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SUMMARY
The 16 Canadian departments of
family medicine were surveyed
to ascertain the availability and
content of faculty development
activities. The results suggest
numerous changes since 1985
and a strong commitment to
faculty development. With the
consolidation of many faculty
development activities to date,
departments should now
consider other methods of
faculty development, broaden
their activities beyond the
current emphasis on "teaching
skills," examine the possibility
of integrating faculty
development with faculty
evaluation, and conduct more
systematic program evaluations.

RESUME
Les seize facultes canadiennes
de medecine familiale ont fait
l'objet d'une etude dans le but
de verifier l'existence et le
contenu d'activites reliees au
developpement professoral. Les
resultats obtenus tendraient a
indiquer que de nombreux
changements sont survenus
depuis 1985 et que les facultes
de medecine sont resolument
engagees sur la voie du
developpement. Un grand
nombre de leurs activites etant
deja bien implanttees, les
facultes de medecine devraient
maintenant explorer d'autres
methodes de developpement
professoral, elargir leurs
activites au-dela des "habiletes
d'enseignement" sur lesquelles
ont met actuellement l'accent,
examiner la possibilite
d'integrer developpement
professoral et evaluation des
professeurs, et proceder a
l'evaluation des programmes de
facon plus systematique.
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AN THE LAST DECADE FACULTY

development has become
an important component of
academic family medi-
cine.1'2 Departments of

family medicine have tried to balance the
needs of their teachers with institutional
imperatives, and a variety of programs
have been designed to assist medical facul-
ty in their teaching roles.3-7

In 1985 we surveyed the status of facul-
ty development programs and activities in
Canada.8 At that time, we found that,
although most programs sponsored facul-
ty development activities for their faculty,
they were limited by financial constraints,
a lack of available manpower, and time
restrictions. Few departments had a speci-
fied plan for faculty development, and
most activities were planned ad hoc. In
addition, no comprehensive orientation
activities were available for new faculty
and little attention was paid to established
part-time faculty. Teaching workshops
were the most common activity.

Since 1985, several significant events
have influenced Canadian departments of
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family medicine. Elimination of the rotat-
ing internship, and the subsequent expan-
sion of family medicine training
programs9"'0 has increased the demand for
new family medicine teachers and has
highlighted the need to prepare new
teachers for their teaching roles. At the
same time, faculty development activities
have gained a higher national profile, and
many new programs have been devel-
oped. What differences do we see? What
changes have been made?

This study aimed to examine the
growth and development of faculty devel-
opment programs and activities in
Canadian departments of family medi-
cine in light of the many changes that
have taken place since 1985. Potentially
the results will provide a more accurate
profile of Canadian faculty development
activities and will facilitate the further
exchange of information, resources,
and expertise.

METHOD

In the spring of 1991, a four-page survey
questionnaire, promising anonymity and
confidentiality, was sent to all Canadian
departments of family medicine. This
questionnaire, based on the survey ques-
tionnaire used in 1985,8 was completed by
1 3 individuals responsible for faculty
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development and by three departmental
chairmen.

Respondents were asked to answer a

series of questions concerning their
departmental structure and plan for fac-
ulty development, the content and meth-
ods of ongoing activities, strategies for
implementing faculty development, and

available resources, both human and
financial. They were also asked to com-

ment on faculty participation, the formal
evaluation of faculty development activi-
ties, and the most common problems
encountered. Some questions required a

simple yes or no answer; some allowed par-

ticipants to check off as many responses as

were pertinent to them; other questions
requested open-ended descriptions of indi-
vidual program details. Following one

reminder, all 16 departments responded.

RESULTS

Departmental structure and plan
Of the 16 departments surveyed, six had a

faculty development committee. Fourteen
(88%) had designated someone to be
responsible for faculty development, eight
of whom were paid specifically for this
activity. The time spent on faculty devel-
opment by these individuals ranged from
2% to 20%; 10% was the most commonly
cited percentage. Remuneration for this
activity varied significantly, from "sort of"
to "yes: part ofmy salary."

Of the 14 individuals responsible for
faculty development, all but one were

physicians; the one exception was a non-

physician PhD. However, six of the
13 physicians had an additional degree,
such as an MEd or an MClSc.

Half of the respondents indicated that
they had a policy or plan for faculty devel-
opment. This plan varied from a descrip-
tion of available activities to an

educational mission statement. Five (31 %)
of the departments surveyed required fac-
ulty to participate in faculty development
activities. One required this for all faculty,
two for full-time faculty, and two for
"expansion" faculty only.

Participation in faculty development
was a criterion for promotion in two
departments. Faculty evaluation was a

key component of faculty development
in another.

Seven of the 16 departments had con-

ducted a systematic assessment of faculty
needs during the last 5 years. The key cat-

egories included in this assessment were

teaching, research, and administration.

Faculty development activities
Orientation activities. An orientation
program was available in eight depart-
ments. Most of these programs were infor-
mal, varying from the distribution of
printed material to social dinners.
However, one program developed an ori-
entation workshop for new faculty, in
response to the influx of new teachers fol-
lowing the Quebec expansion, and two
programs developed mentorship pro-

grams, for new faculty. Other departments
used their ongoing faculty development
activities for their new teachers, but had
not designed specific programs for them.

In-house activities. Thirteen (81 %)
departments offered in-house faculty
development activities. All provided train-
ing in teaching skills, seven in research,
and two in administration. Although the
content and methods of these activities

varied widely, the main emphasis lay on

clinical supervision, evaluation, and prin-
ciples of teaching and learning. Teaching
the principles of family medicine was not

prominent, although working with "prob-
lem" residents was. Research and admin-
istrative skills were also not emphasized.
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Table 1. Most frequently reported strategies for
faculty development

TEACHING METHODS NO. DEPARTMENTS*

Half-day workshops or seminars 12
.................................................................................................................................................

2-day workshops 9
.................................................................................................................................................

Noon-hour or early morning conferences 5
..................................................................................................................................................

Individual training using senior preceptors 4
.................................................................................................................................................

Ongoing part-time courses 4
.................................................................................................................................................

12-month to 24-month fellowships 2
.................................................................................................................................................

Week-long courses I

4-month or 6-month fellowships

*Total sgreater than 16 because departments chose as many methods as were applicable.



The most common strategies used
for faculty development are summa-
rized in Table 1. Half-day workshops
and seminars were the most commonly
reported activity.

Respondents were also asked to
describe their most "successful" activity to
date. This included weekly teacher train-
ing sessions; a workshop on hospital
rounds; the development of a series of
teaching videotapes for community-based
practitioners; an orientation workshop for
new faculty; a seminar on the patient-cen-
tred clinical method; and a series of work-
shops on effective writing.

The most innovative activities cited
were faculty development by distance
education, faculty mentorships for rural
teachers, "booster" sessions designed to
reinforce previously acquired skills, ongo-
ing site visits to community practices,
pedagogical consultations, and the devel-
opment of an index of faculty develop-
ment resources.

Departments were also asked to
describe how their faculty development
activities had changed in 6 years.
Respondents noted that their activities are
now "more structured," "more interac-
tive," and "more community based." One
program reported that the focus of activi-
ties has moved from research to teaching,
whereas another noted that faculty devel-
opment is now a priority.

Respondents were also asked to indi-
cate the rate of participation among
faculty members. Responses ranged
from 5% to 100%. The most common
response was 50%. Of the participants,
40% were considered "new" faculty;
33% were considered "mid-level" facul-
ty; and 35% were considered "experi-
enced" faculty. Most program directors
reported that they were satisfied with the
participation of their faculty.

However, the evaluation of faculty
development activities appeared difficult.
Although 50% of the programs did evalu-
ate their activities, the data collected were
mostly "happiness data," designed to
assess participant satisfaction immediately
after the workshop or seminar.

Outside access. All but one department
had access to faculty development activi-
ties elsewhere in the university (eg, the

Dean's office; the Office of Instructional
Development; the Faculty of Medicine).
Of these, all but one availed themselves of
this facility. Sixty percent of the depart-
ments encouraged their teachers to attend
faculty development programs in other
institutions. The most commonly cited
programs included the Section of
Teachers (of the College of Family
Physicians of Canada) workshops, the
McGill Department of Family Medicine
WA'orkshops, and the University ofWestern
Ontario fellowship program.

Resources and support
Eleven (69%) departments provided sup-
port for travel. Release time for faculty to
pursue their own interests was offered in
six centres; study leaves were available in
nine. No department facilitated a faculty
exchange program.

To encourage participation in faculty
development, the following tactics were
used most frequently: assisting financially
whenever possible; arranging appropriate
time off; and circulating available infor-
mation. Support from the chairperson
and combining social and scientific activi-
ties were not frequently cited.

Respondents were also asked to indi-
cate their most commonly encountered
problems in planning and implementing
faculty development activities (Table 2). A
lack of time, and the busy schedules of
physicians, were the most frequently cited
problems. As one respondent claimed,
"our biggest problem is time, time, and
time!" Concern regarding faculty partici-
pation was best expressed in the lament
that "the people who need it the most
attend the least."

Overcoming these problems was also
mentioned as the most pressing need for
faculty development. Other needs includ-
ed the necessity to train new teachers, the
improvement of clinical teaching in gen-
eral, faculty evaluation, and the integra-
tion of problem-based learning into
residency programs.

DISCUSSION

Despite considerable variability in faculty
development activities across the country,
the results of this survey suggest a strong
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Table 2. Most
Comtnonly Cited
Problems

* Time
* Faculty participation
* Facilitator availability and

enthusiasm
* Faculty members' multiple

commitments



commitment to faculty development in
most departments of family medicine.
Most programs have designated someone
to be responsible for faculty development,
sponsor some faculty development activi-
ties in-house, and employ diverse strate-
gies to encourage teachers to participate
in their own professional development.

Changes since 1985
Several important gains have been made
since 1985. Now 88% of the departments
have someone responsible for faculty
development, eight of whom are paid for
this activity. This practice is in sharp con-

trast to our earlier survey,8 in which 56%
ofthe departments had someone responsi-
ble, only one ofwhom was remunerated
for this activity. Holmes" has discussed
the need for organizational support for
faculty development activities. The results
of this survey suggest that Canadian
departments, by designating someone to
be responsible for faculty development
and by allocating monies for this purpose,
are beginning to address this need.

More departments have also conduct-
ed a systematic needs assessment of their
faculty. In 1985, we wondered how faculty
development programs and activities were
developed. This seems to be clearer now.

The assessment ofdepartmental needs has
seen a threefold increase since 1985.

Structured programs that are part of a
comprehensive plan or that occur regu-
larly are also more common. For exam-

ple, some departments sponsor a series of
three or four faculty development work-
shops annually; two departments have
developed and implemented academic
fellowship programs, one with the possi-
bility of pursuing a Masters degree; and
many programs hold regular retreats or

group discussions on faculty develop-
ment topics.

The described programs also focus
more on the needs of community teach-
ers and rural preceptors. This focus is
evidenced by the development of faculty
mentorships for rural teachers, the
implementation of faculty development
by distance educational programs, and
increased site visits to community prac-

tices. It is interesting to note that
addressing the needs of rural and com-

munity preceptors in this way is also

congruent with some of the new priori-
ties in family medicine education.12

Several authors have recommended a

systematic, centralized approach to facul-
ty development that is comprehensive
and not episodic.'3" 4 The results of this
survey demonstrate that Canadian
departments of family medicine are pur-
suing this direction. It appears that most
activities are no longer planned on an ad
hoc basis, and they more frequently form
part of an overall plan.

The results of this study also suggest
that departments of family medicine are

making better use of Canadian resources.
Local programs are shared more effective-
ly than before, and the beginnings ofa fac-
ulty development network are evident.'5"16
In 1985 we highlighted the need for
greater coordination and dissemination of
information among Canadian programs.8
Initiatives taken by the Section of
Teachers have helped to achieve this goal.

Some of the problems noted in 1985
have been dealt with remarkably well.
However, certain expected changes did
not take place.

Areas for further development
To our surprise, there has not been a

notable increase in the development of
orientation activities for new faculty,
despite the expansion of residency pro-
grams and the need to prepare new teach-
ers for their teaching roles. New teachers
have many concerns about their careers,
including a fear of failure, anxiety about
not having enough to teach, worries about
maintaining their clinical competence,
and uncertainties about developing
appropriate teaching skills.'7"18 It will be
interesting to see how the continuing
expansion of family medicine programs
will influence the development of orienta-
tion programs across the country, either in
each department locally, or in a national
effort to train new teachers.

The content and format of available
faculty development activities have also
not changed significantly in the last
6 years. Of the activities in place, work-
shops on teaching that emphasize clinical
supervision still appear to be the most
common. Although this finding is consis-
tent with other survey results,' additional
areas of faculty development need to be
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addressed.3",9 If we look at faculty devel-
opment as that "broad range of activities
designed to assist faculty in their teaching
roles,"20 or as "personal and professional
assistance to faculty members to allow
them to function more comfortably and
effectively in a university setting,"21 we
need to broaden the focus ofour activities.
As Holmes" has stated, focusing on teach-
ing alone is "off target."

Indeed, the lack of emphasis on
research and administration noted in this
survey is striking. With an ever-increas-
ing demand for research productivity in
family medicine, faculty development
should include this area of activity.22 A
focus on administrative skills is also
important, especially in light of
increased residency positions, the
increased need for funding, and the over-
all complexity of medical education in
the current health care system.

The emphasis on workshops and semi-
nars is consistent with other research find-
ings. 2,13 However, as other faculty
developers have noted,2"19 it is time to con-
sider other methods. Training trainers is
an additional area for consideration.23 In
many ways, family medicine has gained an
expertise in the area of faculty develop-
ment that could now be "exported" to
other medical settings and work environ-
ments.

The finding that participation in facul-
ty development is unrelated to promotion
is unsurprising. However, in light of the
Smith report,24 and the re-emphasis on
teaching in medical education,25 it is time
to examine whether participation in facul-
ty development, and in teaching activities,
should be a criterion for promotion.
Linking faculty evaluation to faculty devel-
opment26'27 might be a way to address this
concern.

The evaluation of faculty development
activities remains a challenge. Although
the survey results are consistent with other
findings,2 9 it is now time to focus our
research efforts on the systematic evalua-
tion of these endeavours.

Survey limitations
Our last survey considered the types of
faculty development activities that are
sponsored by individual departments
without examining how faculty members

avail themselves of different programs. In
this survey, respondents were asked to
describe faculty participation in their
activities. Although programs did
respond, this question is still difficult to
answer and might require a different
methodology. Departmental activities do
not reflect all ofthe personal faculty devel-
opment activities of clinical teachers.
Other limitations of this study include
many of the problems of survey research:
the reliance on program developers for a
description of what their departments
are offering and the inherent subjectivity
in evaluating the noted activities.
Nonetheless, determining what depart-
ments offer is a necessary first step.

Future chalienges
Spooner28 asserts that faculty develop-
ment is an institutional responsibility
and that institutional leaders must bud-
get resources and enable continuing fac-
ulty development opportunities. The
results of this survey suggest that
Canadian departments are accepting
this responsibility.

These findings also highlight addition-
al areas for further development. In light
of our current growth, family medicine
departments should now try to:
* broaden activities beyond the current
emphasis on "teaching skills";

* consider other methods of faculty devel-
opment, and not restrict the notion of
faculty development to workshops and
seminars;

* examine the possibility of integrating fac-
ulty evaluation with faculty development;

* contemplate the training of trainers, so
that family medicine can "export"
expertise in this area;

* continue to examine different ways of fos-
tering information exchange and
resource sharing, so that faculty develop-
ment expertise can be more easily shared;

* study the effectiveness of faculty devel-
opment activities; and

* continue to foster "faculty centred" fac-
ulty development.

With the current diversity of faculty
experiences and needs, there is no single
recipe for successful faculty develop-
ment. Departments must use their indi-
vidual strengths and resources, continue
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to balance organizational needs with
those of the individual teachers, and
strive to evaluate the effectiveness of
their work in this area. R
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