Harden & Hart 2002). Resource

development for this virtual medical school involves collabora-

tion of �30 medical schools representing more than a dozen

countries. Not only does this virtual ‘medical school’ offer

tailored ‘just for me’ and ‘just in time’ learning opportunities for

students across the globe, but it also provides an international

flavour to online learning. Truly a global community!

Like health care, medical education is fast becoming a

business. Foreign fee-paying learners may now account for up

to 15% of medical students at UK universities and as many as

40% at some Australian universities (Hawthorne et al. 2004).

Commerialization and internationalization of medical educa-

tion have been supported by the online and distance learning

opportunities already discussed. We predict that virtual

medical schools will continue to proliferate over the next

decade, providing continuous and flexible learning and

simulation opportunities to meet many of the needs of a

global community of students. This globalization requires

international teachers and resource developers and an

international component in the curriculum (Alkan 2000).

Combined, these issues should drive increased accountability,

with accreditation of institutions and their teaching staff being

required by national as well as international bodies.

Faculty development: Yesterday, today and tomorrow
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In the medical education literature, the terms ‘global’ and

‘international’ are now being replaced by ‘transnational’.

Transnational education is defined as ‘the intersection of

international students, international teachers, and an interna-

tional curriculum customized to local needs’ (Harden 2006),

while ‘transnational competence’ refers to the medical training

that addresses health in the context of global migration

(Koehn & Swick 2006). As transnational medical education

(leading to transnational competence) must train and provide

international students, curricula need to meet both interna-

tional and local health care needs (Alkan 2000; Harden 2006).

The minimum global standards and competencies in medical

education advocated by the WFME (2003) and the IIME

(Hamilton 2000; Stern et al. 2003), largely in response to the

worldwide proliferation of medical schools, now become

relevant.

Global standards should also apply to medical educators

(Purcell & Lloyd-Jones 2003), as medical education staff

become increasingly specialized (e.g. in assessment, curricu-

lum development or research) (Benor 2000; Davis et al. 2005).

One can download a draft version of curriculum standards for

educational professionals from the website of the recently

established Academic of Medical Educators (http://

medicaleducators.org).

Purcell and Lloyd-Jones (2003) have evaluated two possible

models regarding standards for medical educators – a

competency model (Harden et al. 1999; Hesketh et al. 2001)

and a scholarship model (Fincher et al. 2000). Faculty

developers may find these models useful for framing some

aspects of staff development.

In a 2020 medical school, Benor (2000) envisaged three

types of medical teachers: content experts, assessors and

moral guides. Have his predictions materialized almost

a decade later? (Table 9). In many respects, Benor (2000)

was correct. In terms of content experts, clinical knowledge

will always be a requirement in medicine, fuelled largely

by patient safety issues, litigation and accountability the

(Leeder 2007). The second type of medical teacher is the

professional assessor. As we are well aware, assessment has

been and will always be a ‘hot’ item on any medical

education agenda (Schuwirth & van der Vleuten 2006). We

are of the opinion that global standards will soon extend to

assessment. One of the first exercises in international

standards setting according to IIME competencies for medical

studies has already been successfully undertaken (Stern et al.

2005). Could this herald the beginning of international

assessors?

When asked to comment on medical students and

medical education in 2020, Rennie (2000) believed that

medical education would always strive to produce caring,

sensitive practitioners. The calls for a more patient-centred

approach and a curriculum based on moral ethics and

values that have echoed in the hallways of medical colleges

for many years are growing considerably louder (Cooper &

Tauber 2005; Sawa et al. 2006; Dobie 2007; Litzelman &

Cottingham 2007; Smith et al. 2007b; Bleakley & Bligh 2007).

While an ethos of compassion has always been advocated

as the central theme of health care, it has not always been

at the core of medical education. The widening chasm of

disease burden and health care provision between wealthy

and developing countries demands clinical teachers and

supervisors who are skilled and knowledgeable in the

principles of humane care (Cooper & Tauber 2007; Dobie

2007; Litzelman & Cottingham 2007). Amid global social

injustice, poverty and human rights violations, Benor’s

(2000) prediction that today’s students will require

Table 8. Projected impacts on faculty development to meet the needs of medical education in the next decade and beyond.

Major trends and driving forces in medical
education 2010þ Academics required by medical schools Faculty development issues

Globalisation, commercialisation of medical

education, information technology and

moral/ethical patient/community care and

safety will lead to

. Implementation of global standards

in medical education (core international

curriculum, competencies, assessment)

. Increase in electives (global exchange)

. ‘Adaptive’ curricula: Blended learning

. Patient-centred curriculum based

on ethics and values

. Interprofessional education

. Community-focused (especially rural)

education

. Diverse student and patient populations

(transnational)

. Virtual medical schools

. Robotics; virtual reality

. More generalists, family and public health

practitioners trained

. Accountability and accreditation

(national/international)

. Minimum standards for medical teachers

. Increased basic medical science teaching

in clinical years

Competencies in different communities of

practice (e.g. clinical teacher vs. clinical

educator; educational leaders)

. International faculty, especially assessors

. Specialised roles, e.g. assessors, clinical

supervisors, IT experts; community

preceptors

. Digitally competent

. Members of an interprofessional team

. Transculturally sensitive

. Humane, caring professional teachers and

educators

Medical education departments mandatory,

with specialist educators for assessment,

curriculum development, research, etc.

. Standards for medical educators

. Credentialling of teachers and educators

. International exchange of professional tea-

chers and educators

. Communities of practice: educators,

researchers, administrators, etc. (i.e. division

of labour)

. Discipline-based faculty development

important
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considerable moral guidance to become tomorrow’s doctors

is probably never truer, but, rather than appointing or

identifying specialised moral guides, every clinical teacher

should be a professional role model, whose behaviour

students would wish to emulate.

What does this mean for medical faculties?

Accountability, accreditation, technological advances, globali-

zation and commercialization are some of the factors that will

drive quality academic medicine. The challenge for faculty

developers is to find better ways of managing the perceived

needs of administrators, the expressed needs of academics and

the real health care needs of society. The onus of ensuring

quality outcomes for patients and communities through first

class medical education rests with deans of medical faculties.

Such medical education outcomes require high calibre

teachers and clinical supervisors. To develop a community

of dedicated professionals and role models requires investing

in their development through sustainable and adaptable

faculty development.

Success and sustainability will, however, depend on the

value ascribed to teaching by various stakeholders. Williams

et al. (2007) recently offered suggestions to overcome the age-

old hiatus of recognizing and rewarding teaching ‘. . . the

difficulty in sustaining the effects of faculty development

programs relates to the fact that good teaching is only

indirectly related to revenue, unlike clinical or research

activities. Because it is unlikely that good teaching will be

directly related to institutional revenue in the foreseeable

future, alternative models for improving and maintaining good

teaching should be sought. Two such models are a regulatory

model, in which teaching skills are regularly updated,

analogous to clinical skills improvement through continuing

medical education, and a quality model, in which teaching

institutions compete for applicants based on valid measures of

teaching quality in their programs. These and other models

should be examined and tested in future faculty development

programs’. As faculty developers, we might at this stage be

satisfied with the regulatory model as a minimum. This is

probably the status quo, in the light of accountability and

accreditation, but we should, in the interests of student

learning, aspire to promote the quality model. This we could

facilitate by fostering a change in institutional culture such that

teaching is rewarded and that educational scholarship is

recognized equally with research and service.

All of this begs a question: Should there be minimum

requirements and standards of practice for medical teachers

and educators? If medical faculties are to produce health care

practitioners who can deliver first class health care in a brave,

new and ever-changing multicultural and technologically

driven world, learners need to be exposed to quality teaching

and learning experiences. Individual institutions therefore

have a social responsibility to develop a cadre of professional

teachers and educators. This may mean planning career paths

for individual faculty members, such that those with

genuine ability and motivation become the educators and

educational scholars, while others become the researchers,

clinical service providers and the administrators. We believe

that minimum requirements relating to the professional

practice of medical teaching, education and administration

are long overdue. In the not too distant future, this

Table 9. Benor’s (2000) predictions for medical faculty in 2020. Have his predictions held up? Authors’ deliberations.

Content expert: Proficient, effective,

knowledgeable and valued professionals

in specific fields

Expert medical scientists and clinicians will

always be required in medical education.

Patient safety demands expertise in

medicine. Accountability will drive this

Clinical teachers and educators

(in subspecialties) with a patient-centred ethos

who value high moral standards and values

Content expert: Provides students with learning

opportunities, directing them to proper

resources rather than teaching

. Value of learner-centred education

recognised for at least two decades.

Knowledge still foundation for medicine,

but it is being recognised that it is more

important how students apply knowledge

. Expert teacher needs to hold

transformative conceptions

of teaching and learning

. Must be capable of developing generic

skills in students

. In the light of information explosion,

transferable skills are required by the

learners

Accountability to various stakeholders may

require accreditation in terms of teaching

Minimum global standards for teachers

Assessor: Uses a variety of sophisticated

assessment measure (for quality assurance)

Competencies (knowledge, skills, attitudes) in

medical education have led to specific

quantitative (MCQs, OSCE) and qualitative

(portfolios, critical incidents, reflective jour-

nals) assessment tools for 360� assessment.

Development ongoing, e.g. simulations, vir-

tual reality, performance-based assessment

Global standards/competencies require

professional international assessors

(Stern et al. 2005)

Moral guide: Guides students’ moral and

emotional development

Compassion, honesty, caring, integrity and a

commitment to professional growth will

always be desirable traits of the profession

(Rennie 2000). Role-modelling and mentor-

ing are crucial for this development in

students

. Role modelling by all teachers

. Improved counselling and career

guidance centres
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professionalisation will be driven by accountability and

accreditation.

From our perspective, minimum requirements for profes-

sionalising teaching practice might then include the following:

. faculty development for academics should be integral to the

mission of every medical school, such that deans and

administrators cannot ignore issues of quality assurance and

social accountability;

. the institutional culture must recognize and reward teaching

excellence and scholarship equally with research and

clinical service;

. there should be formal preparation for anyone who teaches

our students. For appointments and for promotion along the

educator track, a teaching qualification should be manda-

tory. Provision should be made for initial and ongoing

professional development for all faculty members and

teachers.

Reiterating an extract from Tomorrow’s Doctor (GMC 1993):

‘. . . we can best strive to educate doctors capable of adaptation

and change, with minds that can encompass new ideas and

developments and with attitudes to learning that inspire

the continuation of the educational process throughout

professional life’, reminds us of the need to train tomorrow’s

practitioners to be flexible, life-long learners. Carl Rogers

(1969) expressed these very sentiments more than 30 years

ago: ‘The only person who is educated is the person who has

learned how to learn; the person who has learnt how to adapt

and change; the person who has realized that no knowledge

is secure, that only the process of seeking knowledge gives

a basis for security’.

What conclusions can we draw
about faculty development?

Early in this guide we stated that faculty development was not

an easy task. After reviewing an extensive higher and medical

education literature on faculty development spanning three or

more decades, our sentiments remain the same. We are far

from being able to provide the ‘ideal’ programme as there is no

‘quick fix’ or ‘one-size-fits-all’ model of faculty development.

Each institution will need to work within its unique context.

We hope, however, that we have provided faculty developers,

administrators and leaders who shoulder the responsibility of

ensuring quality medical education with a systematic approach

(by using a number of frameworks) to design and implement

faculty development programmes, as well some guiding

principles for effective, sustained and successful faculty

development.

Although referring to educational programmes, Gibbs’

(2006) comments ring true for faculty development

‘We cannot afford to keep ‘re-inventing the wheel’; we need

to make the wheel adaptable to the dynamically changing and

real-world environment. We need to design programmes that

are not dependent on stability, but are sustainable by adapting

to change’.

In summary, faculty development today and tomorrow

should:

. be systematically planned and implemented, with realistic,

achievable and measurable outcomes that are appropriate

for the task. This requires developing objectives and

measurable performance criteria early in the planning

process.

. include practitioners in various clinical settings, such as the

community and other health care professions.

. be task-oriented, with immediate application.

. be tailored to suit the needs of the institution, disciplines

and individual teachers, including educational scholars and

leaders. These needs may become more specialised

(e.g. international assessors) as medical education becom-

ing more global or transnational.

. promote both professional and personal development,

which requires continuous and long-term intervention.

. include multidisciplinary and group training, to

promote collegiality and to create communities of

practice in teaching, medical education research and

administration.

. be underpinned by theories and principles of learning

(e.g. self-directed; interactive; authentic; contextually

relevant).

. be adaptable to meet the changing health care requirements

and innovations in medical education (e.g. web-based

learning and digital technology).

. take cognisance of globalization and the need for

international standards and core competencies

(even amongst medical school academics and medical

educators).

. involve collaboration with disciplines beyond the

boundaries of medical education. With the growing

emphasis on multidisciplinary team work, interprofessional

faculty development is likely to become a future imperative.

In institutions where teaching and educational scholarship is

not afforded the same reward as research or clinical care,

participation in faculty development may require incentives.

Successful strategies for participation include appealing to

faculty’s moral responsibility by promoting student needs as an

objective (Hill & Stephens 2004) or awarding CME credits

(Williams et al. 2007). Fortunately, with the trend towards

professionalizing teaching practice (Eitel et al. 2000) and

accountability issues regarding teaching faculty (WFME 2003;

Skeff et al. 2007), institutions will increasingly need to

recognize their academic staff members as valuable assets

and invest in their personal and professional development.

Finally, we agree wholeheartedly with Brown (2000) that

‘teaching in higher education is too important to be left to

chance’. Medical education is at a point where faculty

development that promotes the professionalisation of teaching

must be an integral aspect of the life of every medical school.
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