
Selection of our books indexed in the Book Citation Index 

in Web of Science™ Core Collection (BKCI)

Interested in publishing with us? 
Contact book.department@intechopen.com

Numbers displayed above are based on latest data collected. 

For more information visit www.intechopen.com

Open access books available

Countries delivered to Contributors from top 500 universities

International  authors and editors

Our authors are among the

most cited scientists

Downloads

We are IntechOpen,
the world’s leading publisher of

Open Access books
Built by scientists, for scientists

12.2%

136,000 170M

TOP 1%154

5,500



1

Chapter

Clinical Scholars: Using Program 
Evaluation to Inform Leadership 
Development
Gaurav Dave, Cheryl Noble, Caroline Chandler, 

Giselle Corbie-Smith and Claudia S.P. Fernandez

Abstract

Leadership development programs are notoriously difficult to evaluate, and when 
evaluations are attempted, they often do not go beyond measuring low-level, short-
term outcomes of the impacts experienced by participants. Many leadership develop-
ment programs do not systematically assess changes that are catalyzed within the 
organizations, communities and systems in which participants lead. To address these 
challenges, evaluators of the Clinical Scholars National Leadership Institute (CNLI) 
have designed a comprehensive, mixed-methods evaluation approach to determine 
the effectiveness of the training and explore the impacts of participants in the spheres 
in which they lead. Guided by Michael Patton’s Developmental Evaluation approach 
and framed by Kirkpatrick’s Training Evaluation Model, the CSNLI evaluation col-
lects data on multiple levels to provide a robust picture of the multiple outcomes of 
the program. The approach focuses on individual participant outcomes, by measuring 
competency changes over time and exploring how participants use the competen-
cies gained through the training in their work. Social network analysis is utilized to 
measure the development and expansion of participants’ networks and collaboration 
within the teams, cohorts, and across sectors and disciplines throughout their time in 
the CSNLI. The Most Significant Change methodology and semi-structured alumni 
interviews are used to measure impacts participants identify as occurring as a result 
of their participation. Finally, Concept Mapping is implemented to explore how 
Fellows make meaning of the foundational concepts and values of the CSNLI. The 
outcome and impact evaluation activities employed by the CSNLI, in combination 
with quality improvement-focused process evaluation, support innovation and excel-
lence in the provision of a health equity-grounded leadership development program.

Keywords: leadership, process evaluation, outcome evaluation, impact evaluation, 
mixed method evaluation

1. Introduction

As discussed in depth in “Chapter 1: Clinical Scholars: Effective Approaches to 
Leadership Development,” leadership training has been identified as an essential 
component in talent development in a wide range of sectors, including health care 
and public health. In the case of the Clinical Scholars National Leadership Institute 
(CSNLI), online at ClinicalScholarsNLI.org, more broadly known as Clinical 
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Scholars (CS) or the Clinical Scholars Program, leadership training is considered 
a catalyst to address social determinants of health and mitigate disparities (see 
Chapter 2). The Clinical Scholars Program is funded by the Robert Wood Johnson 
Foundation (RWJF), as a component of their investment to build a Culture of 
Health in the United States – by equipping clinical leaders with the necessary skills, 
commitment, and mindset to tackle some of the most complex health issues of our 
time, to ensure good health is available to all [1].

A common challenge facing leadership training programs is how to meaning-
fully measure program outcomes. It is widely accepted that leadership development 
programs are difficult to evaluate beyond process-type measures. There are a 
number of reasons why this is so – difficulty finding suitable control groups, lack of 
evaluation funding, attribution errors, biases introduced by self-report methods, 
and others [2–5]. In fact, a recent report found that only 24% of organizations 
utilize some form of impact measurement of their leadership programs, and that 
the most popular measurement tool is the satisfaction survey [6, 7]. However, there 
are ways to gather valuable outcome data for multi-level leadership development 
programs that can be used to provide a well-rounded picture of the longer term 
outcomes and possible impacts of the training efforts.

In the case of the Clinical Scholars Program, a comprehensive, multi-level evalu-
ation plan is essential. Evaluation aims of a program of this scope include monitor-
ing whether the program is being delivered effectively, determining whether the 
program’s intended outcomes are being reached, determining cost-effectiveness 
of dollars spent on leadership training, and to ultimately (in the case of RWJF’s 
Culture of Health initiative,) identifying whether good health is becoming more 
accessible to all people in the US [1].

As with any training program, when measuring leadership development programs 
that address complex leadership challenges such as health disparities, expanding 
quality health care services to marginalized populations, and building interdisciplin-
ary teams to address social determinants of health, among others, evaluation plans 
must be robust and comprehensive, addressing three key types of evaluation:

1. Process evaluation, to inform program staff of participants’ levels of satisfac-
tion with the training and short-term learning;

2. Outcome evaluation, to measure the stickiness of the program and changes in 
learning and engagement over the course of the training program; and

3. Impact evaluation, as a marker of the translation of the program into popula-
tion-level outcomes and changes that may occur after the training is complete.

This chapter uses the Clinical Scholars Program as a case study of how to design 
and implement an evaluation of a multi-level leadership development program. In 
this chapter, we will provide a brief description of the Clinical Scholars Program, 
describe theoretical underpinnings of our approach, outline the methods we have 
selected to measure goal achievement, and explore implications of our approach.

1.1 Program description

The Clinical Scholars Program is described in detail in Chapter 1. It is a three-year, 
multidimensional leadership development program created for mid-career clinicians 
who practice in a wide-variety of disciplines (e.g. medicine, social work, veterinary 
medicine, and nursing, among others) that address health across multiple levels across 
the social ecological model [8, 9]. Funded by the Robert Wood Johnson Foundation 
(RWJF), the Clinical Scholars Program is part of a broader Foundation-led initiative 
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to build a Culture of Health in the United States to ensure that all people have access to 
good health [10]. Candidates apply for the program in interdisciplinary teams of 2-5 
clinicians and selected teams implement a “Wicked Problem Impact Project” (WPIP) 
throughout the three-year program. Each team’s WPIP is designed to provide an 
intervention to address a specific, complex health problem in their home community. 
Participants in the program are referred to as “Fellows”.

The Clinical Scholars Program curriculum focuses on four main goals:

1. improving leadership skills

2. developing and strengthening interdisciplinary collaboration,

3. strengthening engagement and partnership with community stakeholders, and

4. expanding skills to make equity, diversity and inclusion (EDI) actionable in 
their leadership projects and activities

The curriculum addresses learning through multiple modalities, including biannual 
intensive onsite leadership retreats, robust distance learning activities, team and per-
sonal executive coaching, mentoring, and active utilization of leadership skills through 
the implementation of the Wicked Problem Impact Project. Through the Clinical 
Scholars Program, participants also develop a nationwide network of clinicians who are 
working to create a culture of health in communities across the United States.

As described in detail in Chapter 1, the pedagogical focus of the Clinical 
Scholars Program is to equip clinicians with boundary spanning leadership skills, 
which add to the discipline-specific skills obtained through formal clinical educa-
tion programs. The Clinical Scholars Program has identified 25 evidence-based 
Leadership Competencies that guide curriculum development. The 25 competencies 
are organized into four practice domains: Personal, Interpersonal, Organizational, 
and Community and Systems (see Figure 1). Because the Clinical Scholars Program 
places high value on the development of Equity, Diversity, and Inclusion (EDI) as a 
foundational aspect of building a Culture of Health (Chapter 2), EDI competencies 
are interwoven throughout all four domains.

Figure 1. 
The 25 Core competencies of the Clinical Scholars Program.
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1.2 Evaluation theoretical approach

The Clinical Scholars Program recognizes that individual participants work in 
the context of their team environment, community environment, and training 
environment. These different contexts require us to define and measure multiple 
potential domains influenced by the Clinical Scholars Program that are based on 
the social ecological model [8, 9]. Throughout the Clinical Scholars Program cur-
riculum, participants are provided with opportunities to build leadership capacity, 
apply knowledge, develop networks, and engage with communities with the goal of 
developing a new cadre of clinical leaders at the individual participant level, social/
program level, and community/systems level to improve the culture of health in 
each participant’s home community.

We employ Kirkpatrick’s Four Level Training Evaluation model to evaluate the 
individual, social, and program-level impact of the Clinical Scholars Program [11, 12]. 
Kirkpatrick’s model includes four domains. For the purposes of the Clinical Scholars 
Program evaluation, we have defined each level as follows:

• Level 1: Reaction – Clinical Scholars participants’ rating of their experience of 
all program components in regard to satisfaction, relevance, and utility.

• Level 2: Learning – participants’ self-report of gains in knowledge, self-
efficacy, skills, and attitudes as a result of participation in the Clinical Scholars 
Program.

• Level 3: Behavior – tangible actions participants report taking as a result of the 
knowledge and skills obtained through participation in the Clinical Scholars 
Program and

• Level 4: Results – the impacts experienced by participants in their individual 
leadership, organizations, and communities.

Our evaluation design mirrors the theory and conceptual framework of the 
Clinical Scholars Program to measure program-attributable change in key areas – com-
petencies, community engagement, networks and other complementary assessments.

Michael Patton’s Developmental Evaluation provides the principles for how 
we approach the evaluation of the Clinical Scholars Program. This approach gives 
evaluators the role of a long-term partner with those who are delivering innova-
tive initiatives, where evaluative questions are designed to “provide feedback and 
support developmental decision-making and course corrections along the emer-
gent path [13].” Such partnerships between evaluators and program staff support 
real-time learning in complex and emergent situations, and are useful for programs 
such as Clinical Scholars with high levels of innovation, fast-paced decision making 
and areas of uncertainty. This style represents a more flexible and adaptive style of 
evaluation than a traditional evaluation. As such, the Clinical Scholars Program’s 
evaluation plans regularly evolve to support emerging program outcomes.

Each of the theories briefly described above guide and provide a foundation for 
the methods employed to evaluate the multiple components of the Clinical Scholars 
Program. Our evaluation logic model Appendix A outlines the various short-, 
intermediate-, and long-term outcomes addressed through our approach.

1.3 Evaluation methods

Data collection is dispersed throughout the three-year Clinical Scholars curricu-
lum, with particular consideration given to the spacing of data collection, in order 
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to avoid overwhelming participants with evaluation asks. Our main evaluation 
activities include:

• Process Evaluation

• Competency Assessment

• Social Network Analysis (SNA)

• Community Stakeholder Assessment

• Concept Mapping

• Most Significant Change (MSC)

• Alumni Evaluation

In order to ensure we address all levels of training evaluation, we have mapped each 
of our evaluation activities onto the Kirkpatrick Four-Level Training Evaluation Model 
(Figure 2). A large portion of our evaluation efforts are directed at measuring changes 
in Levels 3 (Behavior) and 4 (Results), in order to provide a deeper understanding into 
how the Clinical Scholars Program is affecting participants’ leadership growth and 
impact. The following sections describe each of our evaluation activities in detail.

2. Process evaluation

As with any training program, process evaluation is an essential piece in helping 
programs assess the success of an intervention. Process evaluation helps to enhance 
the likelihood of success by providing indications of what happened during the 
program, and if those activities were successful or not for various stakeholders. 
Process evaluation assists in informing program improvement, increasing partici-
pants satisfaction, and understanding the human capital involved in implementing 
the multiple components of a training program [14]. The two main process areas we 
focus on in the Clinical Scholars Program are onsite trainings and exit interviews.

2.1 Onsite trainings

Participants attend seven onsite retreats throughout the Clinical Scholars 
Program. During each retreat, participants are required to attend all learning 

Figure 2. 
The evaluation of the clinical scholars program using Kirkpatrick’s training evaluation model.
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sessions (Range 9-20 sessions per retreat) designed to teach and engage participants 
with leadership skills and equity topics (see Chapter 1 for a detailed description of 
the onsite curriculum). Immediately following each session, participants are asked 
to complete an 11-item survey that includes two open-ended questions for additional 
feedback about the session and feedback on the retreat overall. Items on overall 
session satisfaction, relevance, presenter delivery, presenter knowledge, usefulness 
of information, and knowledge and ability before and after each session are asked on 
7-point Likert scales. We calculate means for all quantitative items and draw com-
mon themes from the open-ended feedback for each session. Summary reports for 
each session support rapid cycle learning by informing retreat debriefing sessions 
and discussions about aspects of sessions that can be improved for future cohorts.

Two of the items included on the session evaluation survey address learning: 
knowledge and ability. Knowledge and ability questions are developed using the 
session specific learning objectives provided by presenters. A retrospective pre/post 
design is utilized for the knowledge and ability questions. This approach is widely 
used in training programs, and the literature suggests this approach is often more 
reliable than the standard pretest, posttest approach and can help decrease response 
shift bias [15–22]. Knowledge and ability items are analyzed using a paired sample 
t-test to measure whether the difference between knowledge and ability before and 
after each session is statistically significant. Additional analyses are conducted to 
identify additional trends that surface over time, such as impact of topic relevance 
or speaker ability on changes in knowledge or ability.

2.2 Exit interviews

Exit interviews are utilized to provide an opportunity for participants to reflect on 
their experience in the Clinical Scholars Program. Six months after completion of the 
Clinical Scholars Program, interviews are scheduled with the most recently graduated 
participants. The exit interviews were designed using Moustakas’ Phenomenological 
Research Approach [23, 24]. This approach was chosen for its ability to help the 
evaluation team understand the phenomenon of participants’ shared experiences 
throughout the Clinical Scholars Program. A detailed protocol was developed by the 
Evaluation team to guide data collection through semi-structured interviews, data 
analysis using a grounded theory approach, and dissemination [25].

The semi-structured interviews focus on participants’ experiences and reflection 
in four main areas:

1. Individual leadership changes

2. Organizational leadership changes

3. Community leadership changes

4. Experience since graduating from Clinical Scholars

Themes, examples, and other data obtained through the exit interview process will 
guide discussions around curriculum needs that may surface, which skills and learning 
participants may be continuing to use, and how to best connect with program alumni.

3. Outcome evaluation

As discussed above, attribution error is a common concern when evaluating 
leadership development programs, because the training does not exist in isolation 
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and there is a high likelihood there are additional factors outside of Clinical Scholars 
impacting participants’ actions and behaviors, as well as observed outcomes [11]. 
We address such challenges by utilizing a multi-level and mixed-method approach, 
which provides a well-rounded picture of how participants report utilizing the skills 
learned through the training, what changes participants attribute to the training, 
and how community partners and stakeholders experience participants’ leadership. 
For the purposes of the Clinical Scholars Program, our outcome evaluation assesses 
changes and trends that occur during the three-year training program.

3.1 Competency assessment

The competency assessment is designed to measure changes in individual 
participants’ knowledge, attitude, self-efficacy, and use of the 25 Clinical Scholars 
competencies (see Figure 1) over the course of the 3-year program as participants 
work to implement solutions to wicked problems in their communities. In this sur-
vey, we address four measures: knowledge, attitude, self-efficacy, and use [26–32]. 
Each measure is adapted from previously validated items, and are measured on a 
7-point Likert-type scale.

This survey is administered at four time points to model trends in change over 
time: 0 months, 6 months, 18 months, and 36 months. At the 0- and 6-month 
time points, items are asked using a retrospective pre/post-test approach, where 
participants are directed to provide a rating for each item for both 6 months ago 
and current day. The remaining timepoints, 18 and 36 months, participants are 
directed to provide only current day ratings for each measure. This data collection 
timeline provides data for six time points, including 6 months prior to the start of 
the program, allowing us to compare differences in the magnitude of change before 
and after the start of the program. After each data collection, reports on the self-
efficacy scores for each Participant are provided to individual executive coaches to 
discuss during coaching meetings. All other data are shared only in the aggregate of 
each cohort. Data are analyzed with a paired-sample t-test measuring the differ-
ences in scores at each time point. Trends in change across time are measured using 
a generalized linear model.

This longitudinal approach allows us to observe short- and intermediate-term 
outcomes in competency skill, usage, and self-efficacy - ultimately providing 
insight into the “stickiness,” or sustainability, of the leadership learning and growth 
experienced by participants during their time in the Clinical Scholars Program.

3.2 Online leadership logs (OLLs)

In order to better understand behavioral changes the Clinical Scholars Program 
contributes to, participants’ submissions to Online Leadership Logs (OLLs) are ana-
lyzed. Throughout their three years in the Clinical Scholars Program, participants 
are asked to describe how they have used each of the 25 Core Competencies in their 
leadership. This web-based skills inventory self-assesses competence in the Core 
Competencies of the Clinical Scholars Program utilizing a method known as the 
Behavioral Event Interview (BEI) [33]. This method provides a means for gathering 
specific examples of behavior [33]. As part of their personal reflection and develop-
ment, participants are asked to provide examples of how they are using each of the 
25 Core Competencies by submitting “STAR” statements, where they are prompted 
to describe the Situation, Task, Action, and Results for the event in which they used 
each specific competency. The OLL gives Clinical Scholars participants practical 
experience in developing behavioral statements related to performance of the top 25 
competencies taught throughout the Clinical Scholars Program curriculum.
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As each cohort completes their three-year program, OLLs will be obtained from 
program staff. Data will be analyzed using a grounded theory approach to identify 
themes related to how the Core Competencies are operationalized in the real-world 
settings in which participants exist [25].

3.3 Social network analysis

The networks that participants build within their cohort, across cohorts, and 
within their home community is an essential component of the Clinical Scholars 
experience. Collaboration across disciplines and sectors builds social capital in the 
form of shared knowledge and experience. Social Network Analysis (SNA) is a tool 
that has been developed over the past century to measure the density and centrality 
of a component, or individual, to understand how information (or in other settings, 
behaviors or diseases) are transmitted between individuals [34]. We measure the 
network that each cohort is building at three time points: 0 months, 24 months, and 
48 months. Measuring at these three timepoints, we can track how networks grow 
and deepen throughout the program. The complexity of the SNA utilized for the 
Clinical Scholars Program requires specific skills and expertise. As such, we have 
contracted with an outside agency to conduct the SNA [35].

Our SNA is unbounded, asking about collaboration within each participant’s 
team, the Clinical Scholars cohort, and across the Clinical Scholars Program 
cohorts, team satisfaction, and social capital in each participant’s broader 
community. Networks are measured by the frequency of interaction, types of 
activities that participants engage in with identified connections, number of 
collaborative activities, strength of relationships, and satisfaction with team 
members. Social capital is measured by asking participants to indicate whether 
they have helpful contacts with individuals in 14 occupations and, if so, the close-
ness and length of each relationship. Changes in strength and density of relation-
ships within and across the Clinical Scholars Program cohorts is indicative of 
network growth.

3.4 Community stakeholder assessment

An essential factor in building equity in a culture of health in a community 
is the ability to build relationships with community stakeholders [36]. The 
Community Stakeholder Assessment is intended to explore community engage-
ment between participants and key stakeholders during the Clinical Scholars 
Program. The Community Stakeholder Assessment seeks to answer six primary 
questions:

1. To what extent are participants engaging with stakeholders as they implement 
their Wicked Problem Impact Projects (WPIP)?

2. Is trust being established between participants and stakeholders?

3. To what extent is a sense of collaboration being developed between partici-
pants and stakeholders?

4. Are the relationships between participants and stakeholders based on principles 
of community engagement?

5. Are participants engaging with stakeholders from people whose cultures differ 
from their own?
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6. To what extent do stakeholders agree/disagree with participants’ assessment of 
engagement?

Participants in the Clinical Scholars Program are asked to provide names and 
contact information for their community stakeholders 12 months and 36 months 
into the program. Community stakeholders are defined as:

• Anybody outside the Clinical Scholars participant team who is actively 
contributing to, has contributed, or is integral to their team’s WPIP

• A community partner who has been involved in the WPIP above and beyond 
a phone conversation or meeting to serve in an advisory role or who mean-
ingfully contributes to a tangible component of the planning, development, 
implementation, dissemination, or marketing of the WPIP (ex. school coun-
cil member)

• Someone who the Clinical Scholars participant team has partnered with 
explicitly for the purposes of the WPIP.

A survey is sent to each identified community partner or stakeholder at 12 and 
37 months. The instrument asks respondents to use a Likert-type scale to respond to 
items in the following domains. Each of these domains are derived from validated 
evaluation measures [37, 38].

1. Collaboration (how collaboration impacts the program and community)

2. Resources (how resources impact the program and community)

3. Bridging (how members of the community and the members of the Clinical 
Scholars Project Team interact)

4. Alignment with Community Engagement Principles (learning how the WPIP 
aligns with principles for community-engagement)

5. Trust1 (trust between team members and the community stakeholders)

6. Health Outcomes (how the WPIP is improving health outcomes in the 
community)

7. Demographics1

8. General Feedback1

Measures of community engagement are analyzed to look for trends in the above 
identified community engagement domains from 12 months to 36 months. Given 
the evolving nature of WPIPs and often high turnover at small community-based 
organizations, we cannot expect to survey the same individual community partners 
at each time point. Rather, by surveying more than one partner from each team and 
examining trends, we aim to observe any differences in how community engage-
ment principles play out in these relationships.

1 These domains include items with open-ended or measure specific response options.
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3.5 Most significant change

In order to gather data regarding changes experienced and observed by par-
ticipants as a result of their participation in Clinical Scholars, we utilize the Most 
Significant Change (MSC) methodology [39, 40]. Additionally, data gathered 
through the MSC process will serve to illustrate the operationalization of the 
concepts participants identified in the Concept Mapping project (see below).

MSC is a form of participatory monitoring and evaluation. In short, the 
approach collects change stories directly from participants, and then goes through 
a systematic process to select and present the stories that indicate the greatest 
impact [39]. This approach is best utilized in programs with diverse and emerging 
outcomes, that contain programmatic elements focused on social change, and that 
do not have defined outcomes against which to evaluate [39]. Because of the Clinical 
Scholars Program’s unique, multi-level approach to leadership development toward 
cultural shifts in approaching health, such an approach is appropriate to integrate 
with our additional evaluative efforts.

MSC includes multiple steps to gather and analyze results. The Clinical Scholars 
Program evaluation utilizes the following components:

• Obtaining Most Significant Change stories from participants in Clinical Scholars. 
As part of their final program report, Clinical Scholars participants are asked 
to submit at least one story responding to this prompt: “Please describe in one 
or two paragraphs the most significant change that has resulted from your 
involvement with the Clinical Scholars Program. Think about this like telling 
a story. Please describe the situation, task, actions, results, or other details you 
can that are related to the change.”

Participants receive detailed instructions on how to answer the question, and 
are asked to select whether the impact occurred on an individual leadership, 
organizational, or community level.

• Selection of MSC stories. The evaluation team recruits a selection committee of 
Clinical Scholars Program staff, stakeholders, and participants to engage in a 
systematic process of selecting the stories that represent the most significant 
changes at each level (individual, organizational, or community).

• Analysis. Multi-level analysis is conducted with the data obtained through the 
stories. Qualitative analysis uses ATLAS.ti to code and identify themes utilizing 
a grounded theory approach [41]. In addition, secondary analyses are con-
ducted on the data to identify any additional insights (i.e. differences between 
disciplines, demographic groups, cohort, etc.…)

4. Impact evaluation

RWJF’s mission to build a Culture of Health in the United States includes many 
lofty and important goals to address health equity and ensure good health is avail-
able to all [36]. Such goals that create impact in culture and institutions are difficult 
to evaluate and largely beyond the scope of the Clinical Scholars Program evalua-
tion plan. In addition, as with measuring outcomes, attribution is a large concern 
[2–5]. To address such challenges, we implement two evaluation activities – Concept 
Mapping and an Alumni Survey – to obtain data about how the Clinical Scholars 
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Program trainings may be contributing to eventually achieving a Culture of Health, 
and how participants continue to report activities and changes they are engaged in 
across multiple levels of the Social Ecological Model [8, 9].

4.1 Concept mapping

In order to determine participants’ conceptual understanding of what it means 
to build a Culture of Health, we conduct a Concept Mapping project during the 
third training year of each cohort. Concept Mapping is “a structured process, 
focused on a topic or construct of interest, involving input from one or more 
participants, that produces an interpretable pictorial view (concept map) of their 
ideas and concepts and how these are interrelated [42].” For the purposes of the 
Clinical Scholars Program, the results from the concept mapping process illus-
trate participants’ perceptions of various concepts represented in the Culture of 
Health (COH) Action Framework [41]. Understanding participants’ perceptions 
of building health can give us insight into what they value and are committed to 
in their work. Because building a Culture of Health is ultimately about creating 
cultural shifts in how people perceive health, values and commitment are impor-
tant factors to explore [36].

During each cohort’s third year, we initiate the concept mapping project. The 
concept mapping process consists of six specific steps. More detailed descriptions 
of Concept Mapping methodology is widely available. What follows is the Clinical 
Scholars Program’s specific implementation of this methodology:

1. Preparation – Evaluation staff and partners determine the main aims of the 
project and develop a protocol and timeline.

2. Generation - Participants are asked to complete an online brainstorming 
activity where they provide as many statements as come to mind to complete 
a specific focal prompt. Each cohort focuses on a different topic. For example, 
Cohort 1 focused on components that are essential to building a Culture of 
Health. Cohort 2 focused on a specific topic within the COH Action Area 
(“Making Health a Shared Value”) [43].

3. Structuring – Participants are asked to complete two additional online activi-
ties: sorting and rating. For the sorting activity they will be asked to sort the 
statements into groupings that make sense to them, based on similar meanings 
or themes. They are then asked to name each of the groups. For the rating ac-
tivity, participants rate each statement on each of three Likert-type scales that 
are developed based on each year’s topic.

4. Representation – Multi-level analysis is then conducted with the sorting and 
rating activity data using statistical software [44]. These analyses generate a 
cluster map to visually communicate the relationships between the statements 
provided.

5. Interpretation – At an onsite retreat during each cohort’s third year, an in-per-
son group discussion develops an understanding of the meaning of the cluster 
maps. During this discussion, the group comes to consensus on names for each 
of the clusters on the map and provides insight into how these clusters relate 
to and impact various aspects of participants’ experience in building a Culture 
of Health.
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6. Utilization –The findings from this project will contribute to increasing the 
understanding of how participants’ perceptions relate to the overall concep-
tualization of building a Culture of Health. Findings will not only be used to 
identify possible perceptual outcomes of the Clinical Scholars curriculum, but 
will also be used to inform the Clinical Scholars Program of any potential pro-
gram improvements that may be needed to better align with the COH Action 
Framework.

4.2 Alumni evaluation

Our Alumni Evaluation is evolving over time and is developing in partnership 
with other programs funded by RWJF as part of their Leadership for Better Health 
initiative [45]. At the time of writing, the Clinical Scholars Program had just 
graduated its first cohort, and we are in data gathering stages of the internal and 
Initiative-wide alumni evaluation. In addition, we plan to work with RWJF partners 
to develop methods to obtain and analyze long-term impacts related to expansion of 
a Culture of Health and improved health outcomes. Specific to the Clinical Scholars 
Program, we plan to continue monitoring the following topics in order to under-
stand participants’ future activities and influence:

• Individual leadership practice and growth;

• Network development and expansion;

• Leadership within organizations; and

• Leadership within home communities.

5. Conclusion

It is our ultimate aim that the results of each of the evaluation approaches 
listed in this chapter be used for two purposes: 1) to inform and improve the 
implementation of the Clinical Scholars Program and 2) to better understand 
how leadership development training can best equip health practitioners to build 
a Culture of Health – to expand health equity and ensure that good health is 
available to all. Results are disseminated to all stakeholders, including Clinical 
Scholars program staff, RWJF staff and the participants of Clinical Scholars 
themselves. It is our hope that our findings will also be of benefit to the broader 
field of leader and leadership development and, as such, we will focus on dis-
seminating these results via a variety of methods, including academic publica-
tion, professional conferences, media outlets, and widely available web-based 
platforms, among others.

In addition, it is our goal to learn as the program and evaluation unfolds. Owing 
to the novel nature of RWJF’s mission to build a Culture of Health, the Clinical 
Scholars Program’s innovative approach to combining leadership and equity, 
diversity, and inclusion training, and our developmental evaluation approach, we 
anticipate changes and modifications to occur. Part of our internal evaluation is to 
document the rationale behind such changes and continue to refine our approach 
in order to ensure the best, and ultimately, most useful data is available to assist the 
Clinical Scholars Program to reach its goal of equipping clinicians to influence their 
communities in order to build a Culture of Health.
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