
Haas et al. BMC Medical Education          (2023) 23:185  
https://doi.org/10.1186/s12909-023-04155-x

RESEARCH Open Access

© The Author(s) 2023, corrected publication 2023. Open Access This article is licensed under a Creative Commons Attribution 4.0 
International License, which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you 
give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To 
view a copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/. The Creative Commons Public Domain Dedication waiver 
(http:// creat iveco mmons. org/ publi cdoma in/ zero/1. 0/) applies to the data made available in this article, unless otherwise stated in a 
credit line to the data.

BMC Medical Education

A decade of faculty development for health 
professions educators: lessons learned 
from the Macy Faculty Scholars Program
Mary Haas1†  , Justin Triemstra2*†  , Marty Tam3  , Katie Neuendorf4, Katherine Reckelhoff5,6, 
Rachel Gottlieb‑Smith7  , Ryan Pedigo8  , Suzy McTaggart9  , John Vasquez10  , Edward M. Hundert11, 
Bobbie Berkowitz12, Holly J. Humphrey13,14 and Larry D. Gruppen15   

Abstract 

Faculty development (FD) programs are critical for providing the knowledge and skills necessary to drive positive 
change in health professions education, but they take many forms to attain the program goals. The Macy Faculty 
Scholars Program (MFSP), created by the Josiah Macy Jr. Foundation (JMJF) in 2010, intends to develop participants as 
leaders, scholars, teachers, and mentors. After a decade of implementation, an external review committee conducted 
a program evaluation to determine how well the program met its intended goals and defined options for ongoing 
improvement.

The committee selected Stufflebeam’s CIPP (context, input, process, products) framework to guide the program eval‑
uation. Context and input components were derived from the MFSP description and demographic data, respectively. 
Process and product components were obtained through a mixed‑methods approach, utilizing both quantitative and 
qualitative data obtained from participant survey responses, and curriculum vitae (CV).

The evaluation found participants responded favorably to the program and demonstrated an overall increase in aca‑
demic productivity, most pronounced during the two years of the program. Mentorship, community of practice, and 
protected time were cited as major strengths. Areas for improvement included: enhancing the diversity of program 
participants, program leaders and mentors across multiple sociodemographic domains; leveraging technology to 
strengthen the MFSP community of practice; and improving flexibility of the program.

The program evaluation results provide evidence supporting ongoing investment in faculty educators and summa‑
rizes key strengths and areas for improvement to inform future FD efforts for both the MFSP and other FD programs.
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Introduction
Background
Robust faculty development (FD) programs in the health 
professions are necessary to provide faculty with the 
knowledge and skills required to prepare learners for 
an ever-evolving healthcare landscape. Although FD 
initially emerged as a form of training to develop teach-
ing skills, it has since expanded to include activities that 
improve knowledge and skills in other domains such 
as research, administration and clinical skills [1–3]. In 
addition to benefiting learners, FD programs can aug-
ment the careers of health professions educators through 
improved self-efficacy and sense of belonging within the 
broader education community [4]. On an institutional 
level, FD programs can define and strengthen a medical 
center’s academic profile [5]. Similarly, national FD pro-
grams may benefit from the reputation of the sponsoring 
institution and its particular goals and mission.

Despite the importance of FD programs, there exist 
several barriers to participation, including: a lack of pro-
tected time for attendees, competing responsibilities, 
a perceived lack of recognition and financial reward for 
teaching, a perceived lack of direction from and connec-
tion to the institution, and logistical factors [6]. Lack of 
protected time specifically remains the most commonly 
reported barrier to scholarship, which is a key output 
of many FD programs. This constraint is particularly 
true for faculty managing competing administrative and 
leadership activities, additional key outputs of FD pro-
grams [7, 8]. Previous FD literature has identified dedi-
cated time and financial resources as primary drivers for 
FD program participants’ ability to actualize benefits of 
participation, by creating capacity for learning, reflec-
tion, scholarship and development of leadership skills 
[8–10]. The importance of FD programs has resulted in 
the growth in the number and size of such programs, 
with corresponding financial commitments. Supporting 
evidence for ongoing investment in FD programs, as well 
as good stewardship of this investment of money, time, 
and people, requires evaluation of the intended and unin-
tended outcomes of such programs.

One such flagship program is the Macy Faculty Schol-
ars Program (MFSP). The MFSP is a FD program created 
by the Josiah Macy Jr. Foundation (JMJF) in 2010 with 
the goal of developing health professions educators as 
leaders, scholars, teachers and mentors [11]. The MFSP 
selects mid-career faculty who have already demon-
strated promise, and subsequently provides them with 
a structured curriculum, protected time, mentorship, a 
national network, and a community of practice  (CoP). 
The vision of the program was for Scholars to become 
“the drivers for change in health professions educa-
tion, toward the goal of creating an educational system 

that better meets the needs of the public.” Specifically, 
the JMJF noted interest in projects that: advance equity, 
diversity and belonging; enhance collaboration among 
health professionals, educators, and learners; and suc-
cessfully navigate and address ethical dilemmas that arise 
when principles of the health professions conflict with 
barriers imposed by the health delivery system.

The program selects 5 Scholars per year from insti-
tutional nominations through a rigorous, multi-level 
selection process. Accepted Scholars receive base sal-
ary support plus fringe benefits to protect at least 50% 
of the Scholar’s time for two years. Scholars produce 
academic output, engage in the national MFSP educa-
tional network, and participate in the Harvard Macy 
Institute Program for Educators in Health Professions 
[12]. Applicants are selected based on their application, 
project proposal, institutional support and are men-
tored throughout the program by a national group of 
mentors.

To date, the JMJF had not yet engaged in a signifi-
cant, formal, ongoing evaluation of the MFSP, as the 
priorities thus far had included building the program, 
recruiting the mentors, developing selection crite-
ria, partnering with the Harvard Macy Institute for 
the curriculum, and refining various policies. More 
generally, rigorous evaluations utilizing both qualita-
tive and quantitative methods of robust national FD 
programs often remain neglected or considered as an 
afterthought in the literature, highlighting the need 
to publish program evaluations that are completed 
in an academically rigorous manner for transparency 
of program outcomes [13–15]. Therefore, at the dec-
ade mark, the JMJF elected to commission an exter-
nal review of the MFSP to evaluate components of the 
program, namely: curriculum, mentorship models, 
selection, and program and Scholar outcomes. Con-
sequently, the authors conducted a robust program 
evaluation of the MFSP which is detailed in this paper. 
Subsequently, this paper can serve as an example of a 
academically rigorous program evaluation utilizing 
both quantitative and qualitative methodology and as 
additional data for other health profession educational 
leaders seeking to justify, build, or evaluate other FD 
programs to demonstrate the value of investment in 
health professions educators [16–18].

Methods
Evaluation framework
The evaluation team elected to apply Stufflebeam’s CIPP 
evaluation framework, which contains four major lev-
els of evaluation: Context (program objectives and the 
basis for those objectives), Input (assessment of the edu-
cational strategies employed to meet the objectives), 
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Process (actual implementation and how it compares 
to planned activities) and Product (resulting outcomes 
and if they met the needs of the target population).
[19, 20]. The CIPP model avoids an overly simplistic 
approach by incorporating systems theory, which pos-
tulates that the whole equals more than the sum of its 
parts and acknowledges the interrelations among indi-
vidual components. CIPP also incorporates complexity 
theory, which accounts for the relationship of elements 
to program participants and relationship of program 
participants with one another [19, 21–23]. Although 
this evaluation occurred at the 10-year-mark, the Macy 
Foundation leadership intended to use data gleaned both 
summatively to assess its return on investment, as well as 
formatively to inform future iterations of the program.

We obtained the context and input components of 
the evaluation from the MFSP program description and 
Scholar demographic data, respectively. We applied a 
mixed-methods approach to evaluate the process and 
product, utilizing both quantitative and qualitative data 
obtained from program statistics, survey responses and 
curriculum vitae (CV). Informed consent was obtained 
from all subjects and the study was reviewed by the 
University of Michigan Institutional Review Board, 
HUM00175014, for ethical approval and ruled to be 
exempt from ongoing review. All methods and experi-
mental protocols were approved and carried out in 
accordance with relevant guidelines and regulations.

Curriculum Vitae (CV) analysis
MFSP Scholars with a minimum of one year of post-pro-
gram activity submitted current CVs for analysis of types 
and number of academic products. We aggregated and 
de-identified the CVs. We used three time periods to clas-
sify academic output: time period 1 (pre-MFSP) represents 
years before the program (equals number of years in time 
period 3); time period 2 (intra-MFSP) represents the two 
years during the program; and time period 3 (post-MFSP) 
represents years after the program up until the end of 
2019, ranging from 1 year, for those who entered in 2016, 
up to 6 years for those who entered in 2011, with a mean of 
3.5 years. Nine of the authors (RG, MH, LG, PM, KN, RP, 
KR, MT, JT) participated in data extraction and performed 
exploratory data analyses including a review of data distri-
butions by histogram and Q-Q plots, as well as descriptive 
statistics such as mean, median, variance, skewness, and 
kurtosis, and outlier analyses using interquartile range and 
Cook’s distance (Additional file 1: Appendix 1 for CV data 
collection form).

Survey
The evaluation team developed survey questions (see Addi-
tional file  1: Appendix  2 for complete survey) through an 

iterative process of expert input and literature review, with 
content focused on strengths and areas of improvement of 
the MFSP program. The evaluation team piloted the instru-
ment, refined the questions accordingly, and generated a 
Qualtrics survey requiring roughly 5- to 10-min to com-
plete. A set of representative MFSP Scholars did not pilot 
the survey due to the small size of the cohort and potential 
for generating bias from seeing the questions twice. The 
MFSP Scholars received the survey via email. Responses 
were confidential and de-identified in the analysis.

Quantitative analysis
For the quantitative analysis, we used demographic data, 
data extracted from the CV analysis, and survey items 
with Likert-type scale questions. We expressed number of 
academic outputs from the CV analysis as rates (number 
per year for a given time period). We utilized descriptive 
statistics and analysis of variance (ANOVA) to examine 
the results. We log-transformed numerical data to meet 
assumptions of normality for the statistical tests prior to 
comparison between groups. We used a one-way, within 
subjects ANOVA to test within-subject differences in out-
comes during time periods 1, 2, and 3 for statistical signifi-
cance. We used partial eta-square as effect size measures. 
Post-hoc analyses assessed the effect of protected time on 
these outcomes by an analysis of covariance (ANCOVA) 
using protected time as a covariate. All statistical tests were 
two-sided with a 0.05 significance level. We performed 
analyses with IBM SPSS version 26.0 (Armonk, NY).

Qualitative analysis
Following the Standards for Reporting Qualitative Research, 
we utilized a constructivist approach to engage in a quali-
tative analysis of open-ended survey responses to further 
understand the participants’ experience with the MFSP pro-
gram [24]. With regard to the positionality and reflexivity of 
the coding group, a gender and experientially diverse group 
of health professions educators comprised the coding team. 
Four authors (JDT, RP, KN, KR) reviewed and analyzed tran-
scripts under the direction of a qualitative research expert 
(JV). All coding authors used a group format to create and 
discuss code agreement for three questions. Two teams 
split the remaining questions (authors KN/RP and authors 
JDT/KR) and each team coded half the questions indepen-
dently. The independent teams then convened to discuss all 
codes and determine appropriate themes.

Results
Quantitative analysis (demographic, CV, survey)
Table 1 details baseline demographic data of MFSP appli-
cants and selected Scholars as a component of the inputs 
in the CIPP model for the MFSP program.
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Table 2 summarizes the products of the CIPP model, or 
rates of academic outputs per year for each category of 
the CV analysis over each time period and results of the 
statistical analysis to determine between-group differ-
ences and effect size. A total of 31 CVs met criteria for 
inclusion in the CV analysis.

Three areas of accomplishment demonstrated statisti-
cally significant temporal differences, though with dif-
ferent patterns of change. The rate of education-specific 
grants (in principal investigator role) decreased going 
from time period 1 to 2 as well as from time period 2 

to 3. The rate of total grant dollars (either in a PI or co-
investigator role) decreased going from time period 1 to 
2 but increased going from time period 2 to 3. The rate 
of education-specific national presentations increased 
going from time period 1 to 2 but decreased going from 
time period 2 to 3.

Four areas demonstrated a non-statistically significant 
trend toward temporal differences. The rate of educa-
tion-specific grants (either in a PI or co-investigator role) 
decreased going from time period 1 to 2 as well as from 
time period 2 to 3. The rates of total publications, edu-
cation-specific presentations (any regional, national, and 
international), and education-specific international pres-
entations increased going from time period 1 to 2 but 
decreased going from time period 2 to 3.

Table  3 details a post-hoc analysis to assess the effect 
of protected time on the rate of accomplishments, and 
demonstrated total grants, total grants as PI, education-
specific grants, education-specific grants as PI, educa-
tion-specific publications, and education-specific last 
author publications all had statistically significant corre-
lation with the amount of protected time.

Survey response rate was 94% (34/36). Most respond-
ents “agreed” or “strongly agreed” that the MFSP devel-
oped them as a teacher (29/34), mentor (27/34), scholar 
(33/34), and educational leader (34/34). Most “agreed” or 
“strongly agreed” that the program was a valuable use of 
time (33/34), allowed things to be accomplished that oth-
erwise would not have been (34/34), and would recom-
mend the program to others (33/34). Scholars reported a 
mean and median of 51 ± 12% protected time.

Qualitative analysis
The main themes identified in the qualitative analysis 
provide insight into the process component of the CIPP 
model and fit under two overarching domains: areas of 
strength and areas for improvement (Table 4). Themes 
related to strengths included: mentorship, community 
of practice, and resources. Themes related to areas for 
improvement included: lack of diversity; technology; 
and individualization.

Discussion
We utilized the CIPP framework to complete a robust, 
academically rigorous, program evaluation of a 
national FD program to add and further advance the 
literature supporting the need to invest in health pro-
fession educators. Our data demonstrated that the par-
ticipants of this program were developed as mentors, 
scholars, and educational leaders, indicating a success-
ful interplay of the CIPP framework components: con-
text, inputs and process generating intended products. 
In addition to a program evaluation of the MFSP, our 

Table 1 MFSP Applicant and Scholar Demographics (2011–
2019)

a Black/African American, Latinx, Native American, Pacific Islander
b Data only available for years 2015–2019
c Geographic region categorization based on US Census Bureau
d Most common PhD fields of study were education, sociology and psychology

Total Percent of total

Applicants 747 n/a

 School

  School of Medicine 416 55.7%

  School of Nursing 328 44.0%

  Both 2 0.3%

 Gender

  Female 595 79.5%

  Male 153 20.5%

 Under‑Represented in Medicine 
(URM)a

50b 12.6%b

Scholars 46

 Gender

  Female 34 73.9%

  Male 12 26.1%

  URMa 11 23.9%

 Geographic  locationc

  W 7 15.6%

  MW 9 20.0%

  NE 17 37.8%

  S 12 26.7%

 Doctorate degree

  PhD (nursing) 14 30.4%

  MD 22 47.8%

  PhD  (otherd) 5 10.9%

  MD/PhD 3 6.5%

  PharmD 1 2.2%

  MSN/PhD 1 2.2%

 Academic Rank

  Assistant professor 16 34.8%

  Associate professor 28 60.9%

  Professor 2 4.3%
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data provide additional information for FD  leaders to 
help design successful programs by highlighting the 
importance of protected time on increased scholarly 
activity and how mentorship, CoPs, resources, and 
diversity serve as key components of all FD programs.

Context
In the CIPP model, the context is defined as the program 
objectives, the basis that supports those objectives, and 
the learner identification and demand [19, 20]. To under-
stand the context of the MFSP program, we analyzed 
the MFSP program description. Scholars accepted to 

Table 2 Rate of accomplishments per year by  MFSPa participants by time  periodb

a Abbreviations: Macy Faculty Scholars Program (MFSP)
b Between-group differences were tested with a one-way analysis of variance (ANOVA) test
c Rates of accomplishment were expressed as numbers per year
d Effect sizes were estimated with a partial eta-squared test, which attributes the variation in a given output variable based on a certain explanatory variable and that 
is not explained by another variable in the model
e Five Scholars were excluded from the grant dollars analysis given lack of grant funding

Accomplishmentc Scholars Time Period 1, mean (SD) Time Period 2, mean (SD) Time Period 3, mean (SD) P-value Effect  sized

Honors

 Total 31 1.08 (1.01) 0.89 (0.95) 0.69 (0.53) 0.382 0.021

 Education 0.53 (0.72) 0.50 (0.62) 0.41 (0.46) 0.838 0.004

Grants

 Total 31 0.98 (0.69) 0.76 (0.78) 0.65 (0.80) 0.102 0.049

 Education 0.70 (0.62) 0.66 (0.78) 0.35 (0.56) 0.056 0.062

Grants as PI

 Total 31 0.60 (0.61) 0.39 (0.51) 0.36 (0.41) 0.143 0.042

 Education 0.43 (0.48) 0.21 (0.34) 0.17 (0.28) 0.020 0.083

Grant  Dollarse

 Total 26 $530,486.33 ($804,007.40) $425,872.83 ($722,805.71) $465,532.97 ($654,287.27) 0.029 0.090

 Education $379,494.93 ($801,996.52) $259,150.29 ($522,980.14) $199,151.57 ($334,481.65) 0.228 0.039

Grant Dollars as PI

 Total 26 $229,439.50 ($707,683.87) $89,594.87 ($339,531.76) $145,771.15 ($320,325.69) 0.115 0.056

 Education $180,148.90 ($690,156.02) $3,343.79 ($9,328.59) $59,060.58 ($200,523.64) 0.173 0.046

Publications

 Total 31 2.21 (2.11) 3.55 (2.87) 3.21 (2.48) 0.052 0.064

 Education 1.31 (1.59) 2.10 (2.25) 2.05 (2.00) 0.125 0.045

First Author 

 Publications 31 0.98 (0.95) 1.32 (1.11) 1.21 (0.97) 0.339 0.024

 Total Education 0.58 (0.55) 0.92 (0.86) 0.74 (0.77) 0.250 0.030

Last Author

 Publications 31 0.47 (0.69) 0.68 (0.79) 0.71 (0.83) 0.366 0.022

 Total Education 0.29 (0.60) 0.37 (0.68) 0.52 (0.60) 0.201 0.035

All Presentations

 Total 31 4.64 (2.99) 6.47 (5.52) 5.86 (7.37) 0.481 0.016

 Education 2.48 (2.18) 4.48 (3.76) 3.17 (2.92) 0.080 0.055

National Presentations

 Total 31 3.60 (2.68) 5.68 (5.18) 5.24 (7.16) 0.397 0.020

 Education 2.24 (2.04) 3.98 (3.05) 2.63 (2.38) 0.035 0.072

International Presentations

 Total 31 0.62 (0.93) 0.79 (1.15) 0.74 (1.11) 0.813 0.005

 Education 0.17 (0.29) 0.48 (0.86) 0.43 (0.59) 0.093 0.051

Leadership Roles

 Total 31 0.77 (0.72) 1.26 (1.12) 0.92 (0.60) 0.556 0.013

 Education 0.61 (0.64) 0.98 (1.10) 0.71 (0.61) 0.739 0.007
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the MFSP program receive 50% protected time for two 
years during the program. The expectation is that Schol-
ars produce academically, are engaged in the MFSP CoP, 
and participate in the Harvard Macy Institute Program 
for Educators in Health Professions throughout that 
time period [12]. This context positively affected career 
growth and academic output for the Scholars as demon-
strated through increased academic output of publica-
tions and presentations during the program years.

Inputs
The inputs of the CIPP model are described as the assess-
ment of the educational strategies employed to meet 
the objectives, including program plans and resources. 
The MFSP scholars represent key inputs as they form a 
CoP. Regarding Scholar demographics, our data dem-
onstrated diversity in gender, race, professional degree, 
and academic rank of the Scholars accepted to the pro-
gram. In our analysis, the percentage of Scholars iden-
tifying as women matched the percentage of women 
applicants. Furthermore, the percentage of underrep-
resented in medicine (URM) Scholars represented dou-
ble the percentage of URM applicants. Lack of diversity 
in the health professions remains a critically important 
issue with evidence that diversity within the care team 
enhances patient care [25–32]. In addition, FD opportu-
nities for URM and women health professionals enhance 
retention and advancement of these same groups of fac-
ulty [33–37]. By continuing to emphasize recruitment 
of URM Scholars and mentors to the MFSP, and focus-
ing curricular interventions on addressing implicit bias, 
social determinants of health, health care disparities, and 
systemic racism within medical education, FD programs 
can better meet their goal of training Scholars to drive 
critical change.

The MFSP utilized several educational strategies to 
meet the previously described objectives. First, they 
utilized their national network of mentors, faculty, and 
alumni to create a robust CoP that facilitated career 
growth and academic output for the Scholars. Second, 
the program accessed the Harvard Macy Institute Pro-
gram for Educators in Health Professions curriculum 
which allowed the Scholars to participate in an estab-
lished program that guided their own professional 
development as health professions education schol-
ars. The MFSP use of these resources and educational 
strategies supported the program’s intended goals, and 
the actual implementation was further explored as part 
of the process analysis.

Process
Regarding the process of the CIPP model, or the actual 
implementation and execution of the planned activities to 
support the products, we found that the MFSP program 
was ultimately successful in its implementation and exe-
cution of planned activities. Our data demonstrated suc-
cessful mentorship relationships, robust CoP, significant 
resources, and growth as educational scholars. While the 
participants rated the program highly overall, the analysis 
also revealed specific areas for improvement, including 
recommendations regarding mentorship, diversity, tech-
nology, and a request for continued engagement in the 
program post-graduation.

Table 3 Effect of protected time on outcomes of the Macy 
Foundation Scholar  Programa

a Authors utilized ANCOVA Model with protected time as covariate

Accomplishment P-value Partial Eta 
Squared

Observed 
Power

Adjusted R 
Squared

Honors

 Total 0.513 0.047 0.204 ‑0.014

 Education 0.579 0.041 0.179 ‑0.021

Grants

 Total 0.050 0.151 0.637 0.097

 Education 0.032 0.169 0.699 0.116

Grants as PI

 Total 0.017 0.194 0.780 0.143

 Education 0.019 0.190 0.767 0.138

Grant Dollars

 Total 0.151 0.106 0.449 0.048

 Education 0.475 0.051 0.220 ‑0.009

Grant Dollars as PI

 Total 0.338 0.069 0.290 0.009

 Education 0.253 0.082 0.348 0.024

Publications

 Total 0.043 0.158 0.660 0.104

 Education 0.003 0.252 0.909 0.205

First Author Publications

 Total 0.381 0.063 0.266 0.003

 Education 0.396 0.061 0.257 0.001

Last Author Publications

 Total 0.210 0.091 0.386 0.033

 Education 0.023 0.182 0.743 0.13

All Presentations

 Total 0.520 0.046 0.201 ‑0.014

 Education 0.128 0.113 0.481 0.056

National Presentations

 Total 0.447 0.054 0.233 ‑0.006

 Education 0.282 0.077 0.327 0.018

International Presentations

 Total 0.841 0.017 0.099 ‑0.045

 Education 0.074 0.136 0.577 0.081

Leadership Roles

 Total 0.881 0.014 0.089 ‑0.049

 Education 0.461 0.053 0.226 ‑0.008
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Table 4 Qualitative analysis of survey responses

a Listed under each code in parentheses represents the survey questions corresponding to each code

Areas of strength

Themes Codesa Representative Quotes
Mentorship Mentorship (2a, 3) “Mentorship. The quality of people I have met in the MFSP is extraordinary. I feel very 

very fortunate.”
“The world renowned mentors who share their time and expertise to make us better.”

Sponsors (2a) “Sponsorship: They want us to succeed. They include us in programming and recom‑
mend us for positions.”

Community of Practice Networking (2a, 3, 8) “It is a unique network of scholars dedicated to health professions education.”
“Opportunity to network with colleagues doing cutting edge educational work.”

Connection (2a, 3) “Connection with national peers and leaders.”

Cohort (2a) “Cohort/Cadre of educational scholars.”
“Colleagues, colleagues, colleagues–friends for life.”

Career Development (3, 7, 11) “The MFSP is the most impactful career development program I have ever seen. It is 
unique in all of health professions education and fills a profound gap. It was career 
changing for me. I simply would not have the career that I have today without it.”

Resources Protected Time (2a, 8) “This gave me the TIME to do the program I needed to do including the research.”
“Adequate amount of protected time to develop an area of program development 
and scholarship in a novel area of medical education.”

Financial Support (2a) “The financial assistance for traveling to meetings gave me unprecedented access to 
meetings that I wouldn’t have been able to attend otherwise.”
“Financial support to pursue educational work that is not otherwise generally sup‑
ported in academia.”

Leverage (2a, 8) “Provide prestige and validation to be considered for future leadership roles.”
“Validation as a leader from a highly reputable national organization.”
“Increased visibility at my home institution and nationally—I strongly believe this 
award ‘opened doors’ for me in my career.”

Curriculum (2a, 3) “Incorporation of Harvard Macy program for educators (for me as someone who 
previously did not have formal med ed training, this was incredibly useful and served 
as a foundation for my med ed work).”

Areas for improvement
Themes Codes Representative Quotes
Lack of Diversity Professional Diversity (2b, 3) “Greater professional diversity.”

“Heavy on medicine.”

Scholar Diversity (2b) “Greater attention to equity among scholars, mentors, program goals and process.”

Mentor Diversity (2b, 3) “Diversification of Macy Advisory Committee members.”

Health Equity and Disparities (2b) “Advancing health equity.”

Technology Social Media Presence (2b) “Using the website and social media to keep us up‑to‑date or the work and accom‑
plishment of scholars.”

Remote Learning (2b) “More contacts through Zoom platform throughout the year.”

Individualization Flexibility (2b) “Have more flexibility with use of the funding.”

Grant Writing (2b) “NIH grant writing support.” “Support to develop research proposals for AHRQ.”

Personal Coaching (2b) “Consider offering continued formalized leadership growth opportunities for former 
MFS.”
“Could there be coaching available for the Scholars? This could be something that 
Scholars could apply for. Could provide deep transformative guidance.”

Alumni Connection (2b, 3) “Transition out of the program.”
“Continuous programming and connection beyond two year fellowship.”
“Further emphasis on transition from Macy Faculty Scholars program to next phase–
maybe emphasizing inter cohort communication outside of the annual meeting.”

Standardization of Mentorship (2b, 3) “Mentorship varies tremendously.”
“Better defined expectations and outcomes for mentor/mentee relationship with 
Macy‑assigned mentors.”
“There are no standard expectations for the national mentor, for example, my mentor 
did not reach out to me and often did not respond to my request for mentorship. 
Some standardization and transparency would be appreciated.”
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Mentorship and sponsorship in academic medicine 
represent key drivers of personal and professional devel-
opment, research productivity, and career satisfaction 
[38–40]. Although most Scholars rated mentorship and 
sponsorship highly, many Scholars noted a lack of stand-
ardization of mentorship. Although the MFSP included 
nationally recognized, prolific scholars as mentors, 
many had participated in the program since its incep-
tion, which limited the diversity of perspective and also 
potentially contributed to a lack of diversity among the 
MFSP program faculty, as mentioned by the Scholars. 
One resultant suggestion for the MFSP and similar FD 
programs would be to have mentors fill a limited-service 
term before allowing new mentors to enter. Additionally, 
allowing mentees to select their own mentors, ensuring 
incorporation of components of formal mentoring pro-
grams, encouraging a written mentor–mentee contract, 
and exploring alternate models for mentorship arrange-
ments represent potential future strategies previously 
described [39].

In addition, Scholars indicated that the MFSP 
afforded entry into a robust CoP of educators in the 
health professions, including other Scholars, alumni, 
and faculty of the program. Membership in CoPs result 
in increased social support, which can enhance well-
being and engagement, and may mitigate the risk of 
burnout [41–43]. Also, Scholars noted resources to be 
a strength of the MFSP as protected time and finan-
cial support facilitated productivity by addressing a 
common barrier to scholarly work [8]. The major-
ity of Scholars reported that they did achieve the 
intended 50% protected time. Although participation 
in FD programs often comes with the promise of “pro-
tected time,” the degree to which it materializes varies. 
Even with funding, clinical and other administrative 
demands can easily consume time intended for aca-
demic pursuits, particularly for clinician-educators [44, 
45]. Without truly protected time, faculty must utilize 
evening and weekend hours to accomplish scholarly 
and professional development activities, with weekend 
activities being a driver of burnout [46]. The compel-
ling finding that Scholars largely received the amount 
of protected time promised likely contributed signifi-
cantly to the products of the program and should be 
duplicated in other FD programs to achieve similar 
successes in scholarly activity.

Finally, integration of technology represents another 
potential area of growth for the MFSP and FD programs 
in general. Specifically, Scholars suggested improving the 
MFSP’s social media presence and increasing the fre-
quency of contact via videoconferencing and other digital 
platforms, a theme further highlighted in the context of 
COVID-19 related gathering restrictions. Furthermore, 

Scholars requested continuous programming and con-
nection to the MFSP community beyond the two-year fel-
lowship by enhancing the alumni network and promoting 
communication in between in-person meetings. Engag-
ing past participants of FD programs as future leaders of 
the program enlarges its CoP, while also providing future 
sponsorship and leadership opportunities to HPEs. Uti-
lizing these approaches allow for affordable and flexible 
ways to promote engagement among geographically dis-
tant participants and enhance a CoP [47–49].

Products
The products of the CIPP model, the resulting outcomes 
or achievements of the program, demonstrated  that  the 
MFSP successfully developed its Scholars academi-
cally. Prior studies have evaluated competitive grant 
awards and publications as indicators of academic suc-
cess among faculty and we also utilized these metrics to 
assess that objective [36, 50–54]. We found that educa-
tion publications and presentations increased during and 
following MFSP participation, suggesting that the Schol-
ars were disseminating their research and innovations 
in education. The pronounced increase in publications 
and presentations during the program years likely indi-
cate the particularly beneficial effect of protected time. 
Of note, there was a decrease in productivity observed 
when moving from time in the program to time outside 
of the program which likely reflects the challenges with 
the ‘transition back’ from a significant proportion of pro-
tected time to typical faculty roles. Prior literature has 
found that individual priorities and work environment 
characteristics such as number of work hours, quality of 
mentorship relationships, and institutional support aug-
ment success with this transition [55]. Ongoing men-
torship and participation in the CoP through the MFSP 
alumni status and creative efforts by individual institu-
tions to provide ongoing protected time for productivity 
and development beyond the completion of the program 
may sustain benefits of participation [55, 56]. Indeed, 
the amount of protected time offered by the MFSP dis-
tinguishes it among FD programs for health professions 
educators; yet, this finding highlights the continued need 
for FD programs to support protected time, while adding 
to the body of literature demonstrating the meaningful 
outcomes generated by such an investment.

Implications of program evaluation findings
As the MFSP represents a flagship FD program for 
health professions educators, lessons learned through 
its evaluation provide further evidence for policy-
makers, organizational and institutional leaders that 
investing in health professions educators, particularly 
through providing actualized protected time, provides 
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meaningful return on investment with regard to devel-
oping leaders, scholars, teachers, and mentors, with 
the intent of benefiting society at large. Additionally, 
the program evaluation generated a list of key themes 
and resultant strategies to inform future iterations of 
the MFSP program that are broadly applicable to other 
faculty developers in health professions education 
as they create, optimize, and expand their programs 
(Table 5).

In applying the lessons derived from the program 
evaluation, however, the learning and practice envi-
ronments of related FD programs must be taken into 
consideration. The MFSP is a premier, nationally rec-
ognized program that draws faculty  learners from 
institutions throughout the country. There are few 
similar programs. Instead, most longitudinal FD pro-
grams draw from, and are supported by, single insti-
tutions which seek to build their local educational 
expertise. The contrast between the national focus 
of the MFSP and the local focus of most institutional 
programs is significant in many ways. The financial 
support for protected time is critical to the MFSP but 
“support” from local programs may well reflect the 
influence of other values and priorities to foster the 
strength and reputation of the institution – above and 
beyond the finances for “protected time.”

Similarly, the MFSP seeks to build a national commu-
nity of scholars and collaborators, whereas local pro-
grams are likely to be more concerned with building 
their own, local  CoP. There is a risk of a local FD pro-
gram focusing too narrowly on the needs and benefits of 
the institution but we, the authors, many of whom have 
participated in local FD programs, believe firmly that all 
local programs should recognize that medical education 
is a national, even international, enterprise that extends 
beyond the narrower interests of local contexts.

Finally, we believe that all longitudinal FD programs 
should rigorously evaluate themselves for both local 
impact but also national significance. The perspective 
of evaluation needs to be national in scope and sim-
ply describing a program is only a first step towards 
the needed analysis of the key features of the program, 
the characteristics of the learners, and the nature of 
the educational context. Leaders of such FD programs 
need to build the community’s knowledge and prac-
tice, not just a local institution. This is how individual 
programs contribute to the greater good in health pro-
fessions education.

Limitations
We acknowledge several limitations of our evaluation. Of 
note, over the 10-year period examined, the curriculum 
changed dynamically in response to ongoing feedback, 
such that Scholars’ experiences varied depending on the 
years they participated. Additionally, CVs vary in their 
format and content, and different reviewers vary in their 
CV interpretation. In order to streamline data extraction, 
the CV analysis subgroup jointly coded a CV in order 
to develop the extraction form (see Additional file  1: 
Appendix 2) through an iterative process that generated 
qualifying footnotes for various categories and involved 
real-time  communication to resolve discrepancies. Ide-
ally, the evaluation would have been strengthened by 
obtaining CV data from faculty not selected to serve as 
a control group, accessing data from non-Scholar stake-
holders (i.e., medical school deans, mentors, mentees), 
and analyzing program costs. Ultimately, we chose the 
more feasible approach of surveying Scholars and using 
them as their own individual controls by comparing an 
equivalent number of years of productivity during pre- 
and post- time periods. Thus, we evaluated a longer time 
period for the earlier Scholar cohorts and a shorter time 
period for later Scholars, which could potentially skew 
results. Although a more resource-intensive approach, 
conducting focus groups or interviews would have 
greatly enhanced the richness of data generated around 
the scholars’ experiences with program implementa-
tion, and the authors recommend for those considering 
embarking on robust FD program evaluation to incorpo-
rate these methods if feasible. Additionally, many other 
external confounding factors likely contributed to differ-
ences between the time periods.

Of note, the large number of statistical compari-
sons could technically lead to spurious results for the 
quantitative data. Although conservative measures 
such as Bonferroni corrections were considered, we 
withheld use of them, given that the trends were of 
greater practical concern for the program evaluation 
than statistical significance. In addition, trends were 
also supported by themes identified by a separate 
review group in the qualitative analysis data.

Despite these limitations, the evaluation process’ 
many strengths included: multiple independent and 
objective perspectives of early career health profes-
sions educators who represent potential stakeholders, 
a detailed analysis of Scholars’ CVs, a relatively high 
response rate to the survey administered, use of an 
applicable evaluation framework previously utilized for 
FD programs, and integration of findings with relevant 
education theory and literature.
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Conclusions
Over the 10-year course of its history, the MFSP has 
received positive responses from participants and has 
successfully developed Scholars as mentors, teach-
ers, educators, and scholars. The increase in academic 
productivity observed most prominently during the 
two-year period of the program highlights the impor-
tance of investing in health professions education fac-
ulty through actualized, rather than simply promised, 
protected time. Scholars also commonly cited the 
mentorship and CoP as the most valuable components 
of the program for achieving its stated goals. Areas 
for improvement included enhancing the diversity of 

program participants, program leaders and mentors 
across multiple domains including race, gender, geo-
graphic location, and health profession type; leverag-
ing technology to strengthen the MFSP CoP through 
increased social media presence and use of remote 
teaching strategies; and improving flexibility of the 
program to meet Scholar needs. Through this pro-
gram evaluation, we have demonstrated key strategies 
that can be utilized by other existing FD programs to 
inform continued development and expansion of their 
programs and ultimately, support the important work 
and development of health profession educators.

Table 5 Recommendations for faculty development programs

1. Maintain investment in program resources

• Provide financial support to protect time for faculty
• Provide ongoing opportunities for networking and community‑of‑practice building
• Prioritize excellent mentorship and sponsorship of faculty
• Communicate prestige of the program such that faculty can benefit from the leverage gained by their participation

2. Focus on diversity within multiple domains

• Push for increased representation of women and URM faculty
• For external programs, recruit faculty from geographic areas not yet represented by prior cohorts
• Recruit faculty from other health professions outside of medicine and nursing
• Ensure diversity of program faculty/mentors (including gender, URM status, and health profession type) and be mindful of alignment with participant 
demographics
• Recruit applicants with innovative projects related to diversity, equity, and inclusion within the health professions
• Emphasize curricular interventions that teach faculty to combat implicit bias, health care disparities, social determinants of health and systemic racism

3. Optimize mentorship

• Provide faculty with options for mentors and allow them autonomy in selecting a mentor
• Ensure components of a formal mentoring program are incorporated: encourage a written mentor–mentee contract; provide a suggested “roadmap” 
of mentor activities including the ideal number and frequency of mentor–mentee check ins; provide an explicit description of mentor expectations
• Explore alternate models for mentorship arrangements beyond dyads (speed mentoring, peer, facilitated peer, etc.)
• Collect real‑time feedback from faculty during the program about the quality of mentors; provide the opportunity to be paired with additional or 
alternative mentors if needed
• Consider use of an evidence‑based mentorship assessment tool such as the Scholarly Teaching in Health Professions Education (STHPE) to document 
effectiveness and quality of mentorship [57]
• Use data to establish mentorship standards and target faculty development of mentors (such as through remote video conferencing sessions about 
mentorship best practices)
• Formally acknowledge exemplary mentors, such as through a “mentor of the year award,” in order to reinforce and encourage excellence in mentor‑
ship

4. Leverage technology to enhance the programs’ community of practice for current and alumni members

• Utilize social media to amplify faculty success by tweeting about their publications and accomplishments, tweet pearls from educational sessions, 
tweet about blog posts, follow Twitter accounts of faculty, mentors, and potential applicants
• Utilize platforms such as email listservs, closed Facebook groups or social network enterprises (i.e. Slack, Microsoft Teams or Basecamp) to provide a 
virtual “space” for faculty to communicate, interact socially, share resources and collaborate
• Implement regular (at least monthly) remote check‑ins via videoconferencing platforms (i.e., Zoom, WebEx, Blue Jeans) to promote social interactions, 
increase contact among members of the MFSP community, provide a forum to discuss educational topics relevant to stakeholders, and/or serve as 
writing accountability groups
• Invite alumni to partake in the previously described activities to enhance alumni connection to the program’s network and continue professional 
development beyond the two‑year period
• Maintain an online database of faculty and alumni interests to facilitate collaboration within the community and to offer speaking and writing oppor‑
tunities

5. Optimize the curriculum

• Perform an individual needs assessment for each faculty at the beginning of the program and allow faculty flexibility with curricular components 
according to individual needs identified during this process
• Include curriculum on diversity, equity, and inclusion with attention paid to credibility of faculty chosen to deliver said curriculum
• Ensure educational sessions for faculty are interactive and learner‑centered rather than lecture‑based
• Integrate a coaching program focused on enhancing faculty leadership skills
• Provide targeted curricular interventions to improve faculty knowledge, skills and comfort with regard to grant writing
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