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CONTEXT Researchers suggest that teachers’
work environment affects their sense of
connectedness and appreciation, which affects
their educator identity. However, sessional
(also known as adjunct, clinical, contingent
and non-tenured) faculty members may
struggle with their educator identity. The
purpose of this exploratory study was to
examine the extent to which perceived
connectedness and received appreciation
predicted identity as a medical (health care
science) educator and openness to improve in
tenure-track and sessional faculty members.

METHODS We utilised an ‘identification with
teaching’ scale to measure medical educator
identity. We developed scales to measure
perceived connectedness to university
department, openness to improve teaching,
and appreciation as a motivation to try a new
teaching method. We then hypothesised a
path model between these constructs. We
surveyed faculty members at a health sciences
school and performed confirmatory factor
analyses and structural equation modelling
using data from a sample of 73 tenure-track
and 146 sessional faculty members to explore
support for the hypothesised model.

RESULTS Connectedness and appreciation
predicted identity as a medical educator and
openness to improve in different ways for
sessional and tenure-track faculty members.
For tenure-track faculty members,
appreciation predicted medical
educator identity and openness to improve,
whereas a sense of connectedness trended
towards predicting an openness to
improve. For sessional faculty members,
connectedness to their department predicted
their identity as a medical educator, which
acted as a mediator to predict an openness
to improve.

DISCUSSION Our data supported the
hypothesised model, but the sessional and
tenure-track faculty models differed in
strength and focus. We explore reasons for
these differences based on the working
environment of each teacher type. We
suggest that the two models partially explain
the transformation from ‘a clinician who
teaches’ to a medical educator. Finally, we
make suggestions for how identity as a
medical educator and openness to improve
may be encouraged in both types of
teachers.
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INTRODUCTION

Teacher identity is increasingly seen as central to
the teaching profession.1 Authors of a systematic
review identified several variables as being
important to the development of teacher identity in
the university context, including: a sense of
appreciation, a sense of connectedness, a sense of
competence, a sense of commitment, and imagining
a future career trajectory.2 Research has also shown
that the transition from health care clinician
identity to health care educator identity can be
difficult as the expert clinician needs to become a
novice teacher.3 Researchers have described the
progression of becoming a medical educator (i.e. an
educator involved with teaching the healthcare
sciences) in new tenure-track faculty members (TF)
as being in phases that can take up to 1–3 years as
clinicians identify the complexities of teaching and
realise their clinical skills do not necessarily make
them good teachers.4–6 In response to this
challenge, programmes to enhance teaching quality
and skills have been found to increase identity as a
medical educator in TF.7–9 (For the purposes of our
study, TF were defined as all faculty members hired
for a permanent position.)

Educator identity has also been explored for
sessional faculty members (SF), both in community-
based physicians10,11 and in occasional faculty
developers.12 Referred to by many names across
cultures and disciplines (e.g. adjunct, part-time,
contingent, occasional, casual, non-tenured,
community-based preceptors), SF are usually
appointed as non-tenure track and often have a
contractual, part-time relationship with their
institution.13 (For the purposes of this study, SF
were defined as health care professionals who
taught health science students directly in the
classroom or clinic and were considered non-
tenured.) Because identity is seen as important to
quality teaching, one goal of faculty development
(FD) may be to consider factors that strengthen
teacher identity in both TF and SF.

Educator identity also has been linked to reflective
practice.14 Reflection is suggested as a strategy for
all teachers to better understand and improve their
teaching practices,15–17 as reflection integrates new
learning into existing knowledge and skills.18

Identity as a medical educator has been linked to
improvements in teaching skills as well19 and TF,
seeing their new identity as a medical educator in
an FD programme, reported being more

comfortable with trying new techniques.7 In
addition, students in the health sciences prefer
faculty members to use a variety of teaching
methods to promote an optimal learning
environment,20 as seen in a medical student
teaching survey.21 Compared to using diverse
teaching methods, using lectures primarily is
associated with superficial learning, less critical
thinking and less cognitive engagement.22

Therefore, when educator identity is strong, both
reflection and diverse teaching methods are
practised, which improves teaching, student
engagement and student outcomes.23,24 A question
for faculty developers and administrators wanting to
help teachers improve their teaching then becomes:
What factors can they enhance that may strengthen
faculty members’ identity as teachers and help
teachers to become more open to reflection and
diverse teaching methods?

As mentioned previously, authors of a systematic
review determined that both a sense of appreciation
and a sense of connectedness are important to the
development of teacher identity but noted that both
can be strengthened or constrained by the work
environment of the teacher’s department.2 Various
studies have evaluated appreciation and the benefits
of communities of practice for TF, including faculty
learning communities, as ways to engage faculty
members, in the hope of improving teaching,
although the literature is limited on outcomes.9,25–28

A group of teachers who may struggle with feeling
connected and appreciated are SF. Buch et al.13

reported that the overwhelming challenge
mentioned by SF was ‘the sense of isolation and
disconnectedness from their departments and
colleagues’ (p. 30). They may also view themselves
as a ‘clinician who teaches’29 rather than a medical
educator and have different needs with respect to
FD.30 Exploring how SF are different from TF may
help faculty developers create interventions
appropriate for each type of teacher. As TF and SF
may experience and value connectedness and
appreciation differently based on their work
environments, we wanted to conduct an exploratory
study to examine whether models that predict
identity as a medical educator and an openness to
improve were different for these two populations.

Hypothesis

We based our hypothesis on a systematic review
linking a sense of connectedness and appreciation
to educator identity.2 Our primary research
question was: To what extent do appreciation and
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connectedness predict identity as a medical
educator and an openness to improve one’s
teaching for TF and SF? Based on the literature, we
made the following hypothesis: Appreciation for
efforts to improve teaching and increased
connectedness with a department will each predict
higher identity as a medical educator, which will
serve as a mediator in predicting a more open
attitude to improve teaching by reflective practice
and use of diverse teaching methods (see Fig. 1).

It is unknown whether this same model applies to
both SF and TF. Therefore, we conducted an
exploratory study to examine differences between
these types of faculty members.

METHODS

Participants and procedure

This study took place at the Health Sciences School
at the University of Iceland (HSS). The National
BioEthics Committee indicated there was no need
for their approval given the nature of the collected
data. We announced the project to the Icelandic
National Data Protection Authority, who publicised
the project as per Icelandic regulations.

We obtained TF e-mail addresses and distributions
across disciplines and gender through online
resources for HSS. No centralised list of health
science SF e-mail addresses was available from the
university, so we generated one through various
resources. For both the pilot and main study,
invitations were e-mailed, with a link to the online
survey. Two weeks after the initial e-mail invitation,
reminder e-mails were sent to teachers who had not
participated. Participation in the survey served as
consent for participation in the study. A sample of

78 TF and 160 SF completed the survey (37% and
25% response rate, respectively), which is within the
range of other published faculty development
surveys.31–34 In our TF sample, 62% were female
and 54% were over 52 years old, whereas in our SF
sample, 71% were female and 38% were over
52 years old. Additional demographic information,
including comparisons to university-reported values
regarding gender, age range and discipline within
HSS, based on instructor type (i.e. TF or SF), is
available as Data S1 or upon request from the
primary author.

Survey development

Following the Association for Medical Education in
Europe (AMEE) Guide for developing
questionnaires, we performed a literature review of
teacher identity theories and recent motivation and
needs surveys, which were synthesised with input
from teacher interviews into a survey.31 The survey
included a previously validated scale, which we
utilised to measure identity as a medical educator:
Identification with teaching is a four-item scale,
adapted from engineering, to evaluate identification
with a profession.32 Identity as a medical educator is a
measure of the extent to which teachers value both
their role and performance in teaching as an
important part of the self.33 An example from this
scale is: ‘Being good at teaching is an important
part of who I am’. The survey also included three
scales, newly developed by the researchers for the
purpose of this study: (i) a three-item scale of
instructors’ perceived connectedness with their
department and colleagues (e.g. ‘I feel connected
to my [university name] department colleagues’);
(ii) a four-item scale of motivation to try a new
teaching method by forms of appreciation
(acknowledgement, financial compensation,
supervisor feedback or improved student

Appreciation 

Connectedness 

Identity as a 
medical educator 

Openness to 
improve

Figure 1 Proposed model
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evaluations); and (iii) a three-item scale of openness
to improve teaching (OP) (e.g. ‘It is part of my
responsibilities as a teacher to reflect on my
teaching skills and how I can improve my teaching’,
‘It is part of my responsibilities as a teacher to use
diverse teaching methods’). (Items used in each
scale are provided in Data S1 or upon request from
the primary author.) The items were based on
similar items used in surveys published in the
literature.34–36 Participants rated statements on a
6-point Likert scale (1 = ‘strongly disagree’,
2 = ‘disagree’, 3 = ‘somewhat disagree’,
4 = ‘somewhat agree’, 5 = ‘agree’, and 6 = ‘strongly
agree’), but participants were also given the option
of ‘choose not to answer’.

Suggested guidelines37 were utilised for the
adaptation of the survey to Icelandic, which
included translation by a bilingual expert into
Icelandic, synthesis, back-translation by a second
bilingual expert into English, review by an expert
committee (two additional bilingual experts), and
pilot testing with review. A total of 32 TF and 48 SF
from HSS participated in the online pilot testing
conducted a month prior to general administration
of the survey. Icelandic translation of the validated
scale showed similar internal consistency to
previously reported measures32,38,39 and all scales
showed good or acceptable internal consistency with
Cronbach’s alpha (a),30 as reported in Table 1.

Data analysis

Pilot testing identified no single item measures that
were problematic as a result of the translation
process; therefore, the pilot data were added to the
main data collected for full analysis. Although 78
TF and 160 SF completed the survey, 12 TF and 42
SF did not choose to rate all the statements
pertaining to the scales and were considered
missing data points. Of these, we discarded the data

from five TF and 14 SF because they chose to not
rate more than one item from the same scale. With
the remaining data from seven TF and 28 SF, we
performed imputation using the average of the
other item ratings in that scale as a substitution for
the missing data. The final sample included 73 TF
and 146 SF for the analysis. A flow-sheet figure from
pilot testing to the final sample is available as
Data S1 or upon request from the primary author
(AGS).

We decided to use structural equation modelling
(SEM) for analysis because of its flexibility in
estimating relationships between constructs and
because it accounts for measurement error.40 It
includes a measurement model that allows
relationships between variables (items) and
constructs (scales) through confirmatory factor
analysis (CFA) and a structural path model that
relates constructs to other constructs.40 All statistical
analyses were performed using SAS 9.4 (SAS
Institute Inc., Cary, NC, USA). We used the PROC
CALIS procedure for conducting the CFA, using the
maximum likelihood estimation method. We
obtained a measurement model with good fit to the
data for all teachers and confirmed the good fit
measurement model with the subgroups of TF and
SF individually. We tested for factor structure and
model fit and used the CALIS procedure for SEM
with FACTOR model type used and latent factor
variances fixed to 1.0. We estimated the
hypothesised structural model for SF and TF
individually. Fit indices using v2 and measures
representing the three major index classes (i.e.
absolute fit index, parsimonious fit index and
comparative fit index [CFI]) determined the
acceptability of the data-model fit as represented by
standardised root mean square residual (SRMR),
root mean square error of approximation (RMSEA)
and CFI. According to Hu and Bentler41 the model–
data fit can be considered good if the SRMR value is

Table 1 Reliabilities and correlations amongst the scales

a 1 All (TF, SF) 2 All (TF, SF) 3 All (TF, SF)

1. Appreciation 0.76 –

2. Connectedness 0.78 �0.06 (�0.05, 0.04) –

3. Identity as a medical educator 0.80 0.25 (0.47, 0.18) 0.18 (0.02, 0.21) –

4. Openness to improve 0.69 0.33 (0.51, 0.18) 0.18 (0.26, 0.15) 0.60 (0.55, 0.64)

All = both TF and SF combined; SF = sessional faculty; TF = tenure-track faculty; a = Cronbach’s alpha.
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≤0.08, the RMSEA value is ≤0.06 and the CFI value
is equal to or >0.95. Other models using the same
constructs in different relationships were estimated
as well to determine if our hypothesised model was
the best fit for each type of teacher. The
significance threshold was set at 0.05.

RESULTS

The standardised factor loadings of the CFA for the
individual observed variables associated with each
scale (identity as a medical educator, connectedness,
appreciation and openness to improve) ranged from
0.45 to 0.90 when considering all teachers, and all
coefficients were statistically different from zero
(p <0.0001). The reliabilities for each measure,
along with the correlations with the other factors
with all teachers combined (and in the subgroups
of TF and SF), are included in Table 1. As
reported, internal reliability of the scales was good
as indicated by Cronbach’s alpha. The lowest
correlations were seen between connectedness and
appreciation and the highest correlations between
identity as a medical educator and openness to improve.
Correlations for TF were higher than for SF when
considering the relationship between appreciation
and both identity as a medical educator and openness to
improve. A CFA with the identity as a medical educator,
connectedness, appreciation and openness to improve
measurement model for all teachers, in which all
factors were allowed to covary, determined that
each scale was unique, as shown by the following
good fit indices: v2 (71) = 80.99, RMSEA = 0.03,
SRMR = 0.05 and CFI = 0.99.

When the hypothesised model was applied to TF
(n = 73; Fig. 2), the numbers indicated a good fit,
except that the CFI (0.94) was less than the
standard and there was a non-significant

relationship between connectedness and identity as a
medical educator (b = 0.07, p >0.05). We considered
modifying the model because we suspected that the
appreciation and connectedness for the TF variable
might be related to how supportive the
departmental community was of teaching
improvement. We modified the model as shown in
Fig. 3 so that connectedness and appreciation would
have a direct effect on openness to improve and model
fit was superior (lower v2 and better fit indices). We
refer to this model as the TF model from this point
on. Further investigation of the structural patterns
in the TF model showed that the hypothesised path
leading from appreciation to identity as a medical
educator was significant (p <0.0001). Both the path
from identity as a medical educator to openness to
improve and the direct path from appreciation to
openness to improve were significant (p = 0.03 and
p = 0.006, respectively). The calculated indirect
effect of 0.155 (appreciation-identity as a medical
educator-openness to improve) was less than the direct
effect of 0.39 (appreciation-openness to improve), so
identity as a medical educator could not be assumed to
be a but is assumed to be a full mediator between
appreciation and openness to improve but is assumed to
be a partial mediator.42 The path from connectedness
to openness to improve was close to being significant
(b = 0.23, p = 0.06).

For the SF (n = 146), the hypothesised SEM model
(Fig. 1) fit was considered the best fit, as shown in
Fig. 4 (and will be referred to from this point on as
the SF model). We also attempted to apply the new
TF model and other models to our SF population,
but they resulted in higher v2 values and fit indices,
thus indicating the TF model was inferior to the SF
model for predicting results for SF. Further
investigation of the structural patterns in the SF
model showed the hypothesised path leading from
appreciation to identity as a medical educator was not

Q 53 0.47

Q 55 0.79

Q 57 0.88

Q 58 0.78

Appreciation 

Q 5 0.77

Q 9 0.81

Q14 0.72

Connectedness 

Identity as a 
medical 
educator

0.51**

0.07

0.66   0.49   0.70   0.87

Q4   Q10   Q12   Q15

Χ2
(71) = 90.00

RMSEA = 0.06
CFI = 0.94
SRMR = 0.08
** p < 0.0001

Openness to 
improve

0.79  0.59  0.59

Q25   Q27   Q49

0.60**

Figure 2 Hypothesised model with tenure-track faculty members (n = 73). Did not provide the best fit. CFI = comparative
fit index; RMSEA = root mean square error of approximation; SRMR = standardised root meant square residual
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significant at the 0.05 alpha level but was close to
being significant (b = 0.17, p = 0.08). The path
from connectedness to identity as a medical educator was
statistically significant (b = 0.21, p = 0.03), as was
the path leading from identity as a medical educator to
openness to improve (b = 0.64, p <0.0001). We tested
for mediation and found that identity as a medical
educator was indeed a full mediator between
appreciation and openness to improve as the b
value for the direct path between connectedness and
openness to improve (0.04) was less than the
calculated indirect effect (0.13).

DISCUSSION

Summary of findings

The purpose of this exploratory study was to
examine the extent to which perceived
connectedness and received appreciation for trying
a new teaching method predicted identity as a

medical educator and openness to improve in TF
and SF. We proposed a theoretical basis for
appreciation and connectedness predicting identity
as a medical educator based on a systematic review.2

We then developed a model that included the
addition of identity as a medical educator
predicting openness to improve. We tested our
hypothesis with CFA and SEM, determining the best
fit model for TF and SF.

For our hypothesis, we proposed that connectedness
and appreciation would predict identity as a
medical educator, which would then predict
openness to improve. The hypothesised model was
the best fit for the SF population (Fig. 4); we noted,
though, that connectedness and appreciation
predicted identity as a medical educator fairly
weakly. However, when we applied our model to TF,
the structural path model required modification for
best fit. Specifically, we obtained a better-fit model
with appreciation predicting both identity as a
medical educator and openness to improve, identity

Q 53 0.47

Q 55 0.81

Q 57 0 .84

Q 58 0.80

Appreciation 

Q 5 0.75

Q 9 0.85

Q14 0.66
Connectedness 

Identity as a 
medical educator 

0.50**

0.23 
(p = 0.06)

0.67  0.48  0.73  0.88

Q4   Q10  Q12  Q15

Χ2
(70) = 80.84

RMSEA = 0.04
CFI = 0.97
SRMR = 0.07
** p < 0.0001

Openness to 
improve

0.83   0.56   0.59

Q25   Q27   Q49

0.31 
(p = 0.03)

0.39 (p = 0.006)

Figure 3 Tenure-track faculty model with tenure-track faculty members (n = 73). Best fit. CFI = comparative fit index;
RMSEA = root mean square error of approximation; SRMR = standardised root meant square residual

Q 53 0.42

Q 55 0.62

Q 57 0.78

Q 58 0.62

Appreciation 

Q 5 0.72

Q 9 0.81

Q14 0.73

Connectedness 

Identity as a 
medical educator 

0.17

0.21
(p = 0.03)

0.48  0.68  0.83  0.90

Q4   Q10   Q12   Q15

Χ2
(71) = 97.80

RMSEA = 0.05
CFI = 0.95
SRMR = 0.05
** p < 0.0001

Openness to 
improve

0.78   0.59   0.53

Q25   Q27   Q49

0.64**
(p = 0.08)

Figure 4 Sessional faculty model with sessional faculty members (n = 146). Best fit. CFI = comparative fit index;
RMSEA = root mean square error of approximation; SRMR = standardised root meant square residual
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as a medical educator predicting an openness to
improve, and connectedness trending towards
predicting openness to improve directly (Fig. 3).

Theoretical implications

Our findings may contribute to theory in several
ways. First, in both the SF and TF models, there was
a relationship between identity as a medical
educator and openness to improve, as hypothesised.
Regardless of type of teacher, an open attitude
towards improving their teaching was higher when
the faculty members rated their identity as a
medical educator higher. These results appear to
support the importance of FD efforts to develop
ways to strengthen the identity of faculty members
as medical educators as a way to improve teaching.
This finding is consistent with the findings from
other research studies.7,19,24

Second, we have provided support for the idea that
identity as a medical educator and openness to
improve can be predicted partially by a sense of
appreciation and connectedness with the
department. However, the fact that our models were
different for TF and SF would suggest that the
relationships between the factors of appreciation,
connectedness, identity as a medical educator and
openness to improve differ for SF and TF. In
response, a different focus may be needed when
designing FD for these populations.

Specifically, we may consider the direct work
environment of each of the populations and what it
means to ‘be in community’ in order to explore the
results and possible implications suggested by these
models. Contrary to our initial hypothesised model in
which connectedness predicted identity as a medical
educator, the TF model data suggested a direct
relationship between connectedness and openness to
improve. We suggest that this result, in part, reflects
the importance of the direct work environment and
community that TF experience in their department,
as suggested in the literature.2 In a supportive
teaching community within a department, teachers
may be secure in their identity because teaching is
valued. We suggest that connectedness in this context
is more about good relationships within the
environment, freeing the teacher to focus on
reflection, discussion, learning and working alongside
other teachers without feeling threatened. Feldman
and Paulsen15 name ‘supportive, effective department
chairs’ and ‘frequent interaction, collaboration, and
community among faculty’ as two of the eight
essential characteristics of a culture that supports

teaching and improvement. Faculty learning
communities provide similar support and have been
associated with improved teaching.43 The importance
of informal support is confirmed in multiple studies
on the transition from various types of health care
practitioners to medical educators.3,4,44 Our results
would also suggest that a lack of connectedness within
a department might limit this openness to improve.

In the TF model, we confirmed the hypothesis that
appreciation for trying a new teaching method would
predict identity as a medical educator directly, which
predicted openness to improve. However, identity as
a medical educator was not considered a full
mediator between appreciation and openness to
improve, a result that may have been affected by the
fact that the prompt for our appreciation scale asked
what would motivate the educator to try a new
teaching method. This emphasis on trying a new
teaching method might explain why we saw a direct
effect of appreciation on openness to improve as well
as on identity as a medical educator. A good
demonstration of this effect was reported in a study
by Adler et al.,45 who showed that modest grants
given by a medical school for innovative teaching not
only created innovative, enduring programmes and
laid the foundation for subsequent projects, but also
promoted educators’ professional identity. Lack of
academic recognition and funding continue to be
major challenges for medical educators.26 Our results
reinforce the idea that when good teachers are
appreciated and recognised for their teaching, their
identity as a medical educator is strengthened and
they become more open to methods to improve
teaching. Interestingly, researchers investigating the
impact of the establishment of a teacher community
within a health science school found increases in
both a sense of connectedness and competence but
not in a sense of appreciation.9 Together with our
model, these results would suggest that this
recognition and appreciation may need to come
from outside the local teaching community (e.g.
from the university, medical community or society)
in order to have it predict teachers’ identity as a
medical educator.2,44,46 In summary, our TF model
suggests that appreciation predicts identity as a
medical educator, whereas connectedness within a
department and appreciation predict on openness to
improve for TF.

For SF, the direct work environment may also affect
their identity as a medical educator. Our results
suggest that their sense of connectedness and
appreciation have some predictive value for their
identity as a medical educator, but that their value
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is fairly weak. We feel that this can be partially
explained by some SF defining their work
environment as the place where they are a clinician.
Consequently, they would look for their sense of
appreciation and connectedness as a ‘clinician who
teaches’29 within their hospital or clinic.
Alternatively, SF who realise they want to or need to
develop as medical educators may turn to their
teaching community within the respective
department to validate their identity, as suggested
in the SF model. However, their limited experience
of connectedness to and appreciation from that
teaching community as an SF (‘I do not belong’, ‘I
have limited contact with faculty’, ‘there is a lack of
institutional engagement’, ‘I am excluded’, ‘I am
invisible’, and ‘I am an outsider’)13,47,48 has the
potential to hinder their identity as teachers. We
feel that both these explanations (identity from
their clinician role and lack of appreciation and a
teaching community) may have some value in
explaining the limited value of connectedness and
appreciation in predicting identity as a medical
educator in our SF model. Results reported in a
article on this same sample of teachers
demonstrated that the SF rated their identity as a
medical educator at a level similar to the TF.30

Given this result, we would speculate that SF may
rely more heavily on a sense of competence (as a
health care professional) and commitment to
students for their teacher identity.2

We might speculate that the SF model is an
underdeveloped TF model, being similar to what is
seen in the early teaching years of health care
faculty in general, where new medical educators rely
on their clinical expertise initially for their identity
as a teacher.3–6 Browne and Webb44 suggest that
teachers need to make a conscious transition to be
a medical educator by committing to acquiring and
maintaining expertise in medical education, which
may be difficult if clinicians do not see themselves
as teachers. Riveros-Perez and Rodriques-Diaz6

questioned whether clinicians are aware of this
need for a conscious transition. In addition, Murray
et al.5 point out that universities also wrongly
assume that being a senior clinician prepares
someone for the academic world. If the SF model is
an underdeveloped TF model, our results might
suggest a possible continuum from clinician to
medical educator,6 where, as expertise in medical
education is gained, appreciation for teaching may
become more relevant to identity and openness to
improve, whereas connectedness may become less
about teacher identity and more about the
relationship within a community of teachers.

Practical implications

Both the SF and TF models identified the
importance of identity as a medical educator as a
predictor of openness to improve by reflection and
using diverse teaching methods. Therefore, one
implication may be addressing ways to increase
faculty members’ identity as a medical educator to
lead to more openness to improve. Researchers
have documented that an individual’s identification
with a domain like teaching can be increased by
increasing their perceptions of five motivational
constructs, namely, empowerment, usefulness,
success, interest and caring, in their work
environment;38,49 therefore, it may be possible to
implement strategies to increase these perceptions
for SF and TF in order to increase their openness
to improve (see Jones50 for specific strategies).

Our results suggest that TF may improve their
teaching methods if they experience a positive
teaching environment that includes a sense of
connectedness within their department. To encourage
this, experienced teachers could be asked to assist
other teachers in reflecting on their teaching methods
and possibly adopting some new methods. Authors of
a systematic review of FD initiatives reported that over
30% of studies found that supportive relationships
with other health science colleagues, as a form of
community building, contributed to both individual
and shared success in improving teaching methods.24

Universities could consider taking active steps to
develop communities of practice within departments
so that quality teaching is supported and celebrated.
Our results also suggest that appreciation shown to TF
may strengthen their identity as a medical educator
and openness to improve. An international survey of
medical educators identified a lack of academic
recognition as a major challenge26 and negative
opinions persist within medicine about medical
educators.46 Results from our exploratory study
suggest that making efforts to build teacher
connectedness within a department and appreciate
good teaching will predict TF openness to reflection
and diverse teaching methods and may, ultimately,
benefit students.

Results from our SF findings supported our original
hypothesis and model, and we speculated that the
differing and weaker relationships when compared to
TF might be a result of the SF not having moved as far
on the continuum from clinician to medical educator.
If we assume that identity as a medical educator is a
desired construct and acts as a mediator between
perceived connectedness and openness to improve in
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our SF population, we suggest that some strategies
recommended for new medical educators could be
utilised with SF. First, universities may need to
recognise the challenges of the transition from
clinician to medical educator and support SF through
the transition.5 Second, SF who base their value as a
teacher in their clinical skills may need to be made
aware through education of their need for pedagogy
about learning principles to increase their competence
and credibility as a teacher.6,44 Third, SF could benefit
from being able to access knowledge and skills relevant
to their teaching through convenient FD, possibly
progressing them towards becoming a medical
educator.51 Finally, SF who rate their connectedness
with the teacher community lower may be supported
by developing (or including them in) FD communities
that increase their connectedness to the respective
department.13 We suggest that implementing these
changes may move SF on the continuum towards a
more developed model of a medical educator, which
may benefit students.

Limitations and future research

The results were obtained from only one health
science school, and thus, it may not be possible to
generalise them to all health science schools.
However, the importance of connectedness and
appreciation in faculty members’ identity is well
supported in the literature,2 which suggests that our
exploratory findings may contribute to the ongoing
identity discussion. We used a validated
‘identification with teaching’ scale to measure
identity as a medical educator but acknowledge that
there is active discussion about differences between
identifying with a profession and professional
identity.52 However, our belief is that the scale
partially encompasses both the personal and
sociocultural aspects associated with identity.
Although we considered our TF sample fairly
representative of the population with respect to
demographics, we had limited knowledge about how
representative our SF sample was of the actual
population because we had difficulty contacting SF
for participation in the study. However, both sets of
demographics showed a good representation of
disciplines, age groups and gender. We also
acknowledge that our TF sample size (n = 73) was
less than the recommended minimum of five
participants per estimated parameter53 and much less
than other estimates of 10 per parameter54 or a
minimum of 200, as recommended in the
literature.55 However, we believed that the contrast
between the SF and TF models was of interest to
explore. In addition, we justified the use of smaller

groups because our TF sample was small to begin
with (n = 212), our TF response rate was reasonable
(37%) compared to other needs assessments, our
model was simple, all loadings were fixed to 1, and
our correlations were strong.56 Future research could
include testing the models across multiple health
science schools and using larger sample sizes. There
might also be a benefit to investigating the results
further with qualitative studies to explain teachers’
experiences with connectedness and appreciation.

CONCLUSIONS

Our exploratory study examined a model in which
connectedness and appreciation predicted identity
as a medical educator and openness to improve. We
found some support for this model, but we found
variations in the model when comparing SF and TF.
We speculated that the differences found might
reflect the progression of a clinician to a medical
educator and explored ideas that might be utilised
to direct faculty development initiatives for these
two different groups of faculty members. Based on
our findings, we would suggest the following: (i)
increasing appreciation for TF when they make
efforts to improve their teaching; (ii) developing
teaching communities within departments for TF;
(iii) increasing awareness of and resources for the
transition to medical educator for SF; (iv)
increasing connection to departments for SF; (v)
incorporating SF into teaching communities, and
(vi) implementing FD that enhances identity as a
medical educator. Further research is needed to
find ways to encourage increased identity as a
medical educator and improvement in teaching
methods for all types of faculty members.
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