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ABSTRACT

Background:

Globally, there is increased pressure on health professions education to be responsive to inequities in
health care. These imperatives are clearly evident in KwaZulu-Natal (KZN) with its high disease
burden. Poor doctor to patient ratios here are exacerbated by migration of medical practitioners to
urban areas, private practice and developed countries. South Africa’s two—year internship aims at
producing primary health care clinicians for the public health system. Gaps in knowledge of internship
and intern career intentions, in resource challenged contexts, have translated to the failure by both
higher education authorities and national health departments to include the internship period in
strategies, to ensure that the inequities in health care are addressed.

Aim:
This explorative study used a mixed methodology approach to explore the factors that influence

perceptions of the learning environment (LE) during internship and their influence on career intentions.

Methods:

The study used a social constructivist worldview drawing on a sequential explanatory mixed methods
design to understand the construct of the LE and its influence on career intentions. Both gquantitative
and qualitative methods that included surveys using a locally validated version of the Postgraduate
Hospital Educational Environment Measure (PHEEM) and focus group discussions were generated.
This study was conducted among interns in Paediatrics at four hospital complexes in KwaZulu-Natal
in 2015. The Communities of Practice theory and the Social Cognitive Career Theory were drawn on
and supplemented by the theory of alienation and engagement to develop a conceptual framework that

informed the analyses of the relationship between perceptions of the LE and career intentions.

Results/Findings:

Perceptions of the LE were found to be influenced by both external (disease burden, workload and
resource constraints) and individual related contextual factors (supervisor -intern relationships,
mentorship, feedback and demography). These factors acted as alienating influences that curtailed
access and restricted participation within communities of practice in internship. A narrow view of the
role and scope of interns was reflected in significant differences between interns and their supervisor’s
perceptions of the LE and gaps in assessment practices of SA interns compared with international best
practices. Poor perceptions of the LE drove interns away from SA’s public health system and from
caring for children. There were strong aspirations to specialise and weaker aspirations to enter primary

health care amongst the sampled interns.



Conclusion:

Contextual factors in a resource limited LE impacted on identity and career self-efficacy formation of
SA interns who failed to see a future role for themselves in primary health care and child health within
the public health system. Expanding on the framework of communities of practice a new model of
understanding, of how the interplay of contextual factors in resource challenged contexts affects
internship learning and career interest formation, was developed. This new knowledge of context on
learning and career interest provides the framework to understand the discordance between national
health needs and career aspirations of interns in resource challenged environments. This new
understanding provides the theoretical underpinning for changes in policy, practice, curricula content
and future research to improve access and create an expansive participatory framework for SA interns.
These proposed changes in the SA learning environment has the potential to ensure a sustainable public
health system and redress the inequity seen in distorted doctor patient ratios in areas of need.

Key Words:
Internship; Learning environment; Career choice; Career intentions; Career self-efficacy;

Communities of practice; Workplace based learning; Work-based assessments



Ukuhlolwa Kwendawo Yokufunda kanye Nezinhloso Zomsebenzi. Ucwaningo Lwezindlela
Ezixubile Iwe

Pediatric Interns KwaZulu-Natal

IQOQA

Isendlalelo:

Emhlabeni jikelele, kunengcindezi eyengeziwe emfundweni yobungcweti bezempilo ukuze iphendule
ukungalingani ekunakekelweni kwezempilo. Lezi zidingo zibonakala ngokusobala KwaZulu-Natal
(KZN) nomthwalo onzima wezifo. Izilinganiso zikadokotela nesiguli ezingezinhle lapha zenziwa zibe
zimbi nakakhulu ukuthuthela kodokotela ezindaweni zasemadolobheni, ezindaweni ezizimele kanye
namazwe athuthukile. l-internship yaseNingizimu Afrikha yeminyaka emibili ihlose ukukhigiza
odokotela bokunakekelwa kwezempilo okuyisisekelo ohlelweni Iwezempilo lukahulumeni. Ukushoda
olwazini Iwe-internship kanye nezinhloso zemisebenzi yabafundi abasagegeshwa, ezimweni
ezinenselelo yezinsiza, kuguqule ukwehluleka kwazo zombili iziphathimandla zemfundo ephakeme
kanye neminyango yezempilo kazwelonke ukufaka isikhathi sokufundela umsebenzi amasu, ukuze

kuginisekiswe ukuthi ukungalingani ekunakekelweni kwezempilo kuyaxazululwa.

Umgomo:

Lolu cwaningo lokuhlola lusebenzise indlela yokusebenza exubile ukuhlola izici ezithonya imibono

ngendawo yokufunda (LE) phakathi ne-internship kanye nomthelela wazo ezinjongweni zomsebenzi.

Izindlela:

Ucwaningo lusebenzise umdwebo wombono womhlaba we-social constructivist kumklamo wezindlela
ezixubile ezichazayo ezilandelanayo ukuze kugondwe ukwakhiwa kwe-LE nomthelela wayo
ezinjongweni zomsebenzi. Zombili izindlela zobuningi nekhwalithi ezihlanganisa ukuhlola
kusetshenziswa inguqulo eginisekisiwe yasendaweni ye-Postgraduate Hospital Educational
Environment Measure (PHEEM) kanye nokugxila izingxoxo zamagembu zakhiwe. Lolu cwaningo
lwenziwa phakathi kwabafundela umsebenzi wokwelapha izingane ezikhungweni ezine zezibhedlela
KwaZulu-Natal ngo-2015. Ithiyori ye-Communities of Practice kanye ne-Social Cognitive Career
Theory yadwetshwa futhi yengezwa ngenjulalwazi ye-alienation kanye nokuzibandakanya ukuze
kwakhiwe uhlaka lomgondo olwazisa abantu. Ihlaziya ubudlelwano phakathi kwemibono ye-LE kanye

nezinhloso zomsebenzi.
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Imiphumela/Okutholakele:

Imibono ye-LE itholwe ithonywa vyizinto zombili zangaphandle (umthwalo wezifo, umthwalo
womsebenzi kanye nezingginamba zezinsiza) kanye nezici zomongo ezihlobene nomuntu ngamunye
(ubudlelwano bomphathi ne-intern, ukugegeshwa, impendulo kanye nezibalo zabantu). Lezi zici
zisebenze njengamathonya ahlukanisayo angande ukufinyelela futhi akhawulela ukubamba ighaza
emiphakathini yokuzijwayeza ekugegesheni umsebenzi. Umbono omncane wendima nobubanzi
babafundi abagegeshwayo ubonakale ekwehlukeni okukhulu phakathi kwabafundi abasagegeshwa
kanye nemibono yomphathi wabo nge-LE kanye namagebe ezinkambisweni zokuhlola zabafundi
baseNingizimu Afrikha uma kughathaniswa nezinqubo ezihamba phambili zamazwe ngamazwe.
Imibono engemihle nge-LE yaxosha abagegeshwayo ohlelweni lwezempilo lomphakathi
lwaseNingizimu Afrikha nasekunakekeleni izingane. Bekunezifiso eziginile zokukhethekile kanye
nezifiso ezibuthakathaka zokungena ekunakekelweni kwezempilo okuyisisekelo phakathi kwabafundi

abasafunda amasampula.

Isiphetho:

Izici zomongo ku-LE enomkhawulo eyinsiza zibe nomthelela ekuzaziseni nasekusungulweni
kokuziphilisa ngokusebenza ngempumelelo kwabafundi base-SA abagegeshelwe umsebenzi
abahlulekile ukuzibonela indima yesikhathi esizayo ekunakekelweni kwezempilo okuyisisekelo kanye
nempilo yezingane ohlelweni Iwezempilo lukahulumeni. Ukunwetshwa kohlaka lwemiphakathi
yokughuba imodeli entsha yokugonda, yokuthi ukuxhumana kwezimo zengqikithi ezimweni
ezinenselelo yezinsiza kuthinta kanjani ukufunda kokugegeshelwa umsebenzi kanye nokwakhiwa
kwentshisekelo yomsebenzi, kwathuthukiswa. Lolu Iwazi olusha Iwengqikithi yokufunda nentshisekelo
yomsebenzi luhlinzeka ngohlaka lokugonda ukungaboni ngaso linye phakathi kwezidingo zezempilo
kuzwelonke kanye nezifiso zomsebenzi zabagegeshwayo ezindaweni ezinenselelo yezinsiza. Lokhu
kugonda okusha kunikeza isisekelo senjulalwazi yezinguquko kwinqubomgomo, inkambiso,
okuqukethwe kohlelokufunda kanye nocwaningo Iwangomuso ukuze kuthuthukiswe ukufinyelela
nokudala uhlaka olubanzi lokubamba ighaza kwabagegeshwayo baseNingizimu Afrikha. Lezi
zingugquko ezihlongozwayo endaweni yokufunda yaseNingizimu Afrikha zinamandla okuginisekisa
uhlelo Iwezempilo lomphakathi oluzinzile futhi kulungiswe ukungalingani okubonwa ezilinganisweni

zeziguli nodokotela ezihlanekezelwe ezindaweni ezinezidingo.
Amagama Asemqoka:
I-internship; Indawo yokufunda; Ukukhetha umsebenzi; Izinhloso zomsebenzi; Ukuzisiza ngomsebenzi

wakho; Imiphakathi yokuzijwayeza; Ukufunda okusekelwe emsebenzini; Ukuhlola okusekelwe

emsebenzini
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OPERATIONAL DEFINITIONS

Blame culture: Is the tendency to look for one person or organization that can be held responsible for

a bad state of affairs, in internship this often refers to a negative patient related incident.

Can MEDS: Can MEDS is a framework devised by the Royal College of Physicians and Surgeons of
Canada that identifies and describes the abilities (competencies) physicians require to effectively meet
the health care needs of the people they serve.

Child health: Child health is a state of physical, mental, intellectual, social and emotional well-being
and not merely the absence of disease or infirmity. In this study, it is used with the term Paediatrics
and on its own to indicate the generalist holistic care of children by primary health care practitioners.
It is regarded as a component of primary health care (generalist care) and is not considered as a

speciality.

Clinical Educator/Clinical Tutor: Refers to a qualified medical practitioner who is appointed by a
university to be responsible for clinical training of undergraduate students and registrars. In training

(academic) hospitals, this person is also generally responsible for intern supervision.

Complex: Refers to a group of hospitals of varying sizes and designations, which function together

including in the training of interns and registrars.

Factor /Variable: the term factor is used to indicate an element of a cause, which contributes to a
particular result, whilst a variable refers to an unknown quantity (that can change) in an equation. In

this study, the term factor is used more extensively.

Fee-paying government school: refers to educational facilities that are jointly funded by government
subsidies and by parents paying a certain fee. The term reflects the disparate nature of education in
post-apartheid South Africa. Generally, fee-paying government schools are in previously advantaged

communities in SA.

Geographical origin: refers to a person’s place of home and upbringing.

Health Professions Council of South Africa (HPCSA): accrediting and regulatory body for all health
professionals in South Africa. It is responsible for accrediting hospitals and departments within
hospitals for qualifying to train interns. It is responsible for the overall structure and governance of the
internship program in the country. The HPCSA is also responsible for the completion of internship

certification and suspensions of registrations.

XV



Internship (medical Internship): refers to the entire period of 24 months of intern training. It is
equivalent to Foundation years 1 and 2 in the British system. It varies from one to two years in most
Sub-Saharan countries. It is similar to the first year of the United States residency program although

major differences exist. The South African intern does a mix of all major medical specialities.

Intern Block: locally used term to refer to the various rotations in the various specialities in the 24
months of internship. The various ‘blocks’ are generally 4 months each of Paediatrics, General Surgery,
Obstetrics/Gynaecology and Internal Medicine (Adult Medicine) as well as two months each of
Anaesthetics, Orthopaedics, Psychiatry and Family Medicine.

Intern Curator: appointed by the hospital to co-ordinate and overseer the medical internship program.
Is responsible for liaison between hospital management, intern supervisor in each discipline, interns
and the HPCSA.

Intern (medical intern): In this study, the term ‘intern’ refers exclusively to a medical intern. This
refers to a recently graduated doctor in the first two years (24 months) post qualification. These medical
doctors are salaried employees of the various provincial departments of Health and are expected to

work under supervision at accredited hospitals in South Africa.

Intern Supervisor: This is a medical practitioner, who is responsible for supervision of interns during

their training. They can be also affiliated to a university as a clinical educator or tutor.

Lower Middle Income Countries: WHO member states are grouped into four income groups based
on World Bank list of analytical income classification of economies for a fiscal year. Most lower
income countries in the world are within Sub-Saharan Africa. South Africa is classified as an upper
middle-income country in this study. LMIC refers to both all lower and middle income countries.

http://www.who.int/healthinfo/global burden disease/definition regions/en/

Matric: refers to the final exit examination on leaving high school in SA. Also referred to as the

national certificate examination.

Medical officer: refers to a medical practitioner who has completed internship and has been certified
by the Health Professions Council of South Africa. In South Africa, the first year as a medical officer
includes placement in facilities designated as community service postings. Following this one year, the
medical officer can leave state practice if he/she wishes and enter private practice or decide to apply to

a university postgraduate programme to specialise or remain as a medical officer within state facilities.
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National health Insurance (NHI): proposed new system of health financing and structuring in SA

that aims at ensuring equity in the provision of health care to all citizens in the country.

Non fee-paying government school: refers to educational facilities that are completely funded by
government subsidies. The term reflects the disparate nature of education in post-apartheid South
Africa. Generally, non-fee-paying government schools cater for previously disadvantaged

communities in SA.

Paediatrics: the branch of medicine dealing with children and their diseases. This branch of medicine
can be provided by generalists and specialist paediatricians. In this study, Paediatrics was used
specifically in the context of its provision by generalist medical practitioners. This reflected national
health needs.

Paediatric Block: refers to the 4 months the intern spends in Paediatrics in his internship.

Primary health care: health care provided for people making an initial approach to a medical
practitioner or clinic for advice or treatment. It refers to undifferentiated care by a generalist clinician

in this study.

Primary health care clinician: is a clinician who provides both the first contact for a person with an
undiagnosed health concern as well as continuing care of varied medical conditions, not limited by
cause, organ system, or diagnosis. In this study, the term primary health care clinician is used in
preference to the term ‘general practitioner’ as the latter term has been largely associated with the
private medical sector in SA. The term ‘Primary health care clinician’ is therefore used in this study
and refers to a generalist clinician both within the public health care system and within the private

health care system.

Private health sector: in this system refers to the health care system provided by private persons,

consortiums and companies and does not fall within the governmental fiscal provisions.

Public health system/sector: in this system refers to the health care system provided by national,
provincial and municipal levels of government within various types of institutions including clinics

and hospitals.
Private school: refers to educational facilities that completely privately funded with no government

funding. The term reflects the disparate nature of education in post-apartheid South Africa. Generally,

private schools caters for largely advantaged communities in SA.
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Registrar (resident): a medical practitioner who is spending four years within a postgraduate
university affiliated program to specialise in a branch of medicine (also called senior resident in the
US System).

Regional Hospital: A hospital administered by the provincial health department and employing
specialists in various disciplines. Usually drains patients from district hospitals and large clinics. Most

interns in SA are allocated to train in these hospitals.

Rural geographic origin: where a person’s home and upbringing has largely been on a farm or in an

area not considered a town or city.

Semi-urban geographic origin: term used specifically in this study to differentiate urban areas from
township areas/ peri-urban settlements. The term is used in this specific context in this study to
highlight the historic racial and socio-economic differences, which persist in SA today, based on
geographical origin. Semi-urban (including ‘townships’) areas generally indicate a poorer socio-

economic area in most parts of SA

Specialist: term to designate medical practitioner who has spent an extra period of time (usually a
university registered period of 4 years) and has passed a certain number of entry, interim and exit
postgraduate exams set by the university and professional led bodies e.g. College of Medicine of South
Africa. In South Africa to be a registered Paediatric specialist a registrar has to complete four years of
working within a postgraduate registrar program, pass two College of Medicine (Paediatrics)

examinations and complete a University set Masters Coursework.

Teaching hospital: A hospital usually affiliated to a medical faculty of a university, which is
accredited by the university as a training hospital. Usually provides the platform for the training of
undergraduate medical and other health science students, postgraduate registrars and specialists. The

hospitals usually have interns working in them as well.

Township: refers to a lower socio-economic residential area situated usually on the outskirts of a town
or city and historically represents the geographical location allocated to Black South Africans. It is
used as a measure of economic disadvantage.

Urban geographical origin: refers to cities, suburbs, and towns.

Undergraduate clinical years: refers to the final three years of the undergraduate medical degree.

This is a heavily supervised and formally period of undergraduate training. All clinical work done in
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this period is unpaid. The university is responsible for this training period. Also referred to as

‘clerkships’, ‘junior interns’ or ‘student interns’.

University origin: refers to the university in which an intern studied undergraduate medicine.

Work place based learning: learning that derives its purposes for the contexts of work.
Work-based assessments: assessment of knowledge, skills and behaviours in authentic workplace
settings. It refers to a broad category of assessments and methods conducted using resources available

in a candidate’s work place, during the course of their work-schedule.

Year of internship: refers to either the first or second year of the two year internship programme
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ABBREVIATIONS AND ACRONYMS

BREC: Biomedical Research Ethics of University of KwaZulu—Natal (Institutional Regulatory
Board)

COP: Communities of Practice

DOPS: Directly Observed Procedural Skills
ECL: Early Career Learning

EPA: Entrustable Professional Activities

FGD: Focus Group Discussion

HIV: Human Immunodeficiency Virus Infection
HPCSA: Health Professional Council of South Africa
KZN: Kwa Zulu-Natal

LE: Learning Environment

LMIC: Lower and Middle Income Countries
Mini-CEX: Mini (Clinical Evaluation Exercise)
Mini-PAT: Mini Peer Assessment Tool

MSF: Multi Source feedback

NHI: National Health Insurance

PHEEM: Postgraduate Hospital Educational Environmental Measurement
PMB: Pietermaritzburg

SA: South Africa

SCCT: Social Cognitive Career Theory

SSA: Sub-Saharan African

TB: Tuberculosis

WBA: Workplace—based assessments

WABL.: Workplace—based learning

UKZN: University of KwaZulu—Natal
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PREAMBLE

The format of this thesis is in accordance with the recommendations for a PhD via manuscript format,
as presented within the School of Clinical Medicine, College of Health Sciences University of
KwaZulu-Natal, South Africa. It includes the submission of a thesis with a collection of research
articles, in conjunction with introductory and summary chapters, as opposed to a traditional
monograph format.

This thesis comprises published journal articles, accepted for publication journal articles, and a
manuscript under review. The integrative material links the chapters and the findings to the overall aim
of the study vis-a-vis an exploration of the learning environment and career Intentions of Paediatric

Interns in KwaZulu—Natal.

The synthesis chapter at the end outlines the conclusions formed based on a combination of results
from the papers presented and includes recommendations for the way forward. The contribution of the
candidate is indicated for each manuscript, with details of the journals and their submission and review

processes where necessary.

The candidate essentially followed the same process in terms of planning, conducting and preparing
the research for examination with the same key milestones as for a traditional thesis. A large
proportion of the methodology and literature is revealed within each of the publications. The
methodology and literature review is also presented within the integrative material, especially in
Chapter One (Introduction), Chapter Two (Theoretical framework), Chapter Three (Methodology) and
Chapter Nine (synthesis), with a summative page after each article to establish the link between the
chapters. This may lead to a fair amount of repetition between the integrative material and the

manuscripts, which is necessitated by virtue of the manuscript format of PhD presentation.

Please note the following with respect to this particular thesis report:
0] The Vancouver referencing style has been observed in the integrative material. All
references which are not specific to each manuscript are consolidated in Chapter 10
(i) Manuscripts are presented in the format required of the specific journal; hence stylistic
differences (font, line spacing, headings etc.);
(i) Use of active (first person) and passive voice (third person) have been used in the

manuscripts and the integrative material.
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CHAPTER 1: INTRODUCTION

1.1 Context of the Study

Inequity between health care needs and health care delivery is the major challenge facing modern
medicine in the 21% century. © This inequity is manifested in a severe maldistribution of medical
practitioners between, urban and rural areas and public and private health sectors, and is most severe in
Sub-Saharan (SSA) countries. ¥ This maldistribution of medical practitioners compromises access and
health coverage, particularly for vulnerable populations such as children and the socio-economically
deprived. ® This situation exacerbates existing poor doctor—patient ratios and compromises the
provision of primary health care. ©©

South Africa (SA) has adequate training institutions, professional regulation and fiscal space for
relatively high remuneration levels compared with many SSA countries. @ Despite this, the training and
retention of competent medical practitioners in the public health care system, which caters for the
majority (82.5%) of the population, is an ongoing crisis in SA. *® This inability to deal decisively with
the maldistribution in the medical practitioners is one of the major issues that has led to the poor
performing health care system in SA. ©

The public health care system in SA is emerging from a fragmented and racialized past while it
attempts to create a district based primary health care driven system. @ The significant challenges being
faced by the public health system includes a quadruple disease burden which comprises communicable
diseases (HIV/AIDS and Tuberculosis epidemics); non-communicable diseases (hypertension and
diabetes); maternal, neonatal and child disease burdens and inter-personal trauma and violence. %2 In
addition ineffective and suboptimal leadership, and management and governance of the public health
care system have contributed to a deepening crisis.  An increased culture of a lack of accountability
has spurred on a crisis of poor staff motivation, sub-optimal performance and often-unacceptable
attitudes of healthcare workers towards patients that results in inefficiency in the health service and
compromised patient care. @ These highlighted challenges coalesce and health care providers on the
‘frontline’ are compromised in their ability to provide an adequate quality of health care. %14

In response to the inequity in health care provision in SA, both national health departments and
higher education authorities have responded with various strategies. The National department of Health
strategic plan for 2014-2019 prioritises high impact interventions targeting HIV /AIDS, TB, maternal
and child related health challenges. ®® In addition, the National Health Insurance White paper 2017,
provides a longer-term framework for the reorganisation of the primary health care system, hospitals
and emergency medical services. ® Both these plans acknowledge the principle that retention of newly
recruited health care staff including medical practitioners underpins the sustainability of the public
health care system. (516)

Changes are needed to provide services to the majority of the population that were previously

excluded from adequate health services in the SA public health care system. These changes will have to



occur improve the provision of care to address inequities based on racial, geographic and economic
lines.This process of transformation forms the key aspect of public health policy in SA to address
societal needs. In response to this need to transform, SA medical education has had to align itself with
societal needs. SA medical schools have thus made a number of changes in order to redress the inequity
in health care provision. " Focus on curricula changes including using competency-based frameworks,
increased exposure to decentralised teaching platforms and primary health care, and a focus on social
accountability are now commonplace in most medical schools in SA. @718 Changes in entry criteria to
medical training, in attempts to adequately reflect population demographics within medical graduates
has rapidly transformed the demographic composition of interns. 9

The internship period, following the completion of the undergraduate medical qualification is a
crucial component of the medical education trajectory and remains inadequately studied and poorly
understood. %) This lack of understanding of this core component in medical education becomes a
significant factor as health departments and education systems throughout the world, attempt to
transform health care delivery to better match societal needs. )

Reports of unacceptable workloads, excessive work hours, suboptimal supervision, increasing
burnout and stress are being documented among SA interns who are the ‘frontline’ of medical care in
many hospitals. ?*-2" The entry and participation of interns within a community of medical practitioners
occurs within this challenged environment . This process of participation forms an integral element in
work based-learning (WBL) in internship. Multiple factors both external and internal to the intern
determine interns experience in this formative period. This final common pathway for all medical

practitioners, prior to independent practice is influential in shaping long—term careers for many. &30

1.2 Problem statement

Contextual factors such as an in-hospitable physical work environments, poor employment
relationships and workplace cultures have been recognised as having a significant impact on new
medical practitioners. *® In addition, new medical practitioners have been largely excluded from
efforts by both national health departments and higher education authorities to transform health care
provision. There is a lack of clear focus, to use the window of opportunity provided by the internship
period, to develop strategies to enhance training, support and career planning in the health care system.

The lack of vision to view the internship period as an integral part of the medical education
trajectory may be attributed to the wide geographical and administrative span that constitutes the
learning environment of interns. Further education and training associated with internship has fallen
outside the scope and authority of most higher education authorities. In addition, there is a lack of
adequate research and knowledge on various aspects of internship in SA and other similar high disease
burdened and resource constrained contexts.®3% The view of internship as the culmination of
undergraduate education focuses much research on measuring the outcomes of various undergraduate

curricula changes, skills training and competency development on internship using preparedness studies



with less attention being paid to the role and experiences gained in internship in shaping individual
career and broader health system outcomes. ¢+3" This stance is probably due to most medical education
research in SA occurring from the perspective of higher education. Whilst there are studies describing
the effects of challenging contextual factors on internship there is a dearth of knowledge on
understanding intern’s experiences of their learning environment and the interplay of contextual factors
on individual intern career progression. @6 273840 An additional key aspect of internship involves
assessment and evaluation of medical practitioners. An understanding of this process within the context
of a resource challenged environment will provide insight into internship. These aspects of knowledge
about internship is thus crucial if the health system aims to retain medical practitioners for public health
service..

The learning environment (LE) of interns in resource challenged, disease burdened contexts is a
complex system that has not been adequately analysed. To fully understand this complex system the
fields of sociology, vocational psychology and medical education needed to be consulted.

An essential aspect of most enquiry within medical education is the importance of improving
patient outcomes. “? The fundamental question in medical education research ultimately relates to
whether an educational intervention can affect patient outcomes. “Y In this study, the educational
intervention was thus viewed as the internship period and patient outcomes were viewed as a responsive
and sustainable public health system with adequate doctor-patient ratios. In particular, the various
factors influencing the LE and an understanding of how these factors influenced career intentions was
studied. Career intentions of interns in this environment were thus investigated as a surrogate marker of
career interest and retention in a sustainable public health system thus forming the outcomes in this
study in medical education.

By gaining a better understanding of the various contextual factors influencing internship, it was
envisaged that learning experiences could be improved. “? This process was aided by using conceptual
frameworks such as the learning environment (LE) to fully comprehend internship. Equally, by looking
at the outcomes and identifying relationships between those outcomes and the environments that
produced them, the postulate in this study was that by adjusting none, we may influence the other. “?
Thus optimising these learning environments may alter career aspirations if such a relationship exists
and thereby conditions for a sustainable public health system may be improved. This knowledge is thus
viewed as being crucial to health systems in order to optimise the retention of medical practitioners

within the public health systems.



1.3 Research guestion

The key research question that framed this study was: “What is the relationship between
perceptions of the Learning Environment (LE) and Career Intentions of Paediatric Interns in KwaZulu—
Natal (KZN)?”

1.4 Aims and objectives of the study
The overall aim of this study was to explore the Learning Environment (LE) and career intentions of
Paediatric interns in KwaZulu—Natal (KZN) hospitals in South Africa (SA) via the following objectives:

1.41 To explore the influence of the LE on SA intern assessments and to compare SA intern

assessments with international best practices.

1.4.2 To investigate the perceptions of the LE amongst Paediatric interns and their supervisors using

locally validated measures.

1.4.3 To identify the individual characteristics of Paediatric interns that influence their perceptions
of the LE.

1.4.4  To determine the relationships of career intentions amongst Paediatric interns with their

perceptions of the LE.

1.45 To explore the views of interns on their experiences in their LE and the relationship of these
experiences to career intentions in the SA public health system, primary health care and child
health.

1.5 Significance of this study

The uniqueness of this study included its contributions to knowledge on workplace-based learning
(WBL), the resource limited context the study was situated in, the use of intern perspectives and the
drawing on of a multiplicity of disciplines, worldviews and methods in order to fill significant gaps in
knowledge that is deemed crucial to ensure equitable health care.

This study contributes to knowledge on WBL, specifically with regards to the internship period and
the relationships with career choice. The links between WBL and career choice remains a complex
interplay of influences, which this study attempted to unpack in a resource-constrained context.

Findings from this study whilst context specific reflected a resource challenged, disease burdened
context where the inequities between health care provision and health care need are stark. ® The study
defined the LE and quantified perceptions of this construct in a resource challenged context. Validated

tools used in this study can thus serve as measures of perceptions of the LE in these contexts.



The study further highlighted and compared WBA in resource-limited contexts with international
best practice. The study findings on WBA can therefore serve as a benchmark against which future
developments in this field can be measured. Very few studies attempt to evaluate internship within the
resource challenged context in SSA.

This study looked at the concepts from the intern perspective by assessing intern perceptions and
self-identified career intentions as well as through the lens of an ‘insider’ perspective of a clinician
working within the system.

The study was conducted within a framework that viewed learning within an interpretivist social
learning lens despite the predominance of a positivist worldview held by many of the anticipated
readership of the research manuscripts associated with this study. This variance in paradigms with
anticipated readerships hopes to stimulate innovative views when exploring solutions to the challenges
within the public health system.

The originality of this study stemmed further from its use of insights from medical education,
sociology and vocational psychology to understand a complex problem. Figure 1 illustrates this
intersection of fields drawn on that characterise the theory development that underpins this study.

Key:
1. Positioning of the study

Medical Education

@

Vocational Sociology
Psychology

Figure 1. Visual representation of the intersection of three broad areas that influence this study

Internship is viewed as a process whereby newly qualified medical practitioners enter an already
established system, gradually assimilate into this system and eventually replace those exiting it. This
cycle forms the basis of medical training in which internship forms the entry point.

This study evaluated this cycle of learning and entry of newly qualified medical practitioners. It

determined relationships and built theoretical understandings of this cycle where generally entrants are



expected to legitimately traverse such an environment in order to eventually recreate it. The study
targeted career intentions of interns towards specific national priority health areas of primary health care
and the care of children within the public health system, which has not been adequately addressed in the
SSA context. It studied these interactions within the context of multiple environmental challenges and
developed knowledge that has implications on policies, processes and practices of the learning cycle in
internship. These implications may hold the key to understanding and changing the status quo where

there are high levels of attrition of medical practitioners from practising in areas of need.

1.6 Literature review
Introduction to Literature review

The literature review is presented in the introductory chapter to provide an overview of the concepts
and related research that has influenced this study. There are two main foci in this study viz. the

internship learning environment and career intentions of SA interns.
1.6.1 History of Internship

The concept of internship has been recorded in various ancient societies as early as 600 BCE, with
Aristotle defining the differences between ‘techno’ (craft of making things), ‘episteme’ (knowledge
about things), and ‘poiesis’ (production process) and ‘praxis’ (conduct in a community where an
individual realises excellence). “® The middle ages formalised ‘apprenticeships’ within guilds as part
of knowledge transfer. *® Internships as a pedagogy are still a crucial component of many professions
especially law and medicine. Now in post-industrial society with an increasing emphasis on ‘life-long
learning’, ‘learning organisations’ or ‘knowledge communities’ there is again an increasing interest in
internships and apprenticeships . “% 44

Modern internships involve supervised learning to specific outcome standards within contracts of
employment with an emphasis on attainment of formal certification and entry into a profession. The
concept of postmodern internships build on this, with an increased focus on transferable skills, lifelong
learning and transforming and recreation of learning communities to respond to ever—changing contexts.
4344 This post-modern pattern of internship synchronises with the call for a change in medical education
for the 21° century and with the need to create transformed health care professionals who are willing
and able to respond to an ever-changing landscape. @

Modern medical internship reportedly begun in the late 19" century and it was found that socio—
economic and political issues rather than consideration of educational objectives determined its
evolution. “ Throughout the world medical internship usually consists of a period of 12 to 24 months,
which follows the completion of an undergraduate degree. The period is highly supervised by senior
medical practitioners and occurs within the authentic workplace setting.

The major aims of medical internship are to prepare the intern for independent, competent, ethical
medical practice having obligations to patients, the health systems and communities through a process

of certification and assessment. “® The requirements deemed necessary for medical practitioners in the



21% century also includes the need to be ‘leaders’ and *change agents’ through the ‘transformation of
learning’ and ‘interdependence in education’. @ This is seen to be accomplished by enabling the future
custodians of the health systems of countries to be able to achieve core competencies for effective
teamwork in health systems and to use creative adaptation of global resources to address local
priorities.®)

1.6.2 Medical internship in South Africa

Medical internship was introduced in SA in 1950 as a one-year rotation despite calls that it would
‘adversely affect the medical profession’. “7. In the 1990’s, following complaints that the SA internship
was of a sub—optimal standard and that it provided inadequate exposure to all disciplines in medicine,
the process to develop a two year programme started. “” The aim was to allow exposure to all major
disciplines in medicine and the total period of ‘undergraduate training including internship’ was set at
eight years. “? A phased approach from 2004 to 2007 ensured that all SA graduates from various
universities entered into this system. “8)

The South African Internship programme is regulated and overseen by the Health Professions
Council of South Africa (HPCSA) without involvement of universities. “®. Interns are placed at hospital
complexes, which are also geographically designated and consist mainly of regional and tertiary
hospitals with specialist care and district hospitals (community hospitals) with undifferentiated care. 7
The allocation process is a multi-tiered process, nationally controlled, with the aim of equitable
placement of interns, hailing from differing universities and ethnicities throughout the country. 9
Minimum requirements for hospital complexes to be accredited for intern training include adequate
patient exposure, senior personnel for supervisors, human resources for support, suitable patient
facilities, support services such as laboratories, X-ray facilities and accommodation. Hospital sites are
revaluated every two to three years. A senior member of the staff at the hospital complex, assigned as
an intern curator, is responsible for the administration and coordination of interns, and acts as a link
between the interns, the institutions and the HPCSA. ©“® The implementation of internship training is
the joint responsibility of the HPCSA, who ensures quality of training and supervision and the
Department of Health that is the body responsible for employment and accommodation. Interns are
responsible for their own training portfolios utilising HPCSA logbooks and guidelines. “6)

The current internship programme consists of four months of Paediatrics, Obstetrics and
Gynaecology, General Surgery, Internal Medicine, Family Medicine with mental health and two months
each of Anaesthetics and General Orthopaedics. The Family Medicine/Primary Health Care component
exposes interns to undifferentiated care whilst all other domains are based in specialist run units in
regional hospitals. “® The stated purpose of internship in SA is that training must be complementary to

the health care system being developed which places an emphasis on the primary health care approach.
(46)



1.6.3 Learning in internship

Learning that derives its purposes for the context of work is defined as work—based learning (WBL). 9
WBL is stimulated by workplace activities that engage the learner in discussion and debate with
workplace colleagues and has been an important component of medical education ©9. This critical
dialogue, if facilitated and adequately resourced can trigger a transformation of the workplace culture
into one that exploits situated learning to enhance not only the individual but also team and
organizational practices. ®? It is accepted in medical education that much learning occurs in the context
of ‘doing’. This entails the everyday work of physicians and this ‘implicit learning’ is experienced not
in the classroom but in real life social settings. This implicit learning defines WBL. Y WBL learning
can also be viewed as ‘learning—-as—participation’ as opposed to ‘learning—as—acquisition’. 2 In contrast
internship ‘learning—as—participation’ has a collective focus on the process of ‘becoming’ and
‘belonging’ through full participation within medical communities. ©

Participation is not just viewed as a physical action, it also involves ‘connection’ and includes the
‘possibility’ of mutual recognition and the ability to ‘negotiate meaning’. 4 59 This social process is
significant in the context of clinical medicine and especially where interns as ‘novice doctors’ work side
by side with their ‘more experienced’ colleagues. ® Much of the learning, in this context, is seen as
‘implicit’ or can be overlooked as being viewed as part of the intern development of knowledge, skills
and attitudes that they acquire. ®® It is within this framework of WBL, that participation is elevated as
a crucial component of learning in internship. Quantifying and capturing the scope and depth of implicit,
‘informal’ learning within this participatory process is complex and difficult. Understanding how the
unique constellation of factors within the SA health care environment influenced these processes thus
formed an essential component of this study. These aspects are also echoed in studies of Early Career
Learning (ECL) in various professions outside of medicine, which also emphasize the importance of
participation, within the interplay of contextual factors and how this influences progress and personal
agency. ®®The implicit nature of WBL within internship thus elevates participation as a crucial aspect
of early career learning in this context.

This process of participation is closely associated with identity formation of interns during the
learning experience. ®® How interns see themselves being ‘perceived as being a competent doctor by

others’ is believed to be the one of the most challenging aspects of this learning experience ©®.
1.6.4 ldentity formation in Internship

Identity formation in medical education is an important and central to learning in internship. ©5 57
% The trajectory of internship can be conceptualised as a complex transformative journey that
incorporates identity construction. ®® Identity construction entails both a personal (internal) process and
a social (external) process. ®® The fields of psychology and sociology thus form the basis of

understanding the concept of identity.



The ‘emergent identity’ that arises, within transition phases in medicine, such as internship,
develops as an outcome of a social process of identification from the interactions between the individual
and others in the clinical workplace. 5 5% |dentity formation is a more encompassing process than being
an active participant in the practices of social communities and constructing identity in relation to these
communities. ®¥ Identity formation as a full participant is a gradual and relational process through ever—
changing states of knowledge, skills and attitude development. ¢ Identity can also be viewed to be the
mutual constitution of the individual and the community and this identity is negotiated within
communities of practice and learning trajectories. ®4 Research similarly conducted in a high disease
burdened context found that the learning process during medical internship was highly influenced by
‘significant others’ from both within and outside the medical community. ®® The ‘community of
practice’ either enabled or constrained the development of knowledge, skill and shaped the identity of
the intern. ©9 It is further postulated in this study that efforts to strengthen the possibilities for positive
identity constructions during internship would facilitate the transformation of the medical culture to be
more responsive to the needs, beliefs and abilities of interns thereby leading towards a more patient—
centred health care system. ®®Identity formation during internship is thus viewed as a predominant
social process, which is significantly influenced by the context.

Within the environment of SA’s rapidly transforming and disease burdened health system an
understanding of how contextual factors influence the development of the identity of interns, remains
poorly understood. Insights into the process of identity formation during medical internship given the
challenging context, may improve our understanding of influences of contextual factors on interns.
These relationships can enable an understanding of the trajectories followed by medical interns and their

long-term aspirations in the SA health system.
1.6.5 Contextual factors affecting internship

A concern about the preparedness of tomorrow’s health professionals and their impact on society
requires an understanding of the conditions in the LE that can affect their development. ¢ Within the
framework of ‘complexity theory’ internship can be seen to be a ‘complex adaptive system’ where
environmental factors allow adaptive systems to emerge in new ways. ¢ The influence of these factors
may be variable according to the relationships and the notion of cause and effect but may not necessarily
apply when looking at the interaction of these factors. 2 The literature on the contextual factors
affecting internship reflects the trend of medical research to reduce complex systems to their component
parts whilst searching for predictable patterns of interaction. ®® This view is echoed in the ten-year
longitudinal follow up study where a broad range of factors are recognised to influence career intentions
and behaviours of British interns. ¢ Importantly these factors relate to each other in different directions
and magnitudes and thus it was very difficult to disentangle the impacts of specific factors affecting
interns 4 The interaction of factors within internship thus reflect a complex relationship that epitomises

this period of medical education.



The major themes in the extant literature on contextual factors in the environment and internship
relates to the interplay of these factors on learning, supervision, assessment and future career choices.
The literature related specifically to the relationship of contextual factors to assessment and supervision
is included in Chapter 4. The impact of contextual factors on career choices is dealt with later in this
chapter. The relationship of contextual factors on the development of specific competencies was beyond
the scope of this study and is only alluded to where relevant.

The learning environment as a concept provided a framework for attempting to understand the
influences on internship by placing learning resources in a contextual, rather than in a central
relationship with interns. © Simply making resources available to learners will not guarantee any kind
of improvement in learning and material aspects tend to sub-serve social ones so the concept of the
learning environment attempts to understand the various relationships at play. ©® In order to understand
the complex web or relationships of contextual factors on the various facets in internship the

multidimensional construct of the learning environment needed clarification.
1.6.6 Defining and evaluating the Learning Environment (LE)
1.6.6.1 Defining the Learning Environment

The construct of the ‘learning environment’ (LE) has been used to understand the influences of the
context on learners, when as early as 1961 students perceptions of their LE was identified as an important
influence of the success of their learning. ©® The term LE has been in common medical discourse since
World Federation of Medical Education (WFME) in 1998 considered the LE as one of the targets of
evaluation of medical education programmes. ¢

The actual definition or understanding of the term LE and what it constitutes has been problematic
with little exploration of what makes up the construct of the LE. ©® The LE was typically viewed as the
‘atmosphere, ethos, tone, ambience or personality’ of an institution and is characterised by the pressures,
stresses, practices, policies, rewards and values within the institution. ® The LE is also perceived as
the material and social context wherein learners ‘learn” and was further viewed as the ‘intangible aspects
of an institution of learning and as a manifestation of the effects on students of the various parts of the
curriculum. %717 |t can also be ‘all embracing’ and refer to ‘everything that is happening in a
classroom, department, faculty or university’. “% ¢ 2 The LE has thus been described as “a subtle
concept, encompassing physical, interpersonal, and organisational elements”

Mosby's Medical Dictionary, 8th edition from 2009 defines the LE as ‘the sum of the internal and
external circumstances and influences surrounding and affecting a person's learning’. /¥ Various aspects
are embraced when the term LE is used and these include material, social and ‘intra-psychological’
aspects. 2

For the purposes of this study, it was imperative that the definition of the LE used was made explicit

including the constituents being assessed so that what was meant by the LE was clearly understood. In
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this study, the learning environment was based on the perceptions of interns and supervisors. The
constituents that comprise the LE in this study referred to:

0] The physical environment (e.g. facilities, comfort, safety and food);

(i) The emotional climate (e.g. security, positive methods and reinforcement); and

(iii)  The intellectual climate (e.g. learning with patients, reflective practice, evidence based, up

to date knowledge and skills) ),

This definition of what constitutes the LE was chosen as it is explicit, clearly includes all aspects
of the LE and is relevant to the needs of the current resource challenged contexts where the physical
environment, support structures and learning processes all play a significant role in influencing
internship training. The term LE is often used interchangeably to indicate an educational climate,
educational environment and/or learning climate. (7279 |n this study, the term LE was also used as a

synonym for educational /learning climate or educational environment.
1.6.6.2 Evaluating the Learning Environment

As with the definition and understanding of what constitutes the LE, it can be many things to
different people who operate at different levels. “? Thus quantifying the LE has always been
problematic. Understanding the LE and the ways of evaluating it requires an understanding of the origin
of the concepts of ‘climate’ and ‘culture’.

In the 1960s and 1970s climate evaluation as a tool to understand organisational functioning was
popular. 777 Mainly quantitative surveys were used to measure summary perceptions people had of
observable procedures and practices in organisations. ® It was in this context that relationships with
organisational performance, motivation and job satisfaction were evaluated. *#) In the 1980s, a
distinction developed between culture and climate. ®

There was a swing towards qualitatively evaluating the ‘culture’ of an organisation. Here the basic
assumptions, beliefs, values and patterns of behaviour and artefacts of an organisation were measured.
(™ This response followed reactions to a predominant “positivist’ approach of evaluating climate and
moving to a more favoured ‘qualitative’ anthropological method to investigate organisational culture.
Research strategies in the last two decades have shifted to integrating climate and culture. ® It is in this
context the LE was placed and evaluated using both quantitative and qualitative tools such as surveys
and focus groups and this allowed for the gathering of more detailed impressions than would not be
possible from a single methodological approach. ©2

Various associations with educational outcomes have been made with evaluating the LE. It is the
learner’s perceptions of the LE rather than the environment itself that has been found to determine
behaviour. It is these perceptions, which then evaluated using the PHEEM and other measures that have
been used to predict various educational and other outcomes. €& 7% 72.83) Taple 1 indicates the various
associations with which perceptions of the LE have been associated.

Table 1. Associations found with measured perceptions of the Learning Environment
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Associations found with measured perceptions of the Learning Environment

1. Learner satisfaction levels(%7830)

2. Job satisfaction levels (72.78.80)

3. Motivation within the workplace 2D
4. Success ™

5. Achievement 7

6. Career choice @

In the light of this and research among interns in the SA context that dealt with the external
environment, it was important that the influences of the various factors on the perceptions of the LE

among SA interns be determined and understood.
1.6.6.3 Developing a reliable and valid LE measurement

A quantitative evaluation of the LE requires the use of an inventory or instrument chosen based on
qualities (psychometric features) or suitability of that instrument to measure the LE. 7 A valid and
reliable instrument allows for a meaningful evaluation of the LE and thus appropriate measures to be
taken to improve the environment. ©” Standards to support validity includes content, internal structure
(reported as measures of internal consistency and factor analysis) and response, relation to other
variables and consequences. 9

Reliability refers to the reproducibility of the measurement with a high correlation between the
scores of individual items in an instrument i.e. a high internal consistency, which would indicate the
scores evaluate a single construct. ®” Instruments in use to evaluate the LE include many who do not

have the most robust psychometric qualities now expected in medical education. #?

1.6.6.4 Use of the Postgraduate Hospital Educational Environment Measure (PHEEM) to evaluate
perceptions of the LE

In the 1990°s the Dundee Ready Education Environment Measurement (DREEM) was developed
as a “culture free’ inventory to evaluate the learning environment for health professionals. % 89 The
Postgraduate Hospital Educational Environment Measure (PHEEM) derived from the DREEM tool was
tailored to the learning climate in the postgraduate clinical setting. The developers of the measure used
a literature review, a form of grounded theory involving focus groups and a Delphi panel drawn from
the target population to validate the items of the PHEEM as a 40—item inventory. ¢

There are a number of instruments developed to evaluate the LE in postgraduate areas of medical
training. Many are discipline specific and culture specific. It has been difficult to find that one instrument
that can be optimally validated. The PHEEM instrument has been extensively used across many
countries in differing contexts of postgraduate medical education including amongst interns ©”- 78 86-%9)

Critics of the PHEEM cite deficiencies with the validation of the PHEEM where not all validity

criteria were shown to be met. ™® A further criticism of the PHEEM instrument is with regard to the

12



original three subscales as developed by the original authors. There is still controversy as to whether the
PHEEM evaluates one construct or many constructs and whether these constructs are aligned with the
original three subscales of the original developers. Some studies indicate the unidimensionality of the
PHEEM scale © 97 %) whilst others support its multi-dimensionality. ©2 8. % 99.100) Ragylts from a
multitude of psychometric testing of the PHEEM in varying contexts have yielded these differing results
and this remains a concern when using the PHEEM.

Despite varying criticisms, the PHEEM was found to be the most suitable instrument for use in
different postgraduate settings because of its high content validity and reliability. ©¢”

1.6.7 Career intentions amongst interns

It is widely accepted that the most important asset of any health system is its skilled workforce.
(101.102) Knowledge about the actual career progress of healthcare practitioners, changes in career choice
and eventual career destination is essential for workforce planning, postgraduate medical training and
the delivery of healthcare. (01.102)

Career choice has largely been viewed as part of vocational psychology which is particularly
interested in how individuals choose careers and how individual and environmental factors impact on
these career choices @Y Predictors of career choice arise from both within individuals and from the
environment and often these interact to determine outcomes. @V In this study, the focus is on the
influences of the environment on career intentions. In Chapter 2, the career developmental theories used
to establish a conceptual framework for this research are presented.

Chapter 7 deals with career intentions and presents a summary of literature for clarification. The
literature provide a basis for the argument that career intentions of current SA doctors are not aligned to
national priorities and this phenomenon is characteristic of other resource-constrained countries in SSA
especially..

Physician migration patterns show a clear trajectory of qualified medical practitioners from SSA,
including SA to the higher income countries in the world. ©¢30103109 Whilst SSA countries are much
worse off in terms of physician migration than SA, the trend amongst qualified SA medical practitioners
remains the same as physicians in SSA. There are a host of factors related to poor working environments
within the national health system and personal factors related to security issues and the need for
experience being major catalysts to emigration of medical practitioners from countries of need. &
30,103,105)

In-country migration patterns away from under—resourced, disadvantaged communities was noted
especially with a persistent rural to urban, public to private, primary care to specialised care bias amongst
many qualified medical practitioners in SA and SSA. ©0.103.108) \Whilst the opportunities to work within
a team, in academia and to ‘feel needed and wanted’ are seen to be greater when working in public

health care, poor resource availability, lack of trust in the health department management and
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perceptions of poor future career opportunities are the major negative factors that drive away SA doctors
from the public sector. 197

There is an overwhelming desire for specialisation amongst all medical practitioners in SA (0:103.106)
and this trend is similar in international literature. %6119 This trend was persistent among interns despite
findings from longitudinal studies that most medical practitioners who desire specialisation enter
primary care careers in the long term. ¢°531%) However in the 10 year longitudinal follow up in Britain,
a context very different to SA and other SSA countries , at year ten, 71% of medical practitioners still
remained within the public health system. ¢4

Gender issues play an important role in career intentions especially the choice of specialty with
Paediatrics being favoured by more female doctors than their male counterparts. This situation however
differs with Surgery attracting fewer female doctors. ¢3110.112-118) Gendered influences and barriers were
also noted with decisions to change intentions, enter general practice and private care in the ten—year
cohort study in Britain. ¢4

The difference between the influence of individual and external factors on career intention is an
important aspect when dealing with career intentions. In many developed countries ‘work-life balance’,
which indicates a pursuit of a career that provides a lifestyle-friendly work environment is cited by many
as a factor affecting career intentions and the choice of a speciality. (09110115117 \Whijlst these largely
individual factors played a role, many studies however also indicated the influence of external
environmental factors that influenced career intentions. The influence of the teaching platforms, role of
mentors, presence of motivating role models and stimulating work experiences was noted. (102112.115.118)
The relative influence of internal compared with external factors on career intentions in resource
challenged contexts remains poorly understood.

The first few years after qualification however stood out as an important window when many
medical practitioners had their career intentions crystallized and acted on. @2 23.28.29.102) |nternship thus
offers, an important window of opportunity, where it may be possible to influence long-term career

choices. @®
1.6.8 Conclusion of the Literature review

Internship as an important component of medical education, is reviewed with regard to its history
and trajectory specifically within the SA context. Participation and identity formation are seen as critical
factors in the internship learning cycle within an interplay of external and internal influences in the LE.
The LE as a construct to quantify with the use of appropriate tools is described. Finally, a synopsis of
the major themes with regard to factors influencing career intentions of interns is dealt with. There is a
significant lack of appropriate studies on internship in resource challenged contexts particularly with
regard to the learning environment’s influences on career interest.

To evaluate and understand the complexity of internship and career intentions these constructs can

be viewed in various ways. The use of existing theoretical frameworks developed over time that reflect
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both the key constructs of the study is needed in order to understand interactions between these
constructs. The use of these theories will enable a focused evaluation of these constructs within the
complex South African context. Chapter two introduces the theoretical frameworks that resonated with

this study.
1.7 Overview of the thesis

This thesis is presented in the following ten chapters:

Chapter One provides a context to the study. It provides the problem statement, research aim and
objectives. The significance and purpose of the study is followed by an overview of the literature
pertaining to the major concepts in this study.

Chapter Two presents the philosophical assumptions and theoretical frameworks that underpin this
study.

Chapter Three describes the methodological approach adopted in this study, the research design,
study setting and research methods used in the collection and analysis of the data. The chapter presents
issues related to trustworthiness, ethical standards and ending the researchers’ reflexive positioning.

Chapter Four presents the findings in response to objective one. This chapter explores the influence
of the LE on the assessment of the SA Interns and compares the trends of WBA amongst SA interns in
relation to international best practices.

Chapter Five presents the findings of the validation of the local version of the PHEEM tool to
measure the LE amongst SA Paediatric interns. It describes the perceptions of the LE, of interns and
their supervisors.

Chapter Six describes the findings of a study into the influence of individual factors on intern’s
perceptions of the LE. It presents the relationships found between various demographic and educational
characteristics with perceptions of the LE.

Chapter Seven highlights the career intentions of interns who have and have not worked within
Paediatrics internship. The findings of the relationships between perceptions of the LE and career
intentions towards working within SA, its public sector and with children are presented.

Chapter Eight describes the views of interns of their internship learning experiences and their
reasons for their career intentions. The chapter provides insights of interns’ views on future career
intentions in SA’s public sector, primary health care and in Child health.

Chapter Nine provides a synthesis of the study together with conclusions and implications of the
findings in this research. It proposes changes to policy and practice within internship in SA that would
better align intern’s career intention with national health priorities.

A composite reference list is presented in Chapter Ten.
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CHAPTER 2: THEORETICAL FRAMEWORK

2.1 Introduction

The previous chapter introduced the problem and context of this study and the literature that
informed the framing of this study. It introduced the LE and career choice as two constructs central to
this study. This chapter locates the study within the appropriate research paradigm and reviews the

several theories that informed the conceptual framing that underpins this study.

2.2 Philosophical assumptions and beliefs
2.2.1 Research paradigm

A paradigm can be described as a set of beliefs that influence the worldview and research position
of a researcher and is therefore linked to the assumptions that underlie the creation of knowledge from
this study. 1129 |n this way, the paradigm influences the orientation of the study and the reflective
researcher is expected to reveal the extent to which the design, conduct and analysis of the study had
been influenced by such a worldview. @2V

This study was situated within a social constructivist paradigm. The social constructivist paradigm
reflects an overarching interpretivist worldview. This interpretivist worldview recognises social forces
as dynamic constructs and accepts that the interactions between these constructs are too complex to be
captured in absolute measurements. 22 Separating these forces would furthermore not accurately reflect
how they interact and thus research in this paradigm is steeped in the need to find meaning. *?? The
social constructivist ‘constructs’ meaning through the many interactions of the social sources of
meaning. Thus a more collaborative, social view as opposed to an individual stance on learning was
taken in this study and learning was seen as being closely related to context. This study emphasised the
importance of social engagement in the learning process, with the intern within a learning environment,
being viewed as the unit of analysis.

This emphasis on social learning and context in internship resonated within a social constructivist
research paradigm. ¥ The social constructivist stance on learning is rooted in the individual’s
knowledge and acknowledges their interactions with the surroundings and other people before that
knowledge is internalized and thus culture and context are emphasised. 29 The assumptions the social
constructivist thus makes is that reality and knowledge development does not only take place within an
individual, nor by passively being influenced by external forces but that learning occurs when
individuals engages in social activities such as interaction and collaboration. #2512 Thus learning within
the social constructivist view occurs as a result of this interaction through participation which develops

and reinforces the role and identity of the individual within social structures.
2.2.2 Ontological stance

A relativist ontological stance was taken in this research where reality was seen as complex,
subjective, socially constructed and importantly as being context dependent. 1126 It was within this

stance that the perceptions of interns of their learning environment were viewed as being real to them.
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2.2.3 Epistemological stance

In educational research epistemological assumptions of knowledge shape, what a researcher
accepts as evidence of the nature of learning and this often determines the type of questions that
researchers employ about the learning reality and which answers are regarded as valid. 2" Subjectivist
epistemology entails the belief that people construct their own understanding of reality based on their
interactions with their environment and that the researcher co-constructs this understanding with
resultant multiple views of the learning experience. 11°129 In this study, a subjective epistemological
stance was taken, where the perceptions of medical interns of their learning environment and career

intentions were interpreted and representations were co-constructed with the views of the researcher.

2.3 Theoretical frameworks
2.3.1 Introduction to the theoretical frameworks used in the study

In this segment of the chapter, the conceptual framework that underpinned this study is presented.
This is done by reviewing theoretical frameworks in the extant literature that had resonance with the
major constructs of this study viz. the learning environment and the career choices of SA interns.
Theories or perspectives in the medical education field are perceived of as deeply held values that
medical educationists hold with regard to teaching and learning. *?® On a practical level, these theories
can translate themes that describe and influence how educators see their roles and responsibilities. These
themes are open to interrogation and reflection by researchers and allow for the building of a coherent
body of evidence that can give a better insight and understanding of the learning process. 128

In viewing the intern within the LE as a unit of analysis and linking this with the intern’s career
intentions within a social constructivist worldview, social learning theories found resonance. The social
learning theories reflect the social and situated aspects of learning. Elements from three theories were

drawn on to develop a conceptual framework to house this multidimensional study
2.3.2 Alienation and Engagement

The theory of alienation and engagement frames a relationship of power and hierarchy through
which students within higher education can be viewed. 2 The student experience of being the ‘other’,
the ‘subject * and the ‘outsider’ within a relationship has been variously used to describe such
experiences in SA higher education. #2%%39 The intern entering the world of medical practice is reflective
of this experience and the theory of alienation and engagement can thus be used to understand findings
that emanate from a study of this process.

The transformation of the SA medical practitioner community with regard to gender, ethnicity,
geographical origin of and socio-economic background of its newly qualifying members is now being
reflected amongst interns. @® The changing demographic nature of interns within a hierarchy and system
that is still however reflective of previous political dispensations carries obvious tensions. The lens of
alienation and engagement thus has been recognized as an important factor in viewing the influence of

the LE and socio-cultural influences on learning, especially in higher education in SA. 129 Alienation
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defined as the ‘absence of a relationship a learner might desire or expect to experience’ and engagement
seen as ‘the presence of a connection or relationship” has frequently been viewed as an important aspect
when evaluating the LE. 313D \Workplace, socio—demographic factors, inter-professional relationships,
support from supervisors, curriculum design and the teaching hospital environments have all been
recognized as antecedents to students’ viewing of the LE in an ‘alienated’ or ‘engaged’ frame. 3-133)
Viewing the rapidly changed internship community in SA, through this lens, has not been sufficiently

documented.
2.3.3 Communities of Practice (COP)

Lave and Wenger (1991) defined a community of practice ‘as being a set of relations among
persons, their activity and the relevant environment’. 3% The relationship develops over time and
interfaces with other adjacent or tangential communities of practice. Learning and knowledge formation
are best supported by the individuals’ engagement in a COP developing competence and making
meaning through active participation and by assuming an identity with other like-minded individuals in
the COP. ©5)

This theory can be viewed as a contemporary version of the ‘apprenticeship’ model and introduces
concepts to frame the learning processes within internship. 334 The vocabulary that the COP provides,
allows analysis of what is important, what difficulties to expect and how to approach the problem of
learning in internship. ©® Internship within the COP framework as first used by Lave and Wenger (1991)
is viewed as moving beyond cognitive knowledge transmission and rather occurs through certain forms
and types of social co-participation, which is embedded within both a social and physical environment.
(134, 135)

The theoretical framework as provided by COP has relevance to the nature of the learning process
of entry, participation and development within internship .This perspective resonates with the idea that
learning processes occur where interns participate in ‘learning by doing’. “® The primary unit of analysis
is not the individual intern but the ‘community of practice’ i.e. the socially contracted practice in which
learning occurs. Learning and skill acquisition occur by actually engaging in the desired practice itself,
within a participation framework, not only within the individual mind. Knowledge is distributed among
the various individuals who are participating within this learning context, and the learning is often
mediated by the differences of perspective. 3%

The evolution of the COP as a learning theory has been controversial and a humber of criticisms
have developed over the years. 1% Table 2 illustrates a summary of the key points in the evolution of

the theory of COP, which is relevant to internship as found in this study.
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Table 2. Evolution of the core aspects of the Communities of Practice theory

No | Source and Major aim Major concepts and focus Terminology
time*1:23
1 (Lave and To provide a Journey of the ‘newcomer’ ‘newcomer’
Wenger 1991) | template to examine from legitimate peripheral ‘legitimate
learning among participant to full participant, peripheral
practitioners in a then ‘expert’ participant’
social environment
2 (Wenger Using concepts from Outlines the individual ‘mutual
1998) education ,sociology interaction within COPs engagement’
and social theory to ‘joint enterprise’
understand Importance of trajectories ‘shared repertoire’
socialisation and
learning spontaneous emergence of
COPs
focus on day to day work
Identity formation
3 (Wenger, To use COP as atool | Organisations can engineer ‘domain’
McDermott et | for organisations to COPs to enhance ‘community’
al. 2002) manage ‘knowledge competitiveness ‘practice’
workers’
COP as a means of
innovation and creative
problem solving
‘leader or champion ‘in a
group
‘facilitators’

*ILave, J. and E. Wenger (1991). Situated Learning :Legitimate peripheral particpation Cambridge University

Press

*2\Wenger, E. (1998). Communities of practice: Learning, meaning, and identity, Cambridge university press.

*3\Wenger, E., R. A. McDermott and W. Snyder (2002). Cultivating communities of practice: A guide to
managing knowledge, Harvard Business Press.

Whilst there has been an evolution in the COP theory over time, the core concepts within the theory
resonate well with the learning process within internship. The aspects of COP that relate to the journey
of the newcomer from peripheral positions to full participation and identity formation resonated with
the experiences of the intern during learning. The support for formal and informal learning, the
trajectory of novices and interaction of experts, the investment in participation and the need to engender
a sense of belonging all have relevance with internship. However, several criticisms within the theory
highlights the lack of uniformity in the definition of what the structure and function of COP is. 135136)
The ubiquitous nature in which the COP is used has led to conflict between a COP and various other
constructs such as communities of interest, formal departments etc. 136

Further criticisms of the concept of COP reflect the concern that entrenched beliefs, ideas and

cultures within existing COP’s will be preserved despite them being contrary to creating an optimal LE.
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Thus critics of COP warns about the influence of power relationships, ‘group think’, ‘cliques’,
hierarchies that can be entrenched within a COP. @313 This has particular resonance with the
persistence of gender and other biases persisting within staunchly hierarchical medical teaching units.

Whilst the framework of COP can be utilized to explain and theorise on the learning process within
internship in SA, the relationship of context and outcomes in a COP have not been adequately addressed.
Of relevance to internship within the SA context, is how the concept of a COP deals with the inevitable
tension between the needs of the individual intern in learning and the interest of the health department
in terms of service work. Within internship, this is reflected in the major tension between working and
learning that had been previously noted. 37

Whilst the concept of a COP claims that optimized creation and dissemination of knowledge when
all the elements of a COP work well together, it is not clear how to foster these elements at an early
stage in the career trajectory of individuals. ®*® This relates to the essential component within a COP,
Vygotsky’s zone of proximal development and issues related to access and entry into communities of
practice especially when socio-cultural factors are associated with power dynamics in a society as is the
case in a transforming South Africa.

A further critique of the COP theory is related to the differing nature in which participation can
occur and the theory is largely silent on the power differential and structural constraints, which can
affect access and participation. 38 These gaps in the theory had bearing on the research question of the
influence of the LE on career intentions of SA interns within the context of SA’s stark inequity in health
provision. This relates to the scarcity of research related especially to the concepts of communities of

practice and career intentions within internship in resource-constrained contexts.
2.3.4 Social Cognitive Career Theory (SCCT).

Lent, Hackett and Brown in 1994 developed the SCCT theory. ¢3%149 based on Bandura’s Social
Cognitive Theory with its triadic reciprocal person-environment-behaviour perspective. 42 The SCCT
drew on the social learning theory of career decision making of Krumbolts and Hackett as well as Betz’s
1981 self—efficacy construct to create a unifying and integrative framework. 342141 This theory attempts
to trace some of the complex interplay of factors between individuals and their career related contexts,
between cognitive and social-interpersonal factors and between self-directed versus externally imposed
influences. Y The SCCT frames the various contextual factors that play a role in influencing career
decision making by organising these within discrete categories and timelines 39140 This theory thus
enables a clearer trajectory of the interaction of contextual factors on various aspects of career interest
formation and career choice decision making .

Career choice theories have largely developed from the framework of ‘trait-environment fit” since
1909. @39 The most dominant career choice theories since then have focused on these predictable traits
in people as a means of assessing career choice. Hollands Typology of personality traits of 1985, one of

the most influential models of career choice is based on this. @9 The other perspective to develop was
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the development career theorists that focused on the ‘less predictable’ challenges people found in their
environment, 40

When evaluating external factors that may influence career intentions these are seen as contextual
factors, which can act as barriers or enablers in the process of career interest or choice. These contextual
factors influence the development of career self-efficacy and outcome expectations. @49 Career self-
efficacy is seen as a central concept for individuals to set positive career goals, to organize and guide
behaviours and encourage persistence in the face of setbacks. “¥ Outcome expectations are seen as
those personal beliefs about the consequences of one’s actions, which can influence career intentions.
142 1t is the development of career self-efficacy however, that is integral in the development of
individuals career interests. @49 The underlying premise of the SCCT is that career choice may be guided
less by personal interests but more by environmental factors, which influence career self—efficacy and

outcome expectations. (143
2.3.5 The role of self-efficacy in career intentions

Self-efficacy has typically been defined as an individual’s own judgement of their capabilities to
perform a particular task at a desired level in relation to a wide range of behaviour and with the view to
attain certain outcomes. 41142 Self—efficacy can be derived from performance accomplishments,
vicarious experience, verbal exhortation and emotional factors and can thus vary according to the
situation and with feedback from others in the social environment. 49 Self—efficacy has been found to
be positively related to task performance across a variety of professions and poor self—efficacy has been

associated with a failure to develop robust interests. 43

2.4 Conclusion

In attempting to frame the interactions of the intern LE within the SA context with individual career
intentions key concepts found in an array of social learning theories found resonance. The intern learning
process was found to encompass concepts of access ,entry ,participation and the development of self-
efficacy. These concepts coalesce within the intern LE and can thus form a framework within which the
interactions of context on career intentions and learning experience can be studied. The framing of these
complex concepts as constructed by interns themselves within a context dependant social environment
is recognised as a platform in which an understanding of the interactions of the LE with career intentions
within internship can be made.

In this chapter, social constructivism was introduced as the research paradigm through which this
study was viewed. Elements from various social learning theories viz. Communities of Practice (COP)
and Social Cognitive Careers Theory (SCCT) were drawn upon to develop a conceptual theoretical
framework that underpinned the study. The alienation and engagement theory was also drawn upon to
develop an understanding of the interplay of factors affecting intern’s access and participation in

communities of practice.
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CHAPTER 3: METHODOLOGY

3.1 Introduction

The previous chapters introduced the study context, relevant literature and theoretical frameworks
drawn on to answer the research objectives. It introduced the LE and career choice as two constructs
central to this study. This chapter locates the study within the appropriate research paradigm and justifies
the research design, and decisions relating to the data collection and analysis processes. Owing to the
design of this thesis by manuscript, each manuscript describes the methods used as indicated in Chapters
4 to 8. This chapter therefore serves to provide an overview of the methodological decision that framed
the overall study and assists in clarifying the concepts and parameters of this study. Quality inferences
and ethical issues related to the research are dealt with. Finally, this chapter presents the reflexive
positioning of the researcher.

3.2 Mixed methods

The exploratory nature of the research questions in this study posed a number of challenges
including those posed by the complexity of the constructs identified for analysis. Deeper understanding
of the ‘how’ and ‘why’ interns chose to behave in the way they did formed an integral component of
this study. The overall aim of this study was to generate deeper understandings of the complex
environment of the LE in internship and career interest formation amongst interns. This was done in
order to inform knowledge related to the apparent discordance between aspirations of medical
practitioner and country health needs. 4 The social constructivist framework resonated well with the
need to understand perceptions of individual interns and recognition that meanings will be co-
constructed and multiple. In addition, methodologies that align well with this interpretivist philosophy
using methods such as focus groups data analysis have been shown to be suitable when evaluating
complex human intentions and motivations. @45 However, the use of one framework to understand this
complex construct is less likely to provide a holistic understanding to generate credible theories.

The worldview of the audience, which this study (health professionals and health planners) is aimed
at, is largely situated in a positivist-based context. In addition, in keeping with much of health service
related research dealing with complex constructs, multiple stakeholders and influences, using just one
perspective would not have been adequate. ¢46 This research needed to address different questions in
order to give a more comprehensive understanding thus it also combined multiple perspectives with
regard to methodologies. “? This adoption of both a positivist slant to the methodology involved the use
of psychometric and correlational research traditions and a more interpretivist framework for focus
group interaction and analysis.

Mixed methodologies have a ‘methodological eclecticism’ that resonated with this study whereby
there is a certain degree of freedom to combine methods by choosing the best tools to answer the study
questions. 49 In addition, the use of mixed methods approach enabled a more iterative, cyclical

approach in this study allowing both an inductive and deductive perspectives within the same study. 4%
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3.3 Controversies associated with mixed methods

Since the 1980°s mixed methodologies derived from education, assessment, management,
sociology and health sciences has grown rapidly and become highly popular, since the mixing of data
collection using surveys and focus group data by Campbell and Fisk in 1959. @48 Whilst the field has
developed dramatically significant challenges in using this methodology have been noted and were
apparent in this study.

There has been considerable debate on what is being mixed and when. Mixing can occur with the
methods, methodology, type of research or is it the stage at which mixing occurs? 46-150 |n this study
the definition adhered to for mixed methodology is that ‘it is a type of research in which a researcher or
team of researchers combines elements of qualitative and quantitative research approaches for the broad
purposes of breadth and depth of understanding and corroboration’. 59

The perspective of mixed methodology taken in this study followed very much that of Tashokkari
et al. 2009, and Morse 2010, where the views taken that ‘mixing’ is from the ‘methods’ perspective
onwards and not paradigmatic and the point of integration of quantitative and qualitative components
occurs in the data analysis and narrative components. 52 The challenge in mixed methodologies and
also experienced in this study was the conundrum of mixing the ‘primary drives of the research’ i.e. the
philosophical assumptions of the study. (146149

The study accepted the concept of the use of multiple paradigms despite concerns expressed that
there is ‘inconsistency’ at the paradigmatic level with mixing of paradigms. 4 In this study the social
constructivist paradigm underpinned much of the research and a positivist approach to the quantitative
components was accepted.

3.4 Rationale for using sequential explanatory mixed methodologies

In this study, a sequential explanatory mixed methodology was used which implied the collecting
and analyzing of quantitative and then qualitative data that occurred in two consecutive phases within
one study. %3159 The qualitative (text) data was collected and analysed second in the sequence to help
explain and elaborate on the quantitative results obtained initially. > The qualitative phase built on the
quantitative phase and the two phases were integrated at various levels including analysis and synopsis.
(1% The rationale for this approach was that the quantitative data and their subsequent analysis provided
a general understanding of the research problem. The qualitative data and their analysis refined and
explained statistical results by exploring participants’ views in more depth. ¢°9

The advantages of using the sequential explanatory approach in mixed methodology included its
straightforwardness and opportunities for the exploration of the quantitative results in more detail and
resonated with the positivist bias of the primary researcher. 5" Figure 2 visually displays the sequence

of components that comprised this QUAN—qual study. 5%
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Phase Procedure Product

Cross-sectional cohoﬂs\
n=468
Survey
n=209 post internship

Survey
n=59 Intern supervisors

Survey
n= 219 pre internship

\Open-ended quesﬂonsj

* Data Screening
* Psychometric tests -
Factor analysis
* Comparative analysis

* Purposively selected
participants from survey
* Developed new
interview schedule for FGD

Five Focus group data

NVivo1l1l

Interpretation and

explanation of
quantitative and
qualitative results

Figure 2. Diagrammatic (visual) presentation of Sequential explanatory mixed methods design of

the study

As can be seen in Figure 2, the use of the multiple methods was not situational. This design

reflected the use of different methods, which addressed different parts of the same overall research

question with each stage designed as a seemingly self-contained and publishable unit. ®*9 There was

integration however, at the following points: design phase where a predominant QUAN-qual sequence
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was planned, data collection with open-ended questions being asked within the survey and at the data
analysis phase where data from the open-ended questions in the survey influenced the questions and
analysis of the main focus group data. In addition, all focus group participants were drawn from the
participants who had completed the survey. Integration of data was essential in the synopsis of the study.
The results of each method informed the emerging knowledge and conceptual model that developed
with the synthesis aimed at showing the complementary relationship between the sets of findings, and

in answering the overall question. (147:156-158)

3.5 Location of study

The study was conducted at four regional hospital complexes (compromising eight separate
hospitals) in the two largest cities (Durban and Pietermaritzburg) in KwaZulu—Natal, South Africa. Both
the geographical locations selected have the highest HIV antenatal seroprevalence rates in the world,
very high TB rates as well as high rates of nutrition related diseases, non—communicable diseases and
inter-personal violence. ® Figure 3 indicates the major disease rates in the health districts of South
Africa by highlighting the high HIV rates in the populations served by all the hospitals that were
sampled. 159

25



Figure 3.3: HIV prevalence by district, South Africa 2012
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Figure 3. Map of the various health districts in SA highlighting high disease burden rates in the
province KwaZulu-Natal. (Reference 159)
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3.6  Study Participants

Table 3 indicates the distribution of all interns allocated to all the sampled hospitals by the national
department of health during the sampled period 2015-2016. These hospital complexes are some of the
largest in South Africa with the Pietermaritzburg hospital complex comprising three hospitals Greys,
Edendale and Northdale Hospitals being the largest intern complex in the country. “® Interns who had
completed their Paediatric internship were designated to the post internship cohort. They compromised
interns in both year 1 and year 2 of their overall internship.

The pre-internship cohort included all interns who had not commenced Paediatric internship thus
representing a cohort who have had no exposure to the Paediatric LE.

Supervisors are present in all sites and they are made up of senior supervisors mainly specialists

and junior supervisors mainly registrars (residents in training) from all hospital complexes.
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Table 3. Actual envisaged numbers of interns in various hospitals and in Paediatrics for 2015—
2016

Number envisaged who have
Intern Numbers 2015-2016 Total completed Paediatrics at time
of sampling December 2015

Total KwaZulu-Natal 663

Sampled hospitals/hospital complexes

Pietermaritzburg Metropolitan Hospitals

complex 210

King Edward V111 78

Prince Mshyeni Memorial 93

Addington/Mahatma Gandhi Memorial 118
Totals for hospitals being sampled 505 378

3.7 Phases of the study

The study comprised of three phases within which there were five stages. Table 4 illustrates the
three main phases and five stages within these phases. The three phases were designated to indicate the
preliminary, quantitative and qualitative components while the stages reflected the objectives set out in

this study and corresponded with each of the manuscripts produced.
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Table 4. Phases and stages of the research project
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The initial preliminary phase was aimed at establishing the framework to study the LE and career
intention constructs by exploring the literature on WBA in internship and the influences on this core
aspect of internship. Input on data collection tools for both the survey and qualitative component was
obtained from pilot intern studies and expert FGD. Stage 1a of the study consisted of a literature review,
which is presented, in Chapter 4.

Phase 2 and 3 reflected the sequential explanatory mixed methodology design of the main study
and Phase 2 involved the PHEEM survey with multiple cohorts. The post internship cohort n=209 was
the main cohort being studied with the supervisor cohort and pre-internship cohorts chosen to determine
any relationships between the groups.

3.8 Pilot study

The pilot study was conducted in two phases initially prior to the expert FGD at the
Pietermaritzburg Hospital complex (PMB) and after the expert FGD at King Edward V111 Hospital. The
PMB complex pilot study consisted of administering of a researcher developed survey to assess the LE
which was based on a questionnaire developed by Hill et al % and included a focus group discussion
on the evaluation of learning experiences in Paediatric Internship and career choice. Interns were asked
to reflect on the user friendliness of the survey, how best to assess the LE and, on their Paediatric learning
experiences and career intentions. A reflective journal was kept of the focus group discussion (FGD).
Evaluation of both the survey results and FGD indicated the need to use a more standardized survey. In
view of the poor face validity obtained at this stage it was decided to adapt the PHEEM tool for assessing
perceptions of the LE instead of the initial pilot LE survey. In addition, upon analysis of the pilot FGD,
it became clear of the need to sample supervisors as well as many participants held perceptions that their
supervisors held differing views on the LE. Clarity was also obtained during the FGD on the wording
of the survey items to assess demographic characteristics, previous educational exposure and career
intentions to assess suitability and clarity of terms used. The robust discussion and interaction in the
pilot FGD regarding intern experiences and career intentions confirmed the choice of focus group
discussions as a preferred tool to obtain data on intern views. Subsequently to the Expert focus group
discussion (which is discussed in section 3.9) the modified PHEEM tool was then piloted in a group of
interns at King Edward VIII Hospital to assess face validity amongst an intern sample prior to its

adoption in the main study

3.9 Expert Focus group discussion

The third component of the preliminary phase included the constitution of an expert FGD. This
expert focus group included purposively selected senior managers in each of the hospitals from where
interns were to be sampled. The thirteen members included all the clinical heads of Paediatrics at all
regional hospitals in the KwaZulu-Natal province as well as the district Paediatric specialists

(community Paediatrician) and the chief specialist of Paediatrics of the province.
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This FGD had three aims viz. Firstly, to inform the managers of the research that was to be
undertaken, secondly to validate the modified PHEEM tool to be used in local context and thirdly to
gain input on the survey tool to assess individual demographic characteristics of interns (demography,
previous educational experience) and career intentions. Face validity is a subjective judgement to ensure
that an instrument has the feasibility, readability, clarity of language especially with the use of modified
terms to measure what it set out to measure. ‘6 Modifications to the PHEEM and survey were done
and a final version of the modified PHEEM tool and survey on demographic and educational
characteristics were determined by consensus. As indicated earlier the modified PHEEM tool was
piloted in a small group of interns at King Edward V111 Hospital prior to final adoption and use in the
main survey of the study. The modified PHEEM survey tools developed through this consultative
process are found attached to the relevant manuscripts and added as appendices number 26 and 27 in
this thesis.

3.10 Data Collection
Table 5 indicates the various data collection methods tools and sampling strategies used as well as
numbers of participant in each of the different stages in the study.
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Table 5. Data collection methods and instruments used in various stages of the research study
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Data was collected using both quantitative and qualitative methods. The use of multiple levels of
data from varied sources is supported especially when complex constructs are being explored. In social
science, different measurements require quantification of abstract, intangible constructs that may not be
observable. 2 These measures serve as proxies for these constructs. 2 The construct being measured
can be uni-dimensional or multidimensional and the measurement instrument being utilized to quantify
it needs to consider this. ©5169)

In this study, we used the focus group discussion as the main strategy to collect qualitative data
during the various stages. FGD are defined as a research technique that collects data through group
interaction on a topic determined by the researcher. ) FGDs are distinguished from the broader
category of group interviews by the explicit use of the group interaction as research data and the ability
to facilitate the research of ‘ill-defined topics’ requiring exploration. 16168 The use of FGD to assess
learning within a social context resonated with the social constructivist paradigm that underpinned the
specific component of the study. The use of 5-10 participants per FGD with saturation being reached
enabled an inductive approach to data collection. @67

3.11 Sampling

Table 5 indicates the sampling strategies employed throughout the stages of the research project.
Chapters four through eight address the sampling strategies as selected for each phase of the study.

For the survey, a cross-sectional cohort was sampled representing interns who have already
experienced working in Paediatrics in the two-year internship. The total numbers of interns who were
designated as having completed internship was calculated based on the rotational system. At any one
point in time interns are rotating through various specialties (this includes rotating through various
hospitals in a complex) and a certain percentage are on leave. In addition to those on leave a further
percentage are at the clinical duty points to ensure an uninterrupted service and will thus be unable to
attend group-administered surveys or participate in focus group discussions. This had implications for
the study as a certain percentage of non-responders included those on leave and those who could not
leave their respective clinical duty points. This component was made up of 20% of all potential
respondents. Due to this an actual (55.3%) and an adjusted response rate (69.3%) was calculated in the
cross sectional survey for the post internship cohort. This was done in order to recognise the nature of
the non-responders in the survey.

The pre internship cohort was also a cross sectional cohort and was sampled largely to assess their
career intentions and demographic characteristics. This was done at the start of the general internship
thus ensuring that this cohort had not been exposed to the LE of Paediatric internship.

All supervisors at the sampled hospitals were invited to participate which occurred at the same time
that as the post internship cohort was sampled.

For the focus group discussions, a purposive sampling process was followed. In keeping the

sequential explanatory mixed methods, design all interns from the post internship cohort who
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participated in the survey were invited to attend the FGD held 4- 6 weeks later. A convenience sample
of interns on duty at five of the hospitals were sampled for the FGD. For the Pietermaritzburg complex,
which compromises three hospitals through which interns rotate one focus group discussion, was held,
as this was most convenient for interns. Separate FGD were held at each of the other hospitals where

Paediatric interns were on duty.

3.12 Data Analysis

Figure 4 indicates the various data analysis techniques as relevant through each stage of the study.
Chapters 4 through 8 presents the way in which data analysis had been handled in each stage. In order
for a survey instrument to be usable in social sciences an important task is to determine its psychometric
qualities and hence the need assess the reliability and validity measures of this instrument. “¢® These

psychometric properties of the modified PHEEM are presented in the relevant section of Chapter Five.

Senior Managers FCD Pilot Literature Review
Survey Focus Group
Descriptive and Discussions
Analytical Analysis Thematic Analysis

- Factor analysis and internal - Read and Re-read Transcripts
consistency - Identification of Codes

- Matching Codes to form Categories

el SR - Clustered categories to form Themes

Final Synopsis

Figure 4. Data Analysis in various stages of the study

As the Likert scales formed the basis of the PHEEM tool it needs to be clarified that all Likert data
were analyzed using means, standard deviations and tests commensurate with parametric data including
the t-test and ANOVA. The sample size and normal distribution of the results on analysis confirmed the
applicability to treat the Likert scale data as indicated. % It is now a well-established practice to use
various parametric tests to analyse data obtained from Likert scale scores, despite previous

controversies, which viewed the ordinal nature of data generated through Likert scales, as restrictive.

(170)
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3.13 Quality Inferences

Quality inferences relates to the rigour and robustness of the process of drawing conclusions from
data obtained through various stages of the research and encompass all components including data
collection through to analysis. 4" As this study used multiple methods, quality inference will speak to
both the quantitative phase in terms of validity and reliability, and the qualitative phase in terms of
trustworthiness, credibility and the triangulation of data. 47, Issues related to generalization encompass

both the quantitative (external validity) and qualitative (transferability).
3.13.1 Validity (Quantitative component)

In quantitative studies, validity refers to the degree to which a measurement measures what it
purports to measure whilst reliability is defined as the degree to which results obtained by a measurement
can be replicated. Face validity of the modified PHEEM tool and survey instrument on demographic
characteristics and career intentions was assessed in the preliminary phase of the study in the expert
FGD and pilot studies. Content validity was rigorously examined at this expert FGD with each item of
the PHEEM tool and the survey tool reviewed by all experts and consensus sought for the final contents.

Construct validity was applied by using psychometric testing which is dealt with in Chapter Five.
Issues related to the external validity of the quantitative component of the data are dealt with on the
section of generalization later in this chapter.

3.13.2 Reliability (Quantitative component)

Reliability was tested by reviewing the PHEEM tools to determine to what extent the measurement
procedure produces the same results on repeated trials i.e. the stability or consistency of scores over time
and across raters. It was not possible to do trial-retrial reliability testing in this study due to the nature
of the participants work profile, as it would have been very difficult to convene repeated surveys and
obtain the same participants each time. Measures of internal consistency were applied to the PHEEM

tool and this is dealt with in Chapter Five.
3.13.3 Trustworthiness (Qualitative component)

Lincoln and Guba’s criteria for trustworthiness were used as a framework to ensure the study’s
worth. @73172 |_incoln and Guba posit that trustworthiness of a research study is important in evaluating
its worth. Trustworthiness involves establishing credibility - confidence in the 'truth' of the findings;
dependability - showing that the findings are consistent and could be repeated and confirmability - a
degree of neutrality or the extent to which the findings of a study are shaped by the respondents and not
researcher bias, motivation, or interest. /Y By using multiple methods, we aimed at ensuring
trustworthiness within the study. %159 In addition, the following aspects related to ensuring

trustworthiness of the study.
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3.13.3.1 Member checking and respondent validation

Member checking of the qualitative data occurred both during and at the end of each FGD to ensure
data captured reflected the discussions. During the FGD, checking was done by regular paraphrasing
and summarizing. After the completion of each FGD member checking was done to ensure clarity on
emerging themes at this stage. In addition, themes that emerged from previous FGD were also discussed
towards the end of each FGD. This proved very reflective and insightful to both the researcher and
participants who were very enthusiastic about this review. It was soon evident that common themes were

developing across all sites and saturation in data capturing was possible.
3.13.3.2 Debriefing (Peer Review) and Audit Trail

Throughout the process of data capturing and data analysis an additional investigator —the research
supervisor, an educationist was brought in to critically assess the reflective process and review the
themes developing to ensure lack of bias. This form of peer review assisted in preventing the
researcher’s bias at this stage. This process was continued through to the analysis and allowed a degree
of reflexivity in the research. Throughout the research, an audit trail of all stages of the research was

kept and constantly referenced.
3.13.4 Interpretive rigour

In order to ensure that the conclusions of the study were based on the findings the researcher
ensured interpretive transparence by separating the stages of the study to describe the findings separately
to ensure clarity at each stage 7. In addition, the use of the thesis by manuscript route allowed each
manuscript to have a specific focus as indicated by each study objective. By using one standard
definition of the LE construct throughout the study, this assisted with interpretive consistency. A social
constructivist paradigm underpinned the understanding of learning and the analysis of the perceptions
and intensions measured among interns and their supervisors. This promoted the maintenance of

theoretical consistency.
3.13.5 Triangulation

In order to overcome intrinsic biases that can arise with single researcher, a single theory or a single
method study, the combining of researcher inputs, using multiple theories and multiple methods findings
can be confirmed through the convergence of perspectives which can be termed triangulation. ¢73

In this study multiple sources of data from survey data and FGD were retrieved (data triangulation)
and, multiple investigators were used (investigator triangulation). The research uses both a positivist
and interpretivist position when interpreting data (theoretical triangulation) and used multiple methods

(methodological triangulation).
3.13.6 Generalization

Generalization, the act of reasoning that involves drawing inferences from particular observations

is widely acknowledged as a quality standard in quantitative research while it remains a controversial
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issue in qualitative research. @ In an era of evidenced based practice, where improvements are needed
the extrapolation of findings of all types of research is essential. Some researchers believe that
qualitative research revealing higher-level concepts that are may not be unique to a particular participant
or setting can be extrapolated to shape opinion on policy ¢

Using the three models of generalizations developed by Polit et al., viz. statistical generalization,
analytical generalization and transferability as originally proposed by Lincoln and Guba this study was
reviewed with regard to generalization. 71174

The geographic nature of the sampled hospitals, sample size, and demographic makeup of the
survey samples reflect closely with the high disease burdened context and general intern population of
SA. The position of this study based on the analysis of the survey data and review of literature, viewed
these data thus as potentially generalizable.

Further factors to support the viewpoint that the findings of this study can be considered potentially
generalizable included replicating sampling across different sites and using different methods. The
analytical processes of using standard definitions for the LE construct and career intentions throughout
the study together with the use of thick descriptions and integration of evidence also enabled potential

generalizability.

3.14 Ethical issues

Basic principles of the Declaration of Helsinki were adhered to throughout this study. Participation
was invited and for those who volunteered to participate and written informed consent was solicited at
every stage of the study. All participants signed this informed consent after reading about the procedure
of the study and indicating a willingness to participate in the study (Appendices 22-25 include the
various informed consent forms used in the study). The consent forms highlighted the benefits and risks
of the study, requested permission to use audio recording and the right to withdraw at any stage of the
study process without prejudice. Anonymity was ensured throughout the study with no identifiable
information being required for any part of the study.

Prior to the commencement of the study, the following ethical clearances and supporting actions
were taken to ensure the study did not conflict with any ethical precepts.

The study protocol was peer reviewed through an open defense of the protocol. Ethical clearances
were obtained from University of KwaZulu-Natal, Biomedical Research Ethics Committee South Africa
and the KwaZulu—Natal Health Research and Knowledge Management Subcomponent of the KZN
Department of Health (BE) (Appendicesl-4) Permission was obtained from all participating hospital
management structures (Appendices 5-10)

The researcher considered potential conflict of interest when planning the manuscripts to
disseminate the findings. This was operationalized by acknowledging any conflict of interest, competing

interest in the acknowledgement sections of the manuscripts.
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Non-maleficence was ensured by negotiating the times and venue for the group administration and
focus group discussions for the participant’s convenience and to ensure that there was no cost to the
participants. Further consultative processes with hospital managers, Paediatric department heads and
hospital and intern curators took place before the surveys and FGD to ensure clinical services were not
affected. It was noted that this process ensured that certain staff could avail themselves to both the
surveys and focus group discussions. The researcher provided lunch and snacks at the FGD and survey
group administrations at each site.

The following four principles of the Singapore Statement ®’® on research integrity were
incorporated. These include honesty in all aspects of the research, accountability in the conduct of the
research, fairness in working with others. In this study, there was no fabrication or falsification of data
in the reporting process, nor manipulation of research design and data collection techniques to ensure
that the results support the researcher’s point of view. All previous work was referenced to prevent

plagiarism.

3.15 Reflexive statement

The need to be reflexive recognizes that meanings are made and the researcher influences the
perspective of that meaning. ' Within the categories of personal, interpersonal, institutional, pragmatic
and emotional as presented by Mauthner et al., 2003, | hope to explain my reflexive positioning in this
study. @9

As a South African Paediatrician working in the country’s public health system for the past 25 years
since my own internship, | have and do play a number of roles that have influenced this research
significantly. In addition my perspectives as an upper middle class, urban based male in a mid-
management level within state employment and affiliated to an academic environment has influenced
my views and the conduct of this study.

In my role as clinician and administrator, | am on a daily basis faced with the enormity of the health
challenges faced by SA especially with relevance to Paediatrics and child health as well as the
functioning and workforce deployment of all health professionals in the public health system. My
experience as an outreach Paediatrician to the western half of KwaZulu Natal (encompassing some of
the most socio-economically deprived and poorly resourced districts in SA) especially during the peak
of the HIV/AIDS epidemic. This experience also put me in touch with glaring health disparities as well
as the role and impact junior doctors, fresh out of internship, play in these situations. It was here that |
recognised the critical importance of the junior doctor experience in SA and their value in resource-
limited environments and in public health as well as the potential impact of this experience on their
retention within the national health system.

In addition, my role as a lecturer, trainer and mentor to undergraduate medical students,
postgraduate Paediatric registrars and as intern supervisor puts me in daily contact with teaching and

learning in this time of knowledge transformation and demographic shifts in the SA medical community.
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I also served as a complex intern curator for eight years developing the largest intern complex in SA in
the Pietermaritzburg metropolitan complex between 2000 and 2008. It is in these roles that | came to
recognize the scope, importance, challenges and potential that exist during the formative period of
internship.

These experiences influenced my need to explore this phase of medical education and attempt to
understand its role in the future sustainability of a public health system. My dealing with interns
institutional management and the ‘hierarchical world of medical practitioners’ in which I am an ‘insider’
and ‘expert’ has galvanized my ideas of measuring the learning experiences of interns and trying to
understand the impact of this on their career aspirations in SA. | recognized gaps in the educational
process and hence the need to research this field. While recognizing the ‘limits of how reflexive a
researcher can be” and how far this understanding can happen at various stages in research | believe that
‘insider biases’ of being a specialist consultant and supervisor within this community holds both
challenges to research rigour as well as advantages when also trying to understand a closed community.
| do recognize my biases as a ‘passionate participant” within a movement to ensure equitable health for
all and the influences this worldview might hold.

The use of three researchers with differing backgrounds including an educationist and a full time
academic, at all stages of the protocol development, questionnaire development, survey analysis and
focus group data analysis was aimed at ensuring the blunting of these potential biases.

The power dynamic of being a senior ‘expert’ or part of the supervisor cohort with participants was
identified and, acknowledged upfront with participants in an attempt to attenuate this bias. The use of
five different sites including four where | have less influence was aimed to address potential bias.

As a researcher and health care practitioner with responsibility for Paediatric HIV care, | also
recognize the influence of the discipline and its strong ‘positivist’ orientations on my research as
evidenced in the choices, approaches and analytical lens applied in part of this study. This research has
been a massive learning curve on so many levels and the shift from the ‘positivist’ mindset to one that
accommodates a more interpretivist social constructivist understanding is one of the major movements
that I recognized within this research journey and myself. This transformation of understanding, viewing
and developing knowledge was recognized at all phases and the input of the team of researchers
particularly the educationist was invaluable in reflecting on these personal developments. The insider
positioning has a unique advantage to provide the insights to explore an important question that has
significant implications on health care, by drawing on sociology, vocational psychology, workforce
planning and education in an attempt to create new theoretical perspectives on the constructs under

review.

3.16 Conclusion
This chapter delineates the multiple methodological positions taken in this study and provides a

rationale for the choices in methodology. Whilst the detail of methodologies specific to each component
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of the study are dealt with in the manuscripts in Chapter 4 to 8, this chapter provides an overview and
clarification on aspects of importance. The phases and stages of the study as linked to each research
objective are presented and clarification provided on various aspects of the data collection, data analysis
as well as measures taken to ensure rigour. Ethical considerations and methodological challenges were

also presented. The chapter finally ends with the reflexive positioning of the researcher.
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CHAPTER 4: THE LEARNING ENVIRONMENT AND WORK-BASED
ASSESSMENT OF INTERNS IN SOUTH AFRICA
‘Comparing International and South African Work-based Assessment of Medical Interns’
Practice’
4.1 Introduction

The assessment and certification of interns is a core function of the internship period. “® This
activity involves work-based assessments (WBA) aimed a assessing the highest competency of Miller’s
pyramid as interns are assessed on their clinical work in authentic work practice settings. @ This stage
of the study was undertaken to assess and compare literature reporting the range of WBA strategies, as
used in SA internship settings, as opposed to those reported as best practices used internationally. This
stage of the study was also undertaken to establish the influence of contextual factors related to the
learning environment on WBA in the SA context.

The recognition and remediation in relation to ‘at risk” or under-performing interns is a core feature
of WBA during internship and remains an important mechanism to ensure patient safety and appropriate
standards of care in a health system. @’® Directly observed WBA that involves credible feedback with
facilitated coaching whereby intern’s strengths and weaknesses are attended to have been shown to
enhance learning and practice. @ In this study the evaluation of the state of WBA in SA served as a

gauge of the quality of the internship programme.

4.2 Publication details

Comparing International and South African Work-based assessment of

[Lithc: Medical Interns’ Practice
Authors: Naidoo, Kimesh L,
Van Wyk Jacqueline M
Adhikari, Miriam
Journal: African Journal of Health Professions Education

Journal Details: Peer reviewed (blinded)
Listed on Department of Higher Education & Training (DoHET)

Status: Manuscript accepted for publication

4.2.1 Journal Information

AJHPE is an online, bi-annual, peer-reviewed journal that covers matters related to education for

health professionals. It carries research articles and letters, editorials, education practice, personal
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opinion and other topics related to education for health professionals. It also carries related African

education-related news, obituaries and general correspondence.
4.2.2 Publication Record

The article was initially submitted to the journal on the 24" February 2017 and it was accepted on
15" August 2017.

4.2.3 Contribution record

The candidate conceptualized the paper and was the main author. Dr Van Wyk and Professor
Adhikari contributed towards the reviewing of the paper.
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ABSTRACT

Background: Resource constraints and a high disease burden impacts on the work-based
assessment (WBA) of medical interns in South Africa (SA).

Aim: To review the use of workplace based assessment frameworks in intern practice in SA and to
compare these with international practices.

Methods: A systematic, review using a thematic analysis was performed to analyze 97 articles
selected from an initial scoping of 360 sources of evidence on WBA in internship between 2000 and
2017. This process informed a synthesis of descriptive and analytic themes related to competency
based assessment practices relevant to internship in SA.

Results: There was an overall dearth of studies on assessment amongst medical interns in Lower
middle-income countries (LMIC).

The context in which assessment of interns in SA occurs has many challenges related to resources,
workload and supervision. Assessment amongst SA interns was largely focused on the core clinical
competency and this occurred in the absence of using competency-based frameworks. This was
reflected in the finding that most studies in SA dealt with the assessment of core procedural skills
related to acute clinical care. The assessment of non-clinical competencies and non-procedural
skills was poorly addressed. Self-assessment by interns was the predominant strategy of use in the
SA context. The review revealed limitations in the use of multiple assessment strategies and direct
observation in the local context in contrast to practices in most high-income countries.
Conclusions: A change to assess both procedural and non-procedural skills within a competency-
based framework is advocated for SA internship together with the use of multiple assessment tools

and strategies that rely on direct observation of performance.

Keywords: Interns; Work-Based Assessment; South Africa

INTRODUCTION

Internship is an essential period, following graduation, for junior doctors to develop their skills and
to apply their knowledge in the context of the local health system. Newly qualified medical doctors
in South Africa enter a supervised two year internship period requiring learning and service delivery
to occur concurrently in a work-based setting. Work-based assessment (WBA) during internship is

integral to recognise under-performance and to inform decisions regarding certification for
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independent, unsupervised practice. ' WBA is a complex process that should include the
assessment of multiple competencies using validated methods and tools that accurately reflect
performance. The assessment process aims to ensure that doctors are performing as competent,
ethical practitioners who have ‘globally connected, locally responsive, attributes that are population
and patient-centred’. %! Research into effective WBA practices has led to advances in optimal ways
to assess interns. ! Many of these innovations in WBA have, however not yet been translated into

practice in many lower middle income countries (LMIC) such as South Africa. I

Internship training in South Africa, as in many other LMIC, occurs within a resource-constrained
workplace setting where high patient—doctor ratios are the norm. ?! The high rate of needle stick
injuries in a HIV burdened context coupled with long working hours have resulted in high levels of
stress and burnout among interns in South Africa. °! Additional factors impacting negatively on
intern training include poor institutional leadership and an inability to recruit, retain and develop
appropriate staff. [57) Increasing reports of over-burdened and inadequately experienced supervisors
also influence on the quality of internship training across institutions in SA. 891 The concurrent
impact of inadequate supervision within poor working conditions have raised concerns about the

quality of assessments of interns in this context. G

The Health Professionals Council of South Africa (HPCSA) is the regulatory body responsible for
the accreditation of institutions, supervisors, curricula and assessment practices for internship. 'l
The HPCSA undertakes twice annual accreditation visits to each institution to evaluate and ensure
adherence to mandated requirements for adequate for training. M Whilst a graduate competency
framework derived from the CanMEDS (Royal College of Physicians and Surgeons of Canada
physician competency framework) has been adopted by most undergraduate and many postgraduate
medical training programmes in South Africa this has not been vigorously applied to the internship

period. ! 10)

WBA in internship in South Africa consists of a logbook that includes discipline-specific
competencies focusing on procedural skills and some non-procedural skills including medical
ethics. Checklists that rely on self-assessment by interns and inputs by their supervisors with regard

to performance is included in the logbook for each discipline. i

This study was conducted to analyze assessment practices within a competency-based framework in

a resource-limited environment. This process can help to identify weaknesses, benchmark practices

and inform decisions to improve the assessment of interns in South Africa and in other LMIC.
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Aim of the review
To compare South African work based assessment frameworks of medical interns with relevant

international ones.

METHODOLOGY

This literature review used a thematic analysis to synthesize findings on assessment practices within
a competency-based framework amongst interns in SA compared with international practice.
Thematic analysis is often used to analyze data in primary qualitative research and can be used in
systematic reviews to bring together and integrate the findings of multiple qualitative studies. N
thematic analysis was undertaken to review the studies, which included many diverse approaches to
research. The aim of this research synthesis was to identify and highlight ‘key concepts’ from

literature sources and to recognise and compare the same concept in other studies. ''%!

Search strategy

The initial scoping of the literature involved searches on electronic databases by the primary author
and an assistant. The databases searched included: EBSCO HOST; Medline; PubMed; ERIC
(Education Resources Information Centre); SABINET (South African Bibliographic Information
Network) and Education Source. The terminology to describe the medical intern i.e. the doctor in
the first two years following undergraduate medical qualification varies greatly. The terms
commonly used includes, “medical interns”; “foundation year doctors™; “pre-registration house
officers” and “junior doctors”. In all databases searched, these terms, were used as the primary
search terms. The key words “assessment”, “assessment tools”, “competency” and “competency
framework” were used in conjunction with the primary search terms. In addition to peer-reviewed
literature, articles were selected based on manual searches of references cited in key articles. Policy
reviews, reports relating to assessment and evaluation of national intern programmes, stakeholder
analyses, theses and conference proceedings were included in the secondary search. Figure 1

indicates the process followed in the systematic literature review.
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Inclusion and exclusion criteria

English language articles, published between 2000 and 2017 were included for review. The date of
the last search was at the end of January 2017. Articles for inclusion focused only on WBA of
junior doctors in the first two-year post qualification (interns). Literature that included
undergraduate medical students was excluded. Articles describing the assessment of first year
residents in specialty programmes in the United States were included whilst those that focused on
specialty programmes whose participants were largely in the later years of specialization (second

year residents onwards) were excluded.

Quality criteria

Assessing the quality of largely qualitative research studies that were identified is needed to avoid
drawing unreliable conclusions. ™1 In our review we assessed studies according to seven broad
criteria. "> These criteria assessed the relevance of the study to the review question,
appropriateness of study design, transferability, context to enable comparability of findings to

interns in SA, data collection, analysis and finally an account of reflexivity. *!

Data extraction
All articles identified from the initial scoping of the literature were reviewed by the main author

using the inclusion criteria stipulated. Those studies identified after this process were subjected to a
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quality assessment as indicated. Those studies that were identified following the quality assessment
were scanned for ‘key concepts’ which were inductively coded and tabulated.

A second independent investigator, a professional health educator, then reviewed the inductive
codes to ensure concordance with the primary sources. The individually derived codes were

subsequently discussed between the researchers to reach consensus on the final descriptive themes.

Data synthesis

The synthesis took the form of three stages: line-by-line coding of the findings of primary studies;
organisation of these ‘fiee codes’ into related areas to construct “descriptive themes” and the
development of “analytical themes’. A multidisciplinary review team consisting of the main author
(intern supervisor and clinician), the second author (professional health educationist) and the third
author (academic experienced in postgraduate training) reviewed the data obtained to ensure
relevance and robustness to fulfilling the objectives of the review. The analytical themes were
refined through a cyclical process with the primary author developing the first draft of inductive
codes and two co-authors contributing to the refining and identification of the final themes. The
final themes, as agreed to by consensus, were sufficiently comprehensive to describe the categories

and to answer the primary objective of the review. L

Results

The results from the literature searches indicated that the number and quality of research evidence
on WBA during internship differed significantly between international and SA sources. Sixty seven
percent of the initial 360 articles sourced from the primary searches were from high-income
countries i.e. the United Kingdom, North America (USA and Canada), Western Europe, Australia

and New Zealand.

Considering the inclusion and exclusion criteria and selecting only studies, involving newly
qualified doctors in their first two years following graduation (interns) rendered 182 articles. One
hundred and forty-six articles of these articles were from high-income countries and 36 from South
Africa. An application of the quality criteria revealed a large number of studies that did not meet the
criteria as it was not relevant to the research question. 13141 A indicated in F igure 1, many studies
identified in our search on assessment amongst interns dealt largely with factors in the environment

and not assessment within a competency framework.
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Only 19 South African articles had a primary focus on WBA in interns, while 78 articles from high-
income countries focused on the objectives of the review. Ninety-seven articles were thus finally

included for analysis to identify definitive themes. (See Figure 1)

The review aimed to extract and synthesize findings relating to the use of competency based
assessment frameworks among interns in South Africa. There was a lack of studies on competency-
based assessments amongst interns in South Africa in comparison with the studies from high-
income countries. The aim of the study was thus to compare and report on similarities and
differences in workplace based assessment of medical interns across the two contexts.

Tables 1 to 4 depict the major descriptive themes identified from the inductive codes, which were
derived from the primary sources of literature, and the four analytical themes developed by
consensus. These themes include the “lack of competency based frameworks in accrediting interns
in SA”, the “emphasis on assessing only clinical procedural skills instead of both clinical and non-
procedural skills”, the “use of self-assessment instead of direct observed assessment” and the

“influence of the learning environment on internship”.
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TABLE 1. FIRST MAJOR ANALYTICAL THEME: LACK OF COMPETENCY BASED FRAMEWORKS

Inductive codes from primary sources Major descriptive themes Analytical themes
1. Defining competency based systems
2. Reasons for shifting towards a competency based system
3. Validation of competency tools using factor analysis and other methods | The use of a competency based
4. Defining specific competencies required by junior doctors framework
5. Limitations in competency based assessments Lack of competency
based frameworks
6. A shift to the use of 'Entrustable professional activities' and ‘milestones’
7. Rates of underperformance Recognition of
8. Factors affecting underperformance amongst interns underperformance
9. Innovative and new methods of assessing 'at risk' interns
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DISCUSSION

Clear differences were identified in various aspects of WBA across the international and SA
settings. The first and most obvious difference was noticeable in the number of studies and
research reporting on issues relating to WBA during internship. The second difference related
to the dearth of studies conducted in the field of medical and health professions education in
LMIC and in SA. The limited number of reported research projects in medical education
from Sub-Saharan African countries has been documented before. "7 This review confirms
the previous observation and confirms the discrepancy in literature relating to research on

WBA amongst interns.

The review of the literature relating to WBA in high-income countries showed a clear focus
on assessing the knowledge, skills and attitudes of interns by using a competency-based
assessment framework. The two broad areas of competency focused on the assessment of
core clinical skills and non-clinical competencies, including communication and
professionalism. i analysis of the international literature also indicated a shift
towards the use of ‘entrustable professional activities (EPA)’ as a possible framework to
measure activities of trainees in specific workplace settings. The use of these ‘concrete
critical activities which infer the presence of multiple competencies help bridge the gap
between the theories of competency based education and clinical practice. These EPAs
should be ‘independently executable, observable and measurable,” and an example of which

is executing a patient handover. *'!

The concept of ‘milestones’, as introduced in best evidence international practice provides
greater clarity and understanding of the incremental development of competencies in junior

doctors with time.**?%

South African studies however, did not report on the use of competency based frameworks,
EPA’s or any other time-based indicators (mile stones) to measure progress of interns in the
work based setting.*! The main focus in SA literature was the assessment of core procedural
skills in acute emergency and clinical situations. South African studies indicated the
suboptimal performance of interns in Paediatric resuscitation, obstetric practice, anesthesia,
orthopedics, intubation, circumcision and appendectomies. - emphasis on
procedural skills in acute emergencies possibly reflects the narrow interpretation of the role

expected from SA interns within institutional hierarchical systems and the disregard to assess
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their competence in knowledge, attitudes and non-clinical functions. The lack of studies on
non-procedural skills in SA identifies clear gaps in the assessment methods of interns in SA.
Gaps in the assessment of non-procedural skills like prescribing medication, communication
and mental state examinations were also identified in a systematic review of non-technical
skills in LMIC countries, which highlighted the lack of tools to assess non—procedural skills.
1161 These gaps indicate a need for SA to align intern training and assessment frameworks
with undergraduate and postgraduate practice, which frame curricula and assessment
practices within frameworks such as the CanMEDS. '*' The use and benefits of ‘entrustable
professional activities’ specific to each discipline, may make the acceptance and measuring

. . (19
of competencies much easier. b

Literature from high-income countries reflected a trend away from relying on self-assessment
as the sole means of determining intern performance. Self-assessment is shown to have a
poor correlation with other modes of evaluation. (26281 Interns were unable to judge their own
performance. 2% The least skilled intern seems to have the poorest ability to self-assess which
often are less correctable even with support. £ Aggregated self-assessment was more useful

for tracking cohorts and for programme evaluation. 00

South African practice largely emphasizes self-reported assessments of interns. ''! Some SA
studies also indicated that poorly skilled interns were unduly optimistic of their own
performance *'! and that interns” perceptions of competence were unrelated to the
assessments of their performance. 1321 This may strengthen the move towards the use of
multiple methods of assessments instead of the reliance on self-assessment, as practiced in

the SA setting.

Innovations in WBA from developed countries feature the use and validation of tools that use
direct observation. These tools, used either alone or in combination with other modes of
assessment are often centrally developed for a country or district and do require significant
human resources and administration. The use of Mini CEX (Clinical Evaluation Exercise),
mini PAT (Peer Assessment Tool) and DOPS (Directly Observed Procedural Skills) systems
were reported in the international literature reflecting the use of multiple tools of assessment
amongst interns in high-income countries. The 360 degree, Multi-Source Feedback (MSF)
assessment process was found to have robustness and feasibility in the first year of internship.

131 MSF tools were well received, well aligned to the job and improvements became evident
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due to the use of the MSF strategy. (34 The MSF were regarded as a viable strategy to assess

a large number of doctors. 53]

SA literature did not feature articles on the use of directly observed tools for WBA reflecting
a major gap with the reporting, validation and use of efficient assessment tools in interns. In
South Africa it is likely that inclusion of all categories of staff including middle grade
medical, allied health professionals and nursing staff in assessments could promote
integration, teamwork and assessment of non-core skills in communication and
professionalism, all of which are currently lacking in the assessment system. The lack of
multiple directly observed tools of assessment for interns in SA reflects the current status of

assessment, challenges and, the inadequacy of sufficiently experienced supervisors. 7*!

Various factors were documented in the literature to indicate the challenges faced by
internship training in SA and LMIC. This context is noted to have high workloads, resource
limitations and inadequate supervisor support and training. Consequences of this constrained
environment of sub-optimal supervision is compromised in patient safety especially with
poorly skilled and trained interns. International research amongst interns does reflect on
assessment of practices to ensure that ‘patient safety” is prioritized. **' In SA hospitals there
is lack of emphasis on assessing interns on practices that ensure patient safety despite
identification that the excessive workload and workhours compromise patient care. !
Despite the challenges experienced, proven innovations and developments in assessment

processes, from high income countries, however need to adapted and explored within the

context of SA and LMIC in order to optimize the training of interns.

RECOMMENDATIONS

1. Assessment of interns in South Africa needs to adopt a broad competency based
framework that encompasses assessment of knowledge, skills and attitudes. Linking
internship with the graduate competency based frameworks of undergraduate and
postgraduate will assist in this.

2. Both procedural and non-procedural skills need to be assessed. Non-procedural skills in
internship including skills regarding communication, prescribing, mental state evaluations
and documentation among other “soft skills needs to be given adequate place when

assessing interns in SA
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3. There is a need to recognize the ‘novice to expert’ trajectory amongst interns over a 2-
year period. Use of milestones should be incorporated within this framework as well as
the use of clearly defined discipline specific ‘endurable professional activities’ that can be
easily measurable to determine competencies.

4. Multiple tools of assessment need to be used that focus on direct observation as well as
elements of self-assessment.

Intern assessment needs to include tools that focus on patient safety.

6. The Multi-Source Feedback tool is practical, usable for large numbers and will enable
teamwork. This process will enable an equitable emphasis on skills such as
communication and professionalism that are currently neglected.

7. Further research on the use of directly observed tools of assessment that assess all types

of skills and competencies within a resource challenged context needs to be done.

Strengths and limitations

1. Despite the differences in the quantity of studies emanating from LMIC countries as
compared with high-income countries this review attempted to identify significant
differences in assessment practice and propose recommendations to improve WBA.

2. This review was restricted to articles published in English over the last 17 years.

3. Literature included reports, guidelines theses, policy reviews and stakeholder analyses.
Abstracts presented at conferences relating to the assessment of medical interns were not
included for analysis, if they could not be found via an electronic database.

4. Studies of first year residents in the US context were included whilst studies with defined

internship periods elsewhere were focused on.

CONCLUSIONS

In South Africa, the focus in WBA amongst interns is on assessing core procedural skills
without a competency based framework. This occurs to the detriment of assessing non—
procedural skills, non-clinical competencies and fails to consider milestones in this process.
Self-assessment methodologies that are proving to be inadequate in assessing interns
predominate in SA. The use of multiple methods of assessments for interns that included
tools which incorporate direct observation are being implemented in most high income
countries and need to be evaluated for use in SA. Use of multi-source feedback is proving

efficient for large numbers of doctors. Many developments in WBA within high-income
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countries are relevant to the South African context and their adaptation or adoption within a

resource-constrained context can be explored to overcome gaps identified in intern training.
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4.4 Key findings and contribution of this manuscript to the thesis

By comparing the literature on WBA during internship between the SA and the international
contexts this study highlighted significant gaps in the assessment practices of SA interns. This study
highlighted the failure in the SA system of using innovations in assessment and international best
assessment practices in medical education. This discrepancy between SA and international best practices
in WBA can be largely attributed to factors within the learning environment that play a significant role
in influencing the nature of WBA being adopted in SA. The LE and its impact on internship in SA was
identified as an all-pervasive construct in much of the literature. Poor intern—supervisor interactions,
which were exacerbated by a heavy disease burden and workloads, was found to be a significant factor
in the LE that impacted on the type of WBA methods being used in SA.

This study provided the preliminary platform to recognise that the learning environment is a critical
factor in internship and that it needed defining and quantifying if an understanding of the interplay of
factors within its multidimensional construct was to be understood.

In order to measure a complex multi-dimensional construct, the use of a validated instrument,
adapted to the specific context is required. This then allows monitoring of the LE to ultimately improve
patient care. Importantly the challenges in the relationship between interns and supervisors, highlighted
in the literature, needed to be investigated including determining how these groups viewed the learning
environment they shared. This process of defining the construct of the LE, and validating a tool to
measure the LE in Paediatric interns and their supervisors in SA, follows in Chapter Five.
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CHAPTER 5: EVALUATING THE LEARNING ENVIRONMENT
‘The Learning Environment of Paediatric Interns’

5.1 Introduction

In the previous chapter, the learning environment of SA interns was identified as an important
factor that influenced a core aspect of the internship experience viz. assessment practices. External
structural factors related to national disease patterns, health system challenges and internal factors
associated with the relationships of interns to their supervisor coalesce in influencing practices related
to learning, assessment and supervision. In line with the research objective that set out to investigate the
perceptions of the learning environment among Paediatric interns this part of the study included the
assessment of the psychometric qualities of a local version of the Postgraduate Hospital Educational
Environment Measure (PHEEM).

This manuscript defined the LE and validated a local version of the PHEEM as an instrument to
quantify it. This study also measured the LE by assessing interns within a specific context that is unique
to many developing countries viz. a high disease burdened clinical environment. In view of the
dissonance noted between interns and their supervisors within the literature review, in the previous

study, the perceptions of the LE were investigated in both interns and their supervisors.
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| Abstract

Background: South African (SA) paediatric interns (recently qualified medical graduates) work in a high disease
burdened and resource deficient environment for two years, prior to independent practice. Perceptions of this
learning environment (LE) influences their approaches to training as well as the outcomes of this period of development.
Obstacles to creating a supportive LE and supervisor interaction affects the quality of this training. Measuring perceptions
of the LE with validated instruments can help inform improvements in learning during this crucial period of
medical education.

Methods: The aims of this study was to determine the psychometric qualities of the Postgraduate Hospital Educational
Environment Measure (PHEEM) amongst paediatric intems across four hospital complexes in South Africa and to measure
the LE as perceived by both intems and their supervisors. Construct validity was tested using factor analysis and internal
consistency was measured with Cronbach’s alpha.

Results: A total of 209 intems and 60 supervisors (69% intern response rate) responded to the questionnaire. The PHEEM
was found to be very reliable with an overall Cronbach’s alpha of 0.943 and 0.874 for intern and supervisors respectively.
Factor analysis using a 3-factor solution accounted for 42% of the variance with the teaching subscale having the best fit
compared with the other sub-scales of the original tool. Most interns perceived the learning environment as being more
positive than negative however, their perceptions differed significantly from that of their supervisors. Poor infrastructural
support from institutions, excessive workloads and inadequate supervision were factors preventing optimal training of
paediatric interns.

Conclusions: The SA version of the PHEEM tool used was found to be a reliable and valid instrument for use in
interns amongst high disease burdened contexts. Various obstacles to creating an ideal learning environment for
paediatric interns were identified to be in need of urgent review. Key differences in perceptions of an ideal learning
environment between interns and their supervisors need to be fully explored as these may result in sub-optimal
supervision and mentoring.

Keywords: Internship, Medical education, Learning environment, Work-based learning, Graduate, Lower middle
income countries (LMIC), Psychometrics, Evaluation studies, South Africa, Postgraduate hospital educational
environment measure (PHEEM)

Background

The South African (SA) medical internship program oc-
curs in an environment of high neonatal, infant and child
mortality reflecting the multiple disease burdens of HIV/
AIDS and Tuberculosis within the poor socio-economic
context of sub-Saharan Africa [1-4]. High patient to doctor
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ratios and challenges with the provision of quality medical
education, confound this context for the newly qualified
intern [5-7]. Studies of intern training in South Africa re-
flects high levels of stress [8] and burnout [9-11]. It is in
this environment that there is a need to effectively train
medical practitioners to care for children.

The learning environment (LE) has been defined as a
‘set of factors that describe a learners’ experience within
an organization’ [12]. It has been seen to consist of three
parts. The first part entails a physical component which

© The Author(s). 2017 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
O ma Central International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http//creativecommons.org/publicdomain/zera/1.0/) applies to the data made available in this article, unless otherwise stated.
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encompasses the provision of food, shelter and com-
fort, which has been described as being under ‘exter-
nal regulation’. The second part entails an emotional
component including aspects of support, feedback as
well as the extent of harassment, which is viewed as
a ‘beneficial affective climate’. The third part, an intel-
lectual component, refers to evidence based practice,
learning with patients, structured education and ins-
tilling motivation which encompasses the ‘learning
content and coaching’ [13, 14]. The LE influences
trainee’s approaches to learning and the quality of
their learning outcomes [15, 16]. Satisfaction with the
LE plays a critical role in the success of trainees fu-
ture achievements [17, 18]. The Postgraduate Hospital
Educational Environment Measure (PHEEM) is a
well-recognized instrument to assess the learning en-
vironment of postgraduate medicine [19]. It has been
used internationally, in hospital settings and among
interns to assess the learning environments in post-
graduate medicine [12, 20-26]. The PHEEM has been
shown to have the ability to identify strengths and
weaknesses in the LE and scores have a significant
negative correlation with burnout levels of those
assessed [21]. Structural and cultural differences that
exist in the high disease burdened environment of SA
may affect the reliability and validity of a tool devel-
oped in a very different context. In order for the
PHEEM to be used in the SA context it’'s psychomet-
ric qualities needs to be assessed.

Understanding the learning environment of an educa-
tional program is fundamental to managing educational
development and change [27]. It is also important to
measure the perceptions of the LE amongst both pae-
diatric interns and their supervisors, as both can have
very differing perceptions of an ideal LE [17, 28]. This
added insight will improve evaluations of the LE. By
monitoring and evaluating perceptions of the learning
environment, improvements can be made to the quality
of training in an informed way.

The aims of this study were to:

e Determine the reliability and validity of the
Postgraduate Hospital Educational Environment
Measure (PHEEM) as a useful tool to measure the
learning environment of interns in SA; and

e Assess the learning environment of interns doing
paediatrics in a SA setting and to compare the
perceptions of the learning environment between
interns and their supervisors.

Method
Research design
The study was a cross-sectional cohort study.
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Setting

The SA internship program encompasses a 24-month
training period in various specialties including 4 months
in paediatrics. Internship in SA is the responsibility of
the national government through provincial departments
of health using the platform of regional hospitals in each
province. The Health Professionals Council of South
Africa (HPCSA) is the professional regulatory body is re-
sponsible for the oversight and accreditation of curric-
ula, supervisors and the regional hospitals where interns
train. Supervisors are usually specialists employed by the
regional hospitals and residents working with these spe-
cialists. Many supervisors have an affiliation to a medical
university however the university structures do not have
a formal responsibility in internship training [29].

Subjects

In order to assess the LE in a high disease burdened
context, four major regional hospital complexes in Dur-
ban and Pietermaritzburg, in KwaZulu-Natal (KZN)
Province, SA were chosen. These hospitals account for
76% of all intern training in SA’s second most populous
province where the HIV/TB disease burdens are
amongst the highest in the country [30]. Across these
four hospital complexes there were 89 senior (special-
ists) and junior (residents) supervisors who were re-
sponsible for the training, mentoring and assessment of
interns during the paediatric rotation [30].

Each of the 40 items on the PHEEM questionnaire is
scored on a 5-point Likert scale (1 =strongly disagree to
5 = strongly agree). Three subscales related to teaching,
role autonomy and social support were proposed by the
original developers of the instrument following qualita-
tive and quantitative methods of research [19].

Minor changes to accommodate differences in termin-
ology and for use in South Africa and in a paediatrics
specialty were made to the original instrument [19], and
it was then piloted with a group of interns at one intern
complex and senior intern supervisors across the prov-
ince in a focus group in order to ensure face validity.
The same modified questionnaire used for interns was
adapted to use with supervisors to facilitate comparisons
across these groups. Additional file 1: Appendix A and
Additional file 2: Appendix B reflect the outcomes of
this process.

Procedure

Ethical approval for the study was obtained from the
University of KwaZulu-Natal Biomedical Research Eth-
ics Committee and permission granted from the various
institutions as well as the Health Research and Know-
ledge Management Subcomponent of the Department
of Health in the province of KZN.
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The PHEEM questionnaire was group administered by
the primary author to interns on site at each of the hos-
pitals in December 2015. All interns and intern supervi-
sors were informed of the study and invited to
participate. Written consent was required for participa-
tion. Participants were informed of their rights and
could withdraw at any stage. The supervisors completed
the questionnaire individually (i.e. a self-administered
format). This was done within the same time—period
used to survey the interns at each hospital. The ques-
tionnaire took approximately 15 min to complete.

Sample size

The total sample size needed to be representative of the
general intern pool in the province as well as greater
than 100 for the factor analysis for a 40—item instrument
[31]. The achieved sample sizes of 209 interns and 60
supervisors corresponded to a power of 92% when com-
paring PHEEM scores between two groups using an in-
dependent samples t—test for the detection of a medium
effect size (Cohen’s d =0.5) with 80% power at the 5%
significance level. Sample size calculations were carried
out in G*Power [32].

Statistical analysis

The original PHEEM questionnaire used a 0—4 scoring
range [19] whilst we followed a more conventional 1-5
range as used by some authors [17, 33]. Items 7,8,11 and
13 were reverse-scored.

In order to validate the use of the PHEEM in our set-
ting we studied the psychometric characteristics and in-
ternal consistency of the version used in our study. To
investigate the internal structure of the PHEEM, espe-
cially the construct validity of the original three sub-
scales, we applied factor analysis with varix (orthogonal)
rotation to determine the underlying dimensions in the
data. The Kaser-Gutmann Eigenvalue criterion of >1;
the Cattell criterion of accepting factors above point of
inflexion on the scree plot, and the proportion of the
total variance explained (60%) were used to determine
the number of underlying factors. Factor loadings above
0.4 were interpreted. Cronbach’s alpha coefficient was
used to assess reliability and internal consistency.

Descriptive statistics were calculated of the overall
score and that of the three subscales. Continuous vari-
ables were summarized by the mean with standard devi-
ation and median with interquartile ranges. The overall
PHEEM scale and sub-scale scores were calculated for
each participant. Where there was missing data, means
were computed based on data for available items, pro-
vided this did not exceed 20% of the items. The overall
score was computed as the average of all 40 items.

Each item on the PHEEM questionnaire was com-
pared between the interns and the supervisors treating
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the scores as a continuous measure and comparisons
made using the student t—test provided the data met the
assumptions for this test. The strength of the associations
was measured by the Cohen’s d for parametric tests. As
examining the means of the responses may fail to high-
light extent of problems elicited especially the perceptions
of interns and supervisors on individual items e.g. percep-
tions of racism, gender bias or a ‘blame culture’ we further
categorized each item as ‘strongly disagree’ or ‘other, in
order to determine the extent of difference in these items
between interns and supervisors. Data analysis was carried
out using SAS Version 9.4 for Windows. The 5% signi-
ficance level was used throughout (p-values <0.05 indi-
cating significant results).

Results

Participants

Two hundred and nine completed questionnaires were
returned of 378 interns who had completed paediatrics
by the sampling date. Interns perform substantial shift
work, and as a result 20% of all eligible interns were not
available at the time of the group administration of the
survey. The corrected response rate was calculated at
69.2% (209/302 available interns). Figure 1 indicates the
distribution of participants from each of the regional
hospitals and compares this with the distribution of in-
terns working in each hospital.

Females comprised 55% of the intern sample and all
participants were aged 23—37 (mean 26.2, standard devi-
ation 2.6). The response rate of the supervisors was 67%
(60/89). The supervisors were 61% female and consisted
of 50% senior supervisors (mean age 43 years) and 50%
junior supervisors with a mean age of 29 years.

Factor analysis

Factor analysis (FA) was only performed on the data ob-
tained from the group of 209 interns. The FA on all 40
factors suggested ten factors using the Eigenvalue criterion
or nine factors (percentage variance explained aiming at

Distribution of sampled interns compared with
allocated interns across 4 sites
) 42,7
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Fig. 1 Distribution of sampled interns across five hospital complexes
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60%) or two or three factors using the inflexion point on
the screen plot (See Fig. 2).

With the PHEEM instrument having 40 items in its in-
ventory the scree plot inflexion point is considered an
acceptable way to establish the number of factors [28].
The solutions with large number of factors had many
factors with fewer than three items with loadings > 0.5.

The two— and three—factor solutions were evaluated
and these explained 38% and 42% of the total variance
respectively (See Table 1).

A one—factor solution was evaluated and 33% of total
variance could be explained by this solution. The three—
factor solution had all factors having at least three items
each with a loading of >4. Four items had loadings that
were < 04. Factor one included the majority of items ori-
ginally allocated to the teaching subscale (13 out of 21
items). The rest of the items came from the original role
autonomy subscale (6 out of 21) and from the social sup-
port sub-scale (2 out of 21). The items allocated to factor
two belonged to the perceptions of teaching subscale (4 out
of 11), social support (2 out of 11) and the largest number
from the perceptions of role autonomy (5 out of 11). The
third factor included items from the original role autonomy
(2 out of 7) and social support subscales (5 out of 7).

Internal consistency

For the intern group, the Cronbach’s alpha to assess
internal consistency was 0,943 for the overall scale.
Cronbach’s alpha for the autonomy, teaching and social
support subscales are tabulated in Table 2 and were also
above 0.7. We ran a Cronbach’s alpha for the supervisor
group and the overall Cronbach’s alpha was 0,874. The
teaching subscale for both the larger intern group and
the supervisor group was above 0,8.
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Fig. 2 Scree plot of the eigenvalues of the factors Reliability
L
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Comparison of intern and supervisor perceptions of the
learning environment

Subsequent analysis was based on the original subscales
and not those from the factor analysis. The means and
the standard deviations were calculated for each item
and their overall and subscale means were compared.

The overall and subscale scores were then compared
between the interns and their supervisors (See Fig. 3).

There was a significant difference in the overall scores
between the interns and the supervisors with the super-
visors perceiving the learning environment more posi-
tively. The means of the interns sub-scores for the
perceptions of teaching and autonomy was significantly
lower than their supervisors.

Table 3 illustrates those individual items where the dif-
ferences between intern and supervisor perceptions were
significant.

The key items accounting for differences between in-
terns and supervisors in the Teaching sub-scale related
to lack of feedback from seniors, clinical supervision,
and access to appropriate educational programmes.

The key items accounting for differences between in-
terns and supervisors in the Autonomy sub-scale related
to perceptions of overtime hours done, amount of work-
load, performing inappropriate tasks, lack of continuity of
care, and lack of mutual respect. The key items account-
ing for differences between interns and supervisors in the
Social Support sub-scale related to lack of a ‘no-blame’
culture, presence of racism and gender discrimination.

Discussion

The PHEEM instrument was validated within a high
disease burdened context in SA with significant differ-
ences being noted in how interns and their supervisors
perceived the LE in this context. The interns sampled ad-
equately reflected their distribution across various hospi-
tals and the response rate was in keeping with similar
surveys that utilized PHEEM elsewhere [22, 23, 26].

The modified PHEEM used established a good internal
consistency as reflected by a high Cronbach’s alpha
value. The overall reliability was good particularly for
the teaching subscale across both intern and supervisors’
surveys and the high value was similar to that found in
other studies [28, 34]. The high Cronbach’s alpha how-
ever suggests that one underlying construct seen as the
‘overall educational environment’ is being reliably mea-
sured using the modified PHEEM in this setting [17, 22].

Construct validity

When comparing the factor analysis performed to the
existing scales of the original instrument, the corres-
pondence was not a clear fit. The teaching subscale per-
formed much better than the other two scales. Whilst
there was less of a clear fit with the original role



Naidoo et al. BMC Medical Education (2017) 17:235

Table 1 Factor analysis of PHEEM data
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21 |There Is acoess o an ralsumnt to my needs Teaching 0,654 0A2d
2 | feedback from seniors 'r..gun! 0,541
23 My are well Teaching 0,504
27 |l have snough clinical lseming opportunities for my needs Teaching 0,887
28 Sy hawve good ekills L.740
B1  |My arm Teaching 0,8D5
33 |Senlorswmfutiice Teaching 0,868
37 |Mydinical machers sncourage ma to be an Independent leamer Teaching 0,508
B8 |Tha dinical tanchars provids ms with goad on my and Teaching 0,574
* onlyloadings >0.4 Indicated
Negatively worded Isma are In Hallca

autonomy and social support sub-scales, the second factor
dealt mainly with the contractual and governance aspects
of internship, orientation, contracts on work hours, type
of tasks and responsibility. This seemed to corroborate
with the original role autonomy scale of the original in-
strument. The third factor related loosely for support of
the intern indicated by items relating to accommodation,
safety, career advice, and support of ‘at risk’ interns. This

factor can be seen to corroborate with the original sub-
scale on social support. Some studies indicate the uni-
dimensionality of the PHEEM scale [17, 34, 35] whilst
others support its multi-dimensionality [22, 28]. In a
demographically divergent intern group in SA, across dif-
ferent hospitals, the PHEEM did not clearly perform as a
multidimensional tool. Further enquiry into how these in-
dividual characteristics of interns may affect differing

Table 2 PHEEM scores with Cronbach’s alpha results for Intern and Supervisor groups

The means, standard deviations, Cronbach's alpha and p-values for the overall and subscale

PHEEM scores for interns and their supervisors

Score type Interns n =209 Supervisors n =60 P —value
Mean Standard deviation Cronbach’s alpha Mean Standard deviation Cronbach's alpha

Overall PHEEM score 3.51 0.51 0943 3.79 0.32 0874 0.0001

Teaching subscale 357 06 0815 3.85 04 0804 0.0007

Role autonomy subscale 364 048 0920 3.98 0.34 06997 <0.001

Social Support Subscale 33 0.54 0760 347 o4 0675° 0.032

#0.71 on removal of items 1 and 32
®no improvement with removal of any item
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Fig. 3 Bar graph showing the mean score scales of the overall PHEEM

scale and the three sub-scales of intems and supervisors
\

perceptions of the LE and the use of the PHEEM is
needed in the SA context.

The use of the PHEEM tool with the three original
subscales has been noted to be convenient for summar-
ising and comparing results [22, 28]. Using the interpret-
ation proposed by the developers of the original
PHEEM, interns across the four sampled hospital com-
plexes perceived the LE in paediatrics as more positive
than negative however with ‘room for improvement’ be-
ing noted [19]. This finding is similar to evaluations con-
ducted internationally [22, 26, 28, 33, 36-38]. This
finding also resonates with various studies in other prov-
inces in SA, indicating reasonable adequacy in how in-
ternship prepares interns for later practice with
significant challenges still being noted [39—42].
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Issues to be addressed

The three major challenges noted included issues related
to infrastructure and institutional management; work-
load issues and issues relating to the quality of supervi-
sion. Institutional infrastructural challenges for interns
related mainly to poor catering and accommodation.
Whilst international PHEEM evaluations from well-
resourced countries highlighted similar issues with cater-
ing and accommodation [36, 43], in the SA context this
challenge in institutional management has been associ-
ated with the overall poor governance of public hospi-
tals. This issue has been shown to greatly add to
demotivation among interns [44, 45].

Over a third of the intern respondents indicated that
they felt the workload, working hours and type of tasks
as excessive or inappropriate for interns in paediatrics.
An excessive workload and work hours posed major
challenges to SA interns and has been shown to in-
fringe on labor laws [46]. Excessive work hours and
workload are well documented as major contributors of
high levels of stress and burnout in junior doctors in
SA [8-10]. Adherence to existing legislative frame-
works need to be applied urgently to ensure that exces-
sive work hours do not compromise the safety, health
and occupational functioning of interns or patients.
Oversight by accreditation bodies is required to ensure
that these frameworks are adhered to. The third cause
for concern in the teaching and learning environment
is related to the adequacy of mentoring and supervision
during internship. More than a quarter of interns indi-
cated the presence of a ‘blame culture’ in paediatrics
and insufficient feedback especially for ‘at risk’ interns.

Table 3 Ranking of key items where intemns and supervisors significantly differ in perceptions

PHEEM item Key items where the differences between interns and supervisors was significant” 9% Disagree: 9% Disagree: p-value  Subscale
(based on % Interns who disagree® with PHEEM item statement “highest to lowest”)  interns supervisors
17 My hours on duty including my overtime hours conform with the Labour laws 502 70 <0.0001 Autonomy
of South Africa
25 There is a no-blame culture in paediatric intemship 390 22,0 0,020 Social support
32 My workload is this job is fine 338 153 0,0059  Autonomy
22 | get regular feedback from seniors 268 12,3 0,023 Teaching
7 There is racism in this job 262 51 0,0002 Social support
8 | have to perform inappropriate tasks 240 35 0,0002 Autonomy
6 | had good clinical supervision at all times 215 6.8 0,012 Teaching
18 | have the opportunity to provide continuity of care 212 7.0 0,012 Autonomy
21 There is access to an educational programme relevant to my needs 183 7.0 0,041 Teaching
13 There is gender discrimination in this job 17,0 35 0,0087 Social support
40 My clinical teachers promote an atmosphere of mutual respect 16,1 51 0,031 Autonomy
11 [ am bleepedicalled) inappropriately in paediatrics 156 1,8 0.00029 Autonomy

“with all other items the difference between intems and supervisors who disagree(or agree in reverse scored items) with statements did not reach

statistical significance
Por agree with reverse scored item
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A lack of dedicated education time, inadequate guid-
ance and career advice was also noted. An additional
concern, noted by nearly a quarter of interns, related to
a perceived culture of racism and gender discrimination
in the LE. This is of significance noting the rapid
changes in the demographic composition of SA’s newly
qualified interns.

Of further concern however was the differences in per-
ceptions on many of these issues between interns and
supervisors. The significant differences found between
the overall PHEEM and subscales scores relating to
teaching and role autonomy between interns and their
supervisors clearly points to this mismatch.

While supervisors recognize deficiencies in infrastruc-
tural challenges that concur with intern’s perceptions,
aspects related to teaching and working, seem to differ.
A clear understanding of roles and responsibilities needs
to be identified and consensus must be developed be-
tween interns and supervisors related to working and
learning. This process needs to commence at orientation
programs and through the training period for both in-
terns and supervisors. It is likely that perceptions of
supervision are influenced by the experiences of busy,
inadequately trained and poorly motivated supervisors
[47]. The disconnect between interns and their supervi-
sors reflect sub-optimal supervision with poor commu-
nication, inadequate mentoring with lack of quality
assessment practices being in place. Our findings cor-
roborate that of various other studies on internship in
SA which call into question the quality and quantity of
direct supervision and on-going assessment by ad-
equately trained staff [47, 48]. Improving supervision
and assessment has been noted to be a major factor that
can improve internship in S.A [43]. These issues of’
work versus learning and the attitude of supervisors and
their expected roles as ‘evaluators and coaches’ have
been highlighted as the major tensions of internship
[49]. In SA this underlying tension must also be contex-
tualized in the rapidly changing demography of recently
qualified medical students in comparison with the super-
visor cohort and this need to be examined further as a
potential reason for this schism [50]. Discrepancies be-
tween the supervisors’ and interns’ perceptions of the
learning environment could also be explained by the dif-
ference concerning the views of trainers and trainees of
the ideal training environment [17, 28]. Understanding
the expectations of interns in achieving expected compe-
tencies and the role of assessment towards these ends,
needs to be defined and evaluated in the SA context.
The discrepant perceptions among supervisors and in-
terns of the same LE indicates a need to improve our
understanding of the ‘community of practice’ (COP)
within the internship setting [51]. Further research and
more qualitative insight into this ‘community of practice’
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during internship will likely improve our understanding
and is required especially in high disease burdened and
resource constrained contexts.

The dissemination of regular evaluations of the LE
using validated, standardized tools such as the PHEEM,
to the accrediting bodies (HPCSA), health departments
and directly to intern supervisors to ensure informed
feedback can occur can serve as a means monitoring,
comparing and improving the training of interns across
hospitals and disciplines.

Limitations

While the PHEEM was developed mainly to assess the
educational environment of postgraduate students in
hospital settings that is especially residents, various au-
thors have reported on its use with interns [22-26]. It is
unlikely that the factor structure would differ substan-
tially between interns and postgraduates given the simi-
larity of the workplace [14].

The interns were sampled only in one province and
the study was not replicated in other provinces to com-
pare how a moderate or inadequate supply of resources
impacted on the LE. We are however confident that the
KZN province closely represents the South African situ-
ation with its high disease burden and resource poor re-
gional public hospitals.

The intern response rate was 69% and could have been
higher if further sampling occurred with interns who
were on leave or had to attend to on call duties at the
time of the survey.

Our assessment focused only on the domain of paedi-
atrics but it did so across different hospital complexes
and across two cities in KZN. Significant differences in
the educational environment between different special-
ties and hospitals have been noted possibly indicating
the importance of the general climate at the training
hospital and the internal climate within each department
as having a significant effect on the quality of the educa-
tional environment [24].

Conclusion

This study demonstrated that the PHEEM had good in-
ternal consistency and thus serves as a valid tool to as-
sess the learning environment of interns in a high
disease-burdened context like KZN, SA.

While paediatric interns in KZN perceived the learn-
ing environment as satisfactory, significant obstacles
were observed in the development of an ideal learning
environment. Poor infrastructural support at institu-
tional level, excessive patient loads, excessive work
hours and sub-optimal supervisor interaction for men-
toring and ongoing assessment impacted on the notion
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of an ideal learning environment. These factors have
been implicated as major contributors for high stress
and burnout among interns in SA and need to be ur-
gently reviewed. The significant differences observed in
the perceptions of the learning environment between
interns and their supervisor’s requires further insight
into this relationship.

Additional files
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Additional file 2: Appendix B: Modified PHEEM for Intem-superviors in
South Africa. (XLSX 11 kb)

Acknowledgements

The authors would like to express their gratitude to the interns and intem
supervisors in KwaZulu-Natal hospitals who participated in this study, Dr.
Petra Gaylard (DMSA) for assistance with the statistical analyses and Mrs.
Leora Sewnarain for assistance with typesetting and formatting.

Funding

MEPI Funding: This publication was made possible by grant number:
R24TW008863 from the Office of the US. Global AIDS Coordinator and the U.
S. Department of Health and Human Services, National Institutes of Health
(NIH OAR and NIH ORWH). “Its contents are solely the responsibility of the
authors and do not necessarily represent the official views of the
government”.

Availability of data and materials
The datasets used and analysed during the current study are available from
the corresponding author on reasonable request.

Authors’ contributions

KLN was responsible for study design, data collection, data analysis and
drafting the manuscript. MW was responsible for supervision of the entire
work, study design and manuscript review. MA was responsible for
supervision of the entire work and manuscript review. All authors read and
approved the final manuscript.

Authors’ information

Dr. KL Naidoo is a Paediatrician involved with the training of undergraduate
students, medical interns, and postgraduate registrars. His research interests
incdude Paediatric HIV disease as well as work-based learning of Paediatric
doctors.

Dr. J Van Wyk has a PhD in Education and is involved with developing
pedagogical capacity among health professions faculty. Her research
interests relate to advancing health professions education in the sub-Saharan
African region.

Professor M Adhikari, Emeritus Professor Paediatrics is currently the Advisor
to the Postgraduate Office in the school of Clinical Medicine UKZN.

Ethics approval and consent to participate

The Biomedical Research Ethics Committee (BREC) of the University of
KwaZulu Natal approved the research (BE177/15).

All participants provided written, informed consent to participate in this
study.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

MANUSCRIPT CHAPTER 5 71

Page 8 of 10

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details

'KwaZulu-Natal Department of Health, Department of Paediatrics and Child
Health, King Edward Ml Hospital, Nelson R Mandela School of Medicine
University of KwaZulu-Natal, Durban, South Africa. 2Depanment of Clinical
and Professional Practice, Nelson R Mandela School of Medicine, University
of KwaZulu-Natal, Durban, South Africa. “Department of Paediatrics and Child
Health, Nelson R Mandela School of Medicine, University of KwaZulu-Natal,
719 Umbilo Road, Durban, South Africa.

Received: 24 January 2017 Accepted: 20 November 2017
Published online: 29 November 2017

References

1. Chopra M, Daviaud E, Pattinson R, Fonn S, Lawn J. Saving the lives of South
Africa's mothers, babies, and children: can the health system deliver? Lancet.
2009;374:835-46. Available from: https//doiorg/10.1016/s0140-6736(09)61123-5

2. World Health Organisation. Transformative scale up of health professional
education. An effort to increase the numbers of health professionals and to
strengthen their impact on population health. 2009. http://www.who.int/
hrh/resources/transformative_education/en/. Accessed 05 Jan 2017.

3. Kerber KJ, Lawn JE, Johnson LF, Mahy M, Dorrington RE, Phillips H, et al.
South African child deaths 1990-2011. AIDS [Internet]. Ovid Technologies
(Wolters Kluwer Health). 2013;27(16):2637-2648. Available from: https:.//doi.
0rg/10.1097/01.aids.0000432987.53271.40 .

4. Pattinson RC. Saving babies 2010-2011: eighth report on perinatal care in South
Africa. Pretoria: Tshepesa Press; 2013. Available from:https:/www.ppip.coza/wp-
content/uploads/Saving-Babies-2010-2011 pdf. Accessed on 05 Jan 2017

5. FrenklJ, Chen L, Bhutta ZA, Cohen J, Crisp N, Evans T, et al. Health professionals
for a new century: transforming education to strengthen health systems in an
interdependent world. Lancet [Internet]. Elsevier BV, 2010;376(9756):1923-1958.
Available from: https//d0iorg/10.1016/50140-6736(10)6 1854-5 .

6. Greysen SR, Dovlo D, Olapade-Olaopa EO, Jacobs M, Sewankambo N,
Mullan F. Medical education in sub-Saharan Africa: a literature review. Med
Educ [Internet). Wiley-Blackwell; 2011;45(10):973-986. Available from: https/
doi.org/10.1111/].1365-29232011.04039x .

7. Mullan F, Frehywot S, Omaswa F, Buch E, Chen C, Greysen SR, et al. Medical
schools in sub-Saharan Africa. Lancet [Internet]. Elsevier BV. 2011;377(9771):
1113-1121. Available from: https://doiorg/10.1016/50140-6736(10)61961-7 .

8 Sun GR, Saloojee H, Jansen van Rensburg M, Manning D. Stress during
internship at three Johannesburg hospitals. SAMJ. 2008;98:33-5.

9. Stodel JM, Stewart-Smith A. The influence of burnout on skills retention of
junior doctors at Red Cross War Memorial Children's Hospital: A case study.
S Afr Med J [Internet]. Health and Medical Publishing Group. 2011;101(2):
115. Available from: https://doiorg/10.7196/sam;j4431 .

10. Bateman C. System burning out our doctors - study. S Afr Med J [Internet].
Health and Medical Publishing Group. 2012;102(7):593. Available from:
https://doi.org/10.7 196/sam;j.6040 .

11. Rossouw L, Seedat S, Emsley R, Suliman S, Hagemeister D. The prevalence
of burnout and depression in medical doctors working in the Cape Town
Metropolitan Municipality community healthcare clinics and district hospitals
of the Provincial Government of the Western Cape: a cross-sectional study.
South Afr Fam Pract Internet]. Informa UK Limited. 2013;55(6).567-73.
Available from: https#/doi.org/10.1080/20786204.2013.10874418

12, Wall D, Clapham M, Riquelme A, Vieira J, Cartmill R, Aspegren K, et al. Is
PHEEM a multi-dimensional instrument? An international perspective. Med
Teach [Intemet]. Informa UK Limited. 2009;31(11):e521-e527. Available from:
https://doi.org/103109/01421 590903095528

13.  Mohanna K, Cottrell E, Wall D, Chambers R. Teaching made easy. A manual
for health professionals. 1st ed. Boca Raton: CRC Press; 2016.

14. Schénrock-Adema J, Heijne-Penninga M, van Hell EA, Cohen-Schotanus J.
Necessary steps in factor analysis: Enhancing validation studies of
educational instruments. The PHEEM applied to clerks as an example. Med
Teach [Internet]. Informa UK Limited. 2009;31(6):2226-e232. Available from:
https://doi.org/10.1080/01421 590802516756 .

15.  Hutchinson L ABC of leamning and teaching: educational environment. BMJ
[Internet]. BMJ; 2003;326(7393):810-812. Available from: https//doi.org/10.
1136/bmj.326.7393.810 .



Naidoo et al. BMC Medical Education (2017) 17:235

20.

21

22

23.

24,

25.

26.

27.

28.

29.

30.

31

32.

33.

MANUSCRIPT CHAPTER 5

Kénings KD, Brand-Gruwel S, Merriénboer JIG. Towards more powerful
learning environments through combining the perspectives of designers,
teachers, and students. Br J Educ Psychol [Internet]. Wiley-Blackwell. 2005;
75(4).645-660. Available from: https://doi.org/10.1348/000709905x43616 .
Boor K, Scheele F, van der Vleuten CPM, Scherpbier AJJA, Teunissen
PW, Sijtsma K. Psychometric properties of an instrument to measure
the clinical leaming environment. Med Educ [Internet]. Wiley-Blackwell.
2007;41(1):92-99. Available from: https//doi.org/10.1111/).1365-2929.
200602651 x .

Tokuda Y, Goto E, Otaki J, Jacobs J, Omata F, Shapiro M, et al. Educational
environment of university and non-university hospitals in Japan. Int J Med
Educ [Internet]. International Journal of Medical Education; 2010;1:10-14.
Available from: https://doiorg/105116/ijme.4bal.4034 .

Roff S, McAleer S, Skinner A. Development and validation of an instrument
to measure the postgraduate clinical learning and teaching educational
environment for hospital-based junior doctors in the UK. Med Teach [Internet].
Informa UK Limited. 2005;27(4):326-31. Available from: https://doi.org/10.1080/
014215905001 50874 .

Soemantri D, Herrera C, Riquelme A. Measuring the educational
environment in health professions studies: A systematic review. Med
Teach [Internet]. Informa UK Limited. 2010;32(12)947-52. Available from:
https//doi.org/10.3109/01421591003686229 .

Chan CYW, Sum MY, Lim WS, Chew NWM, Samarasekera DD, Sim K.
Adoption and correlates of Postgraduate Hospital Educational Environment
Measure (PHEEM) in the evaluation of learning environments — A systematic
review*. Med Teach [Internet]. Informa UK Limited. 2016;38(12):1248-55.
Available from: https://doiorg/10.1080/0142159x2016.1210108

Aspegren K, Bastholt L, Bested KM, Bonnesen T, Ejlersen E, Fog |, et al.
Validation of the PHEEM instrument in a Danish hospital setting. Med
Teach [Internet]. Informa UK Limited. 2007;29(5):504-6. Available from:
https//doi.org/10.1080/01421590701477357 .

Riquelme A, Herrera C, Aranis C, Oporto J, Padilla O. Psychometric analyses
and internal consistency of the PHEEM questionnaire to measure the
clinical learning environment in the clerkship of a Medical School in Chile.
Med Teach [Internet]. Informa UK Limited. 2009;31(6):e221-e225. Available
from: https+//doi.org/10.1080/01421590902866226.

Algaidi SA. Assessment of Educational Environment for Interns Using
Postgraduate Hospital Educational Environment Measure (PHEEM) “Arabic
abstracts”. J Taibah Univ Med Sci [Internet]. Elsevier BY. 2010,5(1):A1.
Available from: https://doiorg/10.1016/51658-3612(10)70126-8 .

Gough J, Bullen M, Donath S. PHEEM “Downunder”. Med Teach [Internet].
Informa UK Limited. 2010;32(2):161-3. Available from: https//doiorg/10.
3109/01421590903509036 .

Flaherty GT, Connolly R, O'Brien T. Measurement of the Postgraduate
Educational Environment of Junior Doctors Training in Medicine at an Irish
University Teaching Hospital. Ir J Med Sci [Internet]. Springer Nature; 2015;
185(3):565-571. Available from: https#/doi.org/10.1007/511845-015-1303-8 .
Genn JM. AMEE Medical Education Guide No. 23 (Part 1): Curriculum,
environment, climate, quality and change in medical education-a unifying
perspective. Med Teach [Internet]. Informa UK Limited. 2001;23(4):337-44.
Available from: https://doiorg/10.1080/01421590120063330

Clapham M, Wall D, Batchelor A. Educational environment in intensive care
medicine—use of Postgraduate Hospital Educational Environment Measure
(PHEEM). Med Teach [Internet]. Informa UK Limited. 2007;29(6):e184-e191.
Available from: https://doiorg/10.1080/01421590701288580 .

Medical and Dental Professions Board, Health Professions Council of South
Africa, Handbook on Internship Training. Guidelines for interns, accredited
facilities and health authorities. Pretoria: HPCSA, 2016. Available from: http//
www.hpcsa-blogscoza/wp-content/uploads/2017/04/2017-IN-Handbook-
Part-l-and-ll.pdf Accessed on 19 Sep 2017.

Mckerrow N. Intern statistics from Chief Provincial Paediatrician, KwaZulu-
Natal Department of Health [online]. E-mail to Dr Kimesh Naidoo
(naidookS@ukzn.acza ) Oct 2015 [cited 19 Sep 20171

Hair JF. Multivariate data analysis with readings. Englewood cliff. 1st ed.
Boston, MA: Butterworth Heinemann; 2000. p. 167-82.

Faul F, Erdfelder E, Lang A-G, Buchner A. G*power 3: a flexible statistical
power analysis program for the social, behavioral, and biomedical sciences.
Behav Res Methods [Internet]. Springer Nature; 2007;39(2):175-191. Available
from: https//doi.org/10.3758/bf03193146 .

Lucas M, Samarage D. Trainees’ perception of the clinical learning environment
in the postgraduate training programme in paediatrics. Sri Lanka J Child Health

72

35.

37.

39.

41.

42

43,

45,

47.

49.

50.

Page 9 of 10

[Internet]. Sri Lanka Journals Online (JOL). 2008;37(3). Available from: https/
doiorg/10.4038/slich.v37i3.105 .

Koutsogiannou P, Dimoliatis IDK, Mavridis D, Bellos S, Karathanos V,
Jelastopulu E. Validation of the Postgraduate Hospital Educational
Environment Measure (PHEEM) in a sample of 731 Greek residents. BMC
Res Notes [Internet]. Springer Nature. 2015;8(1). Available from: https://doi.
0org/10.1186/s13104-015-1720-9

Vieira JE. The postgraduate hospital educational environment measure
(PHEEM) questionnaire identifies quality of instruction as a key factor
predicting academic achievement. Clinics [Internet]. FapUNIFESP

(SCELO). 2008,63(6). Available from: https.//doi.org/10.1590/51807-
59322008000600006 .

Pinnock R, Reed P, Wright M. The learning environment of paediatric
trainees in New Zealand. J Paediatr Child Health [Internet]. Wiley-
Blackwell; 2009;45(9):529-534. Available from: https:/doiorg/10.1111/j.
1440-1754.200901553.x .

Jalili M, Mortaz Hejri S, Ghalandari M, Moradi-Lakeh M, Mirzazadeh A, Roff S.
Validating modified PHEEM questionnaire for measuring educational
environment in academic emergency departments. Arch Iran Med. 2014
17(5):372-377. doi0141705/AIMO012.

Hashim R, Qamar K, Zuhra FT, Ali S. Postgraduate students’ perception of
educational environment at army medical college, Rawalpindi: assessment
by PHEEM (post graduate education environment measure). PAFMJ.
2015565(3):405-9.

Jaschinski J, De Villiers M. Factors influencing the development of
practical skills of interns working in regional hospitals of the Western
Cape province of South Africa. South Afr Fam Pract [Internet]. Informa UK
Limited. 2008;50(1):70-70d. Available from: https://doi.org/10.1080/
20786204.2008.10873676 .

Burch V, Van Heerden B. Are community service doctors equipped to
address priority health needs in South Africa? S Afr Med J [Internet]. Health
and Medical Publishing Group. 2013;103(12):905. Available from: https://doi.
0org/10.7196/sam;j.7198.

Nkabinde TC, Ross A, Reid S, Nkwanyana NM. Internship training
adequately prepares south African medical graduates for community
service - with exceptions. S Afr Med J [Internet]. Health and Medical
Publishing Group; 2013;103(12):930. Available from: https://doi.org/10.
7196/5amj.6702 .

Blitz J, Kok N, Van Heerden B, Van Schalkwyk S. PIQUE-ing an interest in
curriculum renewal. Afr J Health Prof Educ 6(1):23-27. Available from: doi:
https://doi.org/10.7196/AJHPE.318.

Al-Asnag MA, Jan MMS. Influence of the dlinical rotation on intern attitudes
toward pediatrics. Clin Pediatr [Internet]. SAGE Publications. 2002;41(7).509-
14. Available from: https//doi.org/10.1177/000992280204100708 .

Tumbo J, Sein NN. Determinants of effective medical intern training at a
training hospital in north West Province, South Africa. Afr J Health Prof Educ
[Internet]. Health and Medical Publishing Group. 2012/4(1). Available from:
https://doi.org/10.7196/ajhpe.100.

Ibeziako O, Chabikuli O, Olorunju S. Hospital reform and staff morale in
South Africa: a case study of Dr Yusuf Dadoo hospital. South Afr Fam Pract
[Internet]. Informa UK Limited. 2013;55(2):180-5. Available from: https//doi.
0org/10.1080/20786204.2013.10874330 .

Erasmus N. Slaves of the state - medical internship and community service
in South Africa. S Afr Med J [Internet]. Health and Medical Publishing Group.
2012;102(8):655. Available from: https://doi.org/10.7196/samj.5987.

Bola S, Trollip E, Parkinson F. The state of south African internships: a
national survey against HPCSA guidelines. S Afr Med J [Intemet]. Health and
Medical Publishing Group. 2015;105(7):535. Available from: https://doi.org/
10.7196/samjnew.7923 .

Lamacraft G, Kenny P, Diedericks B, Joubert G. Training and experience
of doctors administering obstetric anaesthesia in the free state level 1
and 2 hospitals. South Afr J Anaesth Analg [Internet]. Informa UK
Limited. 2008;14(2):13-7. Available from: https.//doi.org/10.1080/
22201173.2008.10872540 .

Deketelaere A, Kelchtermans G, Struyf E, De Leyn P. Disentangling
clinical learning experiences: an exploratory study on the dynamic
tensions in internship. Med Educ [Internet]. Wiley-Blackwell. 2006;
40(9):908-915. Available from: https://doi.org/10.1111/j.1365-2929.2006.
02551.x.

Van der Merwe LJ, Van 2yl GJ, St Clair Gibson A, Viljoen M, Iputo JE,
Mammen M, et al. South African medical schools: current state of selection



Naidoo et al. BMC Medical Education (2017) 17:235 Page 10 of 10

criteria and medical students’ demographic profile. S Afr Med J [Intermet].
Health and Medical Publishing Group; 2015;106(1):76. Available from:
https#/doi.org/10.7196/samj.2016.v106i1.9913 .

51. Lave J, Wenger E. Legitimate Peripheral Participation in Communities of
Practice. Situated Learn [Intemet]. Cambridge University Press; 89-118.
Available from: https://doi.org/10.1017/cb09780511815355.006

Submit your next manuscript to BioMed Central
and we will help you at every step:

¢ We accept pre-submission inquiries

¢ Our selector tool helps you to find the most relevant journal
¢ We provide round the clock customer support

¢ Convenient online submission

¢ Thorough peer review

* Inclusion in PubMed and all major indexing services

® Maximum visibility for your research

Submit your manuscript at

www.biomedcentral.com/submit O BioRed Central

MANUSCRIPT CHAPTER 5 73



Modified PHEEM — Supervisor Survey attached as Appendix 26
Modified PHEEM - Intern Survey attached as Appendix 27

5.4 Key findings and contribution of this manuscript to the thesis

In this study the LE, viewed as a multidimensional construct that encompasses various factors, was
investigated. The PHEEM instrument was validated for this setting by using psychometric tests
including assessing construct validity with confirmatory factor analysis. The instrument was found to
be a reliable test with a high Cronbach’s alpha indicating a high internal consistency and valid to assess
perceptions of the LE within the SA context. Using the PHEEM, SA interns who had completed the
Paediatric rotation were shown to have perceived the LE as satisfactory but they noted significant
challenges in critical areas. In addition, some of these factors in the LE were perceived very differently
between interns and their supervisors indicating the potential challenges in the integral relationships
within the community of practice.

In measuring the LE based on the intern’s perceptions, this phase of the study highlighted the need
to consider individual characteristics of interns as factors that may influence these perceptions. In
addition the stark differences in how interns perceive aspects of the LE related to teaching (feedback,
supervision, access to educational programmes), working (workload, workhours, type of tasks and
mutual respect) as well as support (evidence of racism, gender bias or a blame-culture), can be attributed
to various demographic and other factors that differentiate interns from their supervisors.

In the context of SA, there has been a rapid change in the demographic composition of interns, with
more female and Black African interns who are now qualifying. This transformation in the demographic
characteristics of SA interns has occurred following policy changes in enrolment at universities.
Additionally, in order to align intern distribution with the demographic composition of the country, there
is a mandatory spread of interns of various universities and backgrounds that are placed at hospitals for
internship. This process of placement of interns is managed by the national department of health in
conjunction with various provinces .The extent to which these individual demographic, socio-economic
and educational differences possibly influenced interns’ perceptions was therefore unclear and needed
to be investigated. The interface between interns and access to or participation in communities of
practice could possibly be compromised due to their specific individual characteristics, which could also
translate into the differences in perceptions as found between the interns and their supervisors. These

associations were further examined in the next phase of the study and are reported in Chapter Six.
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CHAPTER 6: THE INFLUENCE OF INDIVIDUAL FACTORS IN THE LEARNING
ENVIRONMENT OF SOUTH AFRICAN INTERNS

6.1 Introduction

In the previous chapters the significant influence of the LE on internship in SA was identified.
Despite the multi-dimensional nature of the LE and the difficulty quantifying this construct, the PHEEM
as a data collection tool was validated for the local SA context. In addition, the PHEEM was used to
measure the perceptions of interns who had completed Paediatrics in high childhood disease burdened
settings. While interns reported satisfactory overall perceptions of the LE, significant differences were
seen in how they the perceived the LE as compared with their supervisors. In a previous study, albeit
under different circumstances, the factors associated with the external environment and the supervision
processes themselves were identified as possible reasons for this dissonance, which adds to the work-
learning tension during internship. *” In developing the conceptual construct of the LE and attempting
to identify possible antecedents within the LE that influence how interns perceive this construct the
difference between external and individual factors needs to be clarified especially in the context of SA’s
dynamic landscape.

In line with research objectives that set out to identify the influence of individual factors on
perceptions of the learning environment this study was aimed at the investigation of various
demographic factors and individual characteristics including previous educational exposure and

experience in internship.

6.2 Publication details

‘Sense of Belonging’: The influence of individual factors in the learning

Title:
environment of South African interns
Authors: Naidoo, Kimesh L Naidoo
Van Wyk, Jacqueline M
Adhikari, Miriam
Journal: African Journal of Health Professions Education
Journal Details: Peer reviewed (blinded)
Listed on Department of Higher Education & Training (DoHET)
Status: Manuscript accepted for publication

6.2.1 Journal Information

AJHPE is an online, bi-annual, peer-reviewed journal that covers matters related to education for
health professionals. It carries research articles and letters, editorials, education practice, personal
opinion and other topics related to education for health professionals. It also carries related African

education-related news, obituaries and general correspondence.
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6.2.2 Publication Record

The article was initially submitted to the journal on the 16"February 2017 and was accepted on the
16™ August 2017.

6.2.3 Contribution record

The candidate conceptualized the paper and was the main author. Dr Van Wyk and Professor
Adhikari contributed towards the reviewing of the paper.
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ABSTRACT

Background

Focus has been on organizational issues when reporting factors influencing the perceptions of
South African medical interns towards their learning environment (LE). Individual
demographic factors are being recognized as being just as important, in influencing these
perceptions.

Objective

To determine whether individual demographic factors influence interns’ perceptions of the
LE during Paediatrics, in high disease burdened hospitals in South Africa.

Methods

Perceptions of the LE amongst interns in KwaZulu-Natal, SA, were assessed in December
2015, using a validated version of the Postgraduate Hospital Educational Environmental
Measure (PHEEM). Overall and subscale PHEEM scores were calculated from Likert scales.
The association of these scores with various socio-cultural factors relevant to the SA context,
previous educational exposure and year of internship were examined using ANOVA or
student t-—tests.

Results

A total of 209 interns were sampled. The ethnic breakdown of sampled interns reflected the
changing demographic profile amongst SA junior doctors with an increase in Black African
and female doctors. Statistically significant associations of overall and teaching sub-scale
PHEEM scores were found with ethnicity (p=0.024), geographical origin (p=0.023), year of
internship (p=0.0047) and university origin (p=0.015). These factors corroborated with
characteristics that reflect both past disadvantage in the SA context and those of being an

‘outsider’ in an established group
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Conclusions

Intern training programs in South Africa need to recognize that individual demographic
factors influence intern’s perceptions in the context of teaching and mentoring in a discipline.
With rapid changes in the demographic profiles of junior doctors, SA intern trainers need to

enable a ‘sense of belonging” in learning environments

INTRODUCTION

The learning environment (LE) refers to a “set of factors” that describes the experiences of the
trainee within an organization. " These factors can be divided into the three components.
Firstly, the ‘physical environment” (facilities, comfort, safety and food) which can be referred
to as the organisational aspects. Work load and work hours would relate to this aspect 21 The
second component is the ‘intellectual environment” which includes support provided for
scholarly activities during training, learning with patients and using evidence based

knowledge and skills”!

. Thirdly is the ‘emotional environment > referring to the social
support provided, the levels of harassment experienced by the trainee and the trainee’s
characteristics that may facilitate or hinder access to support including that offered by a
supervisor. " The effect of the LE appears to be mediated by the trainees’ own perceptions
thereof and it has been shown to be an important determinant of attitude, satisfaction and
achievements. *# An optimally functioning clinical learning environment, with medical
interns perceiving it as such, is important for successful training in any platform to develop

competent physicians.'sl

Emphasis has been placed on evaluating the organisational aspects of these training
platforms. 167 The environment in which South African (SA) medical interns train has been
associated with excessive workloads, long hours, high stress-levels, burnout and reports of
sub-optimal supervision. 191 Whilst these organisational aspects form a significant part of

the factors affecting perceptions of the learning environment, the influence of individual

demographic factors also needs to be explored and understood. ]

The legacy of ‘apartheid’ policies and persistent social inequity in SA has continued to
manifest in society, including in education. 2] The characteristics linked to social inequity
such as gender, ethnicity, socio-economic status, geographical origin and previous
educational exposure have persisted and remain useful, as criteria to measure previous

disadvantage. Geographical origin still reflects racial and socioeconomic divisions and plays
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an important role in access to and success in higher education. 2 1n the SA context, previous
educational experiences are considered important contextual factors in learning as huge
disparities exist between the education offered by fee-paying compared with non-fee-paying

schools. ¥

In the higher education climate, including health professions education in SA, calls are being
made to challenge and dismantle the colonial curricula mind-sets, that perpetuates the
ideological framework that allows one culture to dominate that of others. 41 Whilst these
calls for ‘decolonization’ include aspirations for the ‘creation of a humanizing culture of
practice that is not at odds with lived practice’, education processes are still noted to have a
‘mandated ignorance’ with learning environments seemingly blind to issues of race and

difference. 151

Demographic factors are being recognized as important indicators to redress inequity and
most SA medical schools have amended their undergraduate selection criteria towards
transformation norms. '"*' This has seen a rapid change in the demographic composition of
interns in SA. There is a signficant change in the dempographic composistion of medical
practitioners in SA. An increase in Black African and female medical graduates from a
previous predominant white and male medical establishment is occurring. Resulting from
these changes, interns of differing socio-economic and educational backgrounds are allocated
to work and learn together in regional hospitals throughout the country for a two-year

internship.

The internship programme includes all major medical specialties including Paediatrics. el 3
is not clear how the changes in the composition of newly qualified doctors are impacting on
their perceptions of the learning environment especially in Paediatrics. An improved
understanding of these changes would facilitate the improvement of training to junior
doctors. The Postgraduate Hospital Educational Environmental Measure (PHEEM) is a well-
recognised instrument used internationally to assess the learning environment in post-
graduate medicine. U791 A Jocal SA version of the PHEEM instrument was validated
amongst a cohort of Paediatric interns in four hospital complexes in Durban and

Pietermaritzburg, KwaZulu-Natal. L18)
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Whilst organisational and institutional factors were identified to be obstacles to creating an
ideal LE, significant differences were noted in the way interns and their supervisors perceived
the LE especially with regard to supervision and mentoring. 81 I this study the influence of
individual demographic factors on perceptions of the LE amongst this cohort are reported on.
This study was thus conducted to:

1. Determine whether individual demographic factors influence interns perceptions of

their experiences in the learning environment in Paediatrics;

)

To compare the perceptions of first and second year interns of the learning
environment in the paediatric rotation; and
3. Determine the influence of previous educational experiences on interns’ perceptions

of their learning environment

METHODS
Research Design

This was an observational, cross- sectional cohort study.

Ethical approval

Ethical approval for the study was obtained from the University of KwaZulu-Natal
Biomedical Research Ethics Committee and gatekeepers’ permission was granted from the
various institutions as well as the Health Research and Knowledge Management
Subcomponent of the Department of Health in the province of KZN. The study population
consisting of all eligible interns were informed of the study and invited to participate.
Participants were informed of their rights and could withdraw at any stage. Participation in
the study was voluntary and the anonymity and confidentiality of respondents were assured.
The surveys were group administered at pre-existing intern meetings and the primary

researcher was blinded to the individual responses as no identifiable details were required.

The instrument

The PHEEM has been used to assess the LE among interns throughout the world. ' The
PHEEM used in our study had eight minor changes to the original 40 items to accommodate
terminology relevant to the South Africa and Paediatric setting. (see Annexure A). 181 Each
participant was scored each item on a five-point Likert scale, where 1 indicated ‘strongly

disagree’ and 5 represented a “strongly agree’ response. The original questionnaire used a 0-4
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scale whilst we followed a more conventional scale of 1-5 as used by some authors in clinical

settings. B

Procedure

The sample population included all interns who had completed Paediatrics at four hospital
complexes (comprising eight hospitals) in both major cities of the KZN province in
December 2015. Demographic data including, gender, ethnicity, home language,
geographical origin and the highest educational level of a ‘parental figure’ were obtained.
Geographical origin was defined as consisting of three categories namely: urban (mainly city
and suburban neighbourhoods); semi-urban (reflecting mainly ‘township” neighbourhoods);
and rural origin (mainly living outside of an urban city or semi-urban area). These distinctly
different areas reflect significant racial and socioeconomic divisions in the SA context. !
Prior educational exposure was solicited by gathering data on: the type of high school
attended (whether fee-paying or non-fee paying school), university attended for
undergraduate medical training (whether the local university or university which was situated

outside province or country) and final year undergraduate paediatric performance.

Sample size

A sample size calculation was based on the comparison of the PHEEM scores between the
intern group and various demographic variables. Using a one-way ANOVA with up to four
groups, a sample size of 209 interns was adequate as 180 was required to achieve 80% power

at a 5% significance level. %

Data analysis

The overall PHEEM scale and sub-scale scores were calculated for each participant. Where
there was missing data, means were computed based on data for available items, provided
this did not exceed 20% of the items. The overall score was computed as the average of all 40
items. The negatively worded items 7,8,11 and 13 were reverse-scored.

For the descriptive analysis, categorical variables were summarized by frequency and
percentage tabulation. Continuous variables were summarized by mean, standard deviation,
median and interquartile range. The association between the various demographic variables,
year of internship and the factors associated with previous educational experiences, with
overall PHEEM score as well as the three subscale PHEEM scores, was determined by the t-

test or ANOVA (for more than two categories). The strengths of the association were
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measured by Cohen’s d. The following scale of interpretation was used: 0.8 and above=large
effect; 0.5 to 0.79=moderate effect; 0.2 to 0.49=small effect. Data analysis was carried out

using SAS Version 9.4 for Windows. The 5% significance level was used throughout.

MANUSCRIPT CHAPTER 6 83



RESULTS

The response rates were calculated based on those available interns who had completed
Paediatrics. The adjusted response rate was 69.2%(209/302)* of available interns taking into
account interns who were on duty or on leave. At the time of study 35.8% of all the interns
assessed were in their first year, 63.8% were in their second year of internship and 55% were
female with a mean age of 26.2 years (standard deviation (SD)=2.6 and range 20-37yrs.). A
number of factors were examined to investigate the influence of previous disadvantage on
perceptions. Table 1 presents the socio-cultural characteristics of the sampled interns.

Table 1: Sociocultural characteristics of sampled interns

Socio-cultural factors

Demographic variable Category N (%)
Male 91 (45.05)
Gender (n=202)
Female 111 (54.95)
White 53 (27.89)
Indian 64 (33.68)
Ethnicity(n=190) )
African Black 60 (31.58)
Mixed Race 13 (6.84)
KZN 112 (66.67)
Gauteng 27 (16.07)
Home Province(n=168)
Western Cape 23 (13.69)
Eastern Cape 6 (3.57)
Urban(city and suburbs) 119 (58.91)
Geographical origin(n=202) Semi —Urban (township) 63 (31.19)
Rural ( any area outside urban 20 (9.90)
or semi urban)
English 105 (62.87)
Afrikaans 29 (17.37)
Home Language(n=167)
Zulu 25 (14.97)
Xhosa 8 (4.79)
Less than ngh school 15 (7.54)
Completion
Highest achieved educational level High school complete 17 (8.54)
of parent/caregiver in intern’s Post high school (non-
household (n=199) SHE SO 33 (16.58)
university)
University 134 (67.34)
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Table 2 shows the composition of sampled interns with regard to variables chosen to indicate
previous educational experiences.

Table 2: Previous educational experience of sampled interns

Previous Educational Experience Interns
Variable Category N (%)
Government (non-fee paying school) 87 (43.5)
High school type Partly Private (fee-paying Government
(n:ZO()) " schO())ll) o w2
Private (Non-government) 50 (25)
SA Undergraduate Local (UKZN) 60 (29.56)
university (n=203) Non-local 143 (70.44)
Outside SA qualified | SA University 162 (81)
(n=200) Foreign university 38 (19)
Undergraduate <60% pass 19 (9.45)
Paediatric 60-70% pass 112 (55.72)
performance (n=201) | >70% pass 70 (34.83)

An examination of the influence of various demographic factors on the overall PHEEM
scores indicated a number of significant findings. Table 3 depicts the relationship between all
the individual demographic variables including socio-economic factors, factors indicating

previous educational experience and internship year with the overall PHEEM score.
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Table 3: Comparisons of the overall PHEEM scores with all demographic variables

Sodo-tultural factors
pvalue
Gender N Mean Std Dev
Aale 0 348 0.48
0,52
Female 109 3.52 0.52 i
Ethnicity N Mean Std Dev
African Black 57 337 0.,55
Mixed race 13 378 027
0.024
Indian 64 0.55
White 33 3.57 0.36
Home Province N Mean Std Dev
Eastern Cape & 3.4 0.34
Gauteng 26 384 0.26
0.68
KIN 110 sz 0.54
Western Cape 23 3.50 0.38
Geographical Origin N Mean Std Dev
Urban{ suburbanj 117 3.59 0.45
Semi-urban{Township) 62 337 0.6 0.023
Rural 20 35 0.44
Home language N Mean Std Dev
Afrikaans i 384 035
Engli 105 355 0.48
ek 0.16
Xhosa 8 322 0.48
Zulu 24 340 0.59
Highest level of education of parent N Mean Std Dev
Less than matric 15 343 0.81
Matric 17 340 0.50
0.66
Tertiary but not University 32 351 0.50
University 133 3.54 0.48
Internship year
Year paediatrics dome N Mean Std Dev
Second year intern 126 3.58 0.47
0.0047
First Year Intern 2 3.37 0.56
Previous educational experience
High School attended
Non-fee-paying government funded 83 340 0.55
Fee-paying government school 62 342 0,51 0,61
Fee-paying private school 50 3.57 048
SA undergraduate university
non-local 141 3.45 049
0,015
Local university 50 3,64 0,56
‘Overseas University N Mean Std Dev
SA university 160 354 0.50
0.084
Foreign (Outside undergrad univ.) 37 338 0.33
Under iatric per N Mean Std Dev
>T0% & 351 0.45
60-70%% 110 3.50 0.55 052
<609 12 3.50 0.54
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Table 4: Comparison of PHEEM teaching subscale scores with all demographic

variables
Secio-cultural factors
pvalue
Gender(n=209) N Mean  Std Dev
Alale o0 3.56 0.55 081
Female 110 357 0.62 !
Ethnicity(n=188) N Mean  Std Dev
African Black 58 336 0..56
Mixed race 13 389 0.30
Indian &4 368 0.65 0,000
‘Whate 33 3.62 0.38
Home Provinca(n=166) N Mean  Std Dev
Eastern Cape 6 347 0.51
Gauteng 27 EX- T 0.2¢ 0.81
KIN 110 380 0.54 !
Western Cape 23 3.55 0.42
Geographical Origin(n=200) N Mean  StdDev
Urban 117 365 0.53
Semi-urban{Township) 63 342 0.68 0.032*
Rural 20 352 0.52
Home lanzuase(n=166) N Mean _ Std Dev
Afrikaans pas) EX 0.33
English 105 385 0.57
Xhosa 3 3ixn 0.561 00
Zula 4 338 0.70
Highest level of education of parental
figure (n=195) N Mean  Std Dev
Less than matric 15 335 0.4
Matric 17 342 0.53 e
Tertiary but not univ. 3 358 058 e
Universifty 33 36l 0.57
Internship vear
Year pasdiatrics dons{n=199) N Aean  Std Dev
Sef:onﬂ year infern _2 X2 0.56 0.00837
First Year Intern 2 341 0.64
Previous educational experience
High School attended(n=198)
Non fee-paying government funded 85 354 0.66
Fee-paying government school 62 351 0.57 0.30
Fee-paying private school 50 368 0.54
SA undergraduate university(n=201)
non-local 142 348 0.56
Local university 59 3.74 0.87 0,008
Overseas University Eﬂ N lln_n Std Dev
SA university 161 338 0.5% 018
Foreign university (outside 5A) 37 345 .50 )
U“"“i o ""1:‘)"“ N Man StdDev
=70%% 70 356 0.4
60-T0% 110 3.56 0.63 >0,90
<G00 19 3.56 0.67

*on role autonomy sub-scale p=0.013 } on role autonomy sub-scale p=0.00089 } on

social sub-scale p= 0.047
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Socio—cultural variables

There was a significant association between ethnicity and the overall PHEEM score. Interns
who had self-identified as Black African had lower mean PHEEM scores as compared to
their white, Indian or mixed race colleagues. This finding was reiterated when comparing
ethnicity with PHEEM scores on the teaching subscale (p=0.0026) (Table 4). The effect size
was large when comparing the scores of mixed race (d=0.88) and Indian (d=0.5) with Black

African interns.

There was a significant association between the mean PHEEM score and geographical origin
with those who indicated coming from a semi-urban (mainly referring to a ‘township’ area)
environment scoring the overall PHEEM lower than those form urban (city or suburbs) or
those raised in a rural area. (Table 3) There were statistically significant associations between
geographic origin and the mean PHEEM score on the teaching subscale (p= 0.032) and the
PHEEM score on the role autonomy subscale (p=0.013). (See Table 4).

Table 4 depicts the mean PHEEM teaching sub-scale scores compared with the major
languages spoken by interns which also showed a significant association (p=0.032).

We found no statistically significant relationship with gender, home province, or the highest
educational level of intern’s parental figure, when comparing overall PHEEM scores and all
sub-scale scores with these socio-cultural variables. There were no significant associations
when we compared the PHEEM subscale scores on the social support scales with all socio-

cultural variables.

Internship year

The mean PHEEM score for interns in their first year was significantly lower that interns in
their second year of internship. This significant difference between year 1 and 2 interns was
seen when comparing PHEEM scores on the teaching subscale (p= 0.0083) (Table 4) as well
as on the PHEEM role autonomy subscale scores (p=0.0089).

Prior educational exposure

Table 4 indicates that interns who had graduated at the local university had significantly
higher perceptions of the LE than interns who graduated from outside the province. There
was a significant association between the mean PHEEM scores of interns who studied
overseas compared with SA trained interns on the social support subscale score. The type of

high school attended or undergraduate performance in Paediatrics did not show any
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statistically significant relationship with overall PHEEM or PHEEM scores on the teaching,

role autonomy and social support scales.

DISCUSSION

In this study, individual demographic factors are shown to have a major impact in influencing
perceptions of the LE of interns. These characteristics have been largely neglected as factors
to consider in influencing internship whilst organisational factors like work-hours and the
state of physical infrastructure of the LE have been focused on.

The good response rate in our sample was in keeping with surveys using the PHEEM

instrument elsewhere "

and the distribution of sampled interns closely represented the
allocation of interns across the hospital complexes. The 2015 cohort shows an increasing
representation of female and Black African newly qualified doctors than previously and is
beginning to reflect the implementation of amended selection criteria at SA medical
schools."*! However, evaluating the demographic characteristics of the sampled interns
revealed that the newly qualified doctors are still largely drawn from middle class
backgrounds, with nearly 60 % of interns originating from urban areas, attending fee-paying

schools and over 60% from homes with at least one parental figure having obtained a

university qualification.

In this study ethnicity, language and geographical origin were identified as factors that are
significantly associated with the lower perceptions of the LE in internship. These
relationships corroborate the notion that interns from previously disadvantaged communities
have poorer perceptions of the LE than most of their peers in internship. Gender was not
identified as a factor impacting on perceptions of the LE. Paediatrics is generally a discipline
with a larger female composition and thus probably reflects a more gender-sensitive
environnment. Various other studies have shown the influence of gender on the overall
PHEEM scores, especially in disciplines with an underrepresentation of female doctors such

as general surgery and intensive care. (2122

This study showed a clear difference in the perceptions of interns who were in their first year
as compared with those in the second year of internship. Various studies internationally
corroborate this finding with juniors having lower perceptions of the LE than senior trainees.
(231 Interns who did not graduate from the university supporting the internship training

platform and those who graduated from outside of SA also displayed poorer perceptions of
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LE. These findings are consistent with findings of studies, which reported higher levels of

stress amongst interns at hospitals in SA who graduated from non—local universities. 2

The findings show that whilst indices of socio-economic disadvantage especially ethnicity
and geographic origin did influence interns’ perceptions of the learning environment, these
were not the only factors. The combination of factors significantly influenced the perceptions
of the LE relate to characteristics of being ‘new’ or ‘different’ to the established norm or
‘culture’. The factors can furthermore be categorized as individual characteristics that
seemingly add to perceptions of marginalization or ‘alienation’ in interns who experienced
their training as ‘being isolated from a group activity in which they should be involved’. B4
This apparent difficulty in developing a ‘sense of belonging’ is of concern especially as
learning within the clinical environment relies heavily on participation within a ‘community

of practice. 251

Learning in internship occurs within the context of ‘legitimate, peripheral participation’
within a social context and is an increasingly communal and negotiated contract. [25.26] Thig
learning whilst understood at an individual level occurs at group level and involves the
acquisition of knowledge, skills, attributes, values and competencies and ‘participation in

social processes” where learning is inextricably linked to and embedded in its context. *”!

The interaction of supervisors and interns occurs within a historic context in S.A and possibly
reflects a ‘colonized” milieu where the relationship of dominance creates the concept of the

2. . » . . .
> 1281 and new incumbents a notion of being the ‘other” or not being welcome in an

‘outsider
already established setting which does not recognise his/her presence. These unequal power
relations and marginalisation may contribute in a failure to ensure all interns are brought into
full participation. 141 The learning climate in this context may thus be difficult for interns who
experience it as ‘outsiders’ or ‘others’ and they are unlikely to seek or initiate a search for

effective mentorship, a situation which further compromises the supervision opportunity.

These findings, which are of relevance to all health professionals and undergraduate
universities, indicate the need for efforts to ensure that all interns develop a ‘sense of
belonging’ in their training platform. The impact of this finding on policy includes the
recognition by intern accreditation bodies of the role of individual intern characteristics as

important factors to consider when developing intern training curricula and oversight
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frameworks. This can translate into processes to mandate the development of welcoming
environments that facilitate the integration of interns from the start so that they commence as
a team respecting and appreciating each other’s contexts and diversity. The calls to work as a
collective to “decolonize” and humanize training has resonance here. " Intern programmes
and curricula need to change to evaluate intern and supervisor interactions to ensure all
interns are experiencing optimal supervision and that consideration is made of individual

demographic factors.

As the SA medical community transforms to reflect the true demography of the country,
efforts should be made to ensure the inclusion and support for ‘engagement” of junior doctors
within hierarchical and ‘established’” communities of practice. Individual demographic factors
in the LE can no longer be regarded as minor factors in the learning process and more work is
needed to understand how they impact on successful orientation and learning especially in the

formative period of internship.

Challenges

The sample only included interns linked to hospitals in one province and the possibility exists
that findings could reflect a regional bias. However, the large number of interns sampled,
good response rate and the choice of large hospitals with known high disease burdens is
thought to be adequately representative of the South African internship programme and adds
confidence that the findings would likely represent those of others including other health

professionals in the SA setting.

The PHEEM instrument was originally created for postgraduate registrars, however we
believe that the learning environment of interns” work resembles that of the postgraduate
registrar trainees and therefore highly relevant.

This study did not explore the training received or the previous clinical experience of
supervisors which would influence the relationship in this setting.

This study used quantitative methods to assess the LE and to fully understand the learning

environment in depth, a qualitative evaluation of intern’s perceptions of the LE is needed.
CONCLUSION

Whilst organisational factors have been noted to affect the LE of interns in SA, our research

indicates that individual demographic factors are important. Perceptions of the LE as
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measured by validated and reliable tools like the PHEEM are influenced by various
demographic and individual factors. First year interns, who have not graduated from the local
university and who are from previously disadvantaged socio-economic groups in SA are
more likely to perceive a poorer LE than their peers. These factors affecting a ‘sense of
belonging” will become apparent in challenged situations where there is inadequate
supervision and mentoring and within the rapidly transforming demographic environment in

SA as it attempts to ‘decolonize ‘its practices.

Efforts must be made to ensure that medical intern and all health professional training
policies and practices recognise that these factors must be considered during teaching,
mentoring and supervision. Further qualitative studies into these relationships are needed to
improve our understanding in clinical settings as we aim to train competent health

professionals for effective practice in transformed settings.
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6.4 Key findings and contribution of this manuscript to the thesis

The paper highlighted findings into a multitude of factors that interplay and influence interns’
perceptions of the LE. Whilst environmental factors, which can be viewed as external (extra-person)
factors have been identified as major factors that influence perceptions of the LE, this paper highlighted
the importance of specific individual factors that are influential.

The demographic factors, including socio-economic characteristics of race and economic
background are shown to be significantly important in how interns, perceive their LE. These factors
furthermore are shown to be related to perceiving oneself as a ‘newcomer’ in efforts to gain access to a
community of practice. First year interns who had completed their undergraduate medical training and
obtained their MBChB qualification at institutions other that the one where they had enrolled for
internship were also found to have had poorer perceptions of the LE reiterating the ‘newcomer’ status
as a factor that acts as an alienating influence, which restricted access into established communities.

The paper provided the platform whereby factors can be seen as experiences that influenced interns
and possibly added to their failure to engage in a group. This possible explanation resonates with theories
of alienation and engagement that have been used to explain issues of access and barriers to higher
education. In the context of entrenched power imbalances that characterizes hierarchical communities
of practice this is an important factor to consider. In the SA context of post-apartheid change, the failure
to ‘decolonize’ previously held hegemonies is an important factor when developing mechanisms to
ensure transformation and equitable access and participation in internship.

Whilst this chapter highlighted the interplay of factors associated with how interns perceive their
LE, the question of the sustainability of these communities of practice in internship, is raised amidst the
various changes noted. Integral to COPs is the ability of these communities to reproduce their
membership by the same processes that sees newcomers gaining access and participating in these units.
®9 This is a vital step in the medical trajectory as the ability to sustain the community of practice is
integral to the process of learning in internship and thus sustainability of the health system and
specifically the public health system. Career intentions of interns can be used as surrogate markers to
gauge the ability of the COP to recreate and sustain itself. Thus understanding the relationship between
perceptions of the LE and career intentions of interns in important to determine the sustainability and
future directions of health systems. Chapter Seven compares perceptions of the LE and individual

characteristics of interns with their career intentions
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CHAPTER 7: IMPACT OF THE LEARNING ENVIRONMENT ON CAREER
INTENTIONS OF PAEDIATRIC INTERNS

7.1 Introduction

This chapter reviewed the career aspirations of interns and investigated the relationship between
their career intentions and the recreation of the communities of practice that constitute the LE. This
study compared interns’ perceptions prior to exposure to the Paediatric LE with the perceptions of
interns who already had gained experience in the Paediatric LE. Interns’ career intentions related to
national health priorities were evaluated specifically regarding intentions to remain in the country, the
public health system and to serve in areas of priority such as primary health care and child health. In the
previous chapters the influence of both external (‘extra-person’) factors and individual characteristics
were identified as factors that influenced the perceptions of the LE. In this chapter the same factors were
investigated to examine their influence on career intentions.

In line with research objective that set out to determine the relationships of the LE and career
intentions amongst Paediatric interns, this study was aimed at the investigation of the careers intentions

of interns towards caring for children in the public health system of SA
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Background. High childhood disease burdens in South Africa (SA) prioritise the need for careers in paediatrics. Experiences of junior
doctors during internship may influence career trajectories in a direction that is discordant with national health priorities.

Objective. To explore the influence of the learning environment and demography on career intentions of SA paediatric interns.

Methods. This cross-sectional study involved sampling intern groups at the start and completion of internship in paediatrics to determine
their career intentions. A validated version of the Postgraduate Hospital Educational Environmental Measure was used to measure
perceptions of the learning environment (LE) in the post-paediatric internship cohort. Measures of the LE in combination with demographic
factors were compared with career intentions. Associations were determined by f-tests or analysis of variance and x? tests.

Results. A total sample size of 422 was obtained from two separate cohorts, which were demographically similar except for age. Most interns
(88.4%) intended to remain in SA, with 72.6% indicating an intention to practise in the public healthcare sector. There was a high intention
to specialise (85.9%), and 60.2% were keen on a career that involved children. Previous educational exposure and demographic factors other
than gender did not significantly influence career intentions. Perceptions of the LE significantly influenced decisions to stay in SA’s public
sector and to care for children. The decision to specialise, however, was not influenced by demographic variables or perceptions of the LE.
Conclusions. Paediatric interns from diverse sociocultural and educational backgrounds had similar career intentions. Most interns were
keen to work with children in SA’s public sector. However, learning experiences during internship significantly influence these intentions
and have the potential to drive young doctors away from SA, its public health service and paediatric care. Ensuring that training and support

of interns are optimised is essential if SA is to align its healthcare needs with the aspirations of its future healthcare workers.

S AfrMed J 2017;107(11):987-993. DOL:10.7196/SAMJ.2017.v107i11.12589

The mismatch between the number of medical practitioners in
the public healthcare sector and disease burden is most evident in
sub-Saharan African (SSA) countries.!'? Despite efforts to increase
the number of medical practitioners, high migration from SSA
countries and the shift towards private healthcare have perpetuated
this inequity.”’ Newly qualified doctors usually start their careers in
the public sector, but the odds of their leaving this sector increases
with time.!*! These patterns of career choice highlight the mismatch
between the intentions of most African medical students and the health
workforce needs of the continent.” A similar pattern is evident in
the South African (SA) setting, with inequitable doctor-patient ratios
between private and public healthcare and rural and urban practice,
and high aspirations on the part of junior doctors to work abroad.!¥
Within-country trends further indicate the continued preference for
private rather than public health service among practitioners.!®

While the undergraduate training period serves as an important
influence on career choice, the experience immediately after graduation
is becoming increasingly critical in these decisions."*! Career
directions seem to be decided early in junior doctors’ postgraduate
years.[*1®) SA medical doctors enter a 2-year internship immediately
after graduation. This formative period includes four major and four
minor disciplines. Paediatrics was introduced as a major discipline
concurrent with the implementation of the 2-year internship,!!! and
is a relatively recent addition to the internship rotation compared

with the other major disciplines of surgery, internal medicine and
obstetrics. In addition, demographic shifts in the composition of
interns have occurred following changes in the recruitment policies
of most SA medical schools, in attempts to redress the inequities
of apartheid.'?! Little is known about the influence of internship
training on career intentions, specifically in terms of paediatrics, in a
transforming medical community.

SA paediatric interns work in an environment with a high
disease burden. High neonatal, infant and under-five mortality
rates reflect multiple burdens of disease, with HIV, tuberculosis and
socioeconomic deprivation influencing childhood disease patterns.!'!
Excessive workloads, high levels of stress and burnout are constantly
being reported among all junior doctors, including interns.!'"! In
addition, poor supervision and institutional challenges with regard
to poor infrastructure and management add further dimensions to an
already challenging learning environment (LE) for interns.

The LE has been defined as a ‘set of factors that describe a
learner’s experience within an organization’!'® The clinical LE
has been described as consisting of three parts.'* The first part
includes the provision of shelter, comfort and food, and refers
to the infrastructure and physical facilities interns work in. The
second part relates to support and feedback and includes the
levels of harassment interns experience in the LE. The third
part refers to the structured training, supervision, coaching and

987 S8AMJ November 2017,Vol. 107, No. 11

MANUSCRIPT CHAPTER 7 101



MANUSCRIPT CHAPTER 7

learning required to develop the professional expertise of the
intern.!"®” The LE has been shown to influence trainees’ learning
processes and outcomes,!'*'” and satisfaction with the LE influences
future achievements of trainees.**?"’ The Postgraduate Hospital
Educational Environmental Measure (PHEEM) is a well-recognised
instrument used internationally to assess the LE in postgraduate
medicine, including medical internship.*2*

Attempts to determine the factors that influence the decisions
of medical practitioners to care for children in areas with a high
childhood disease burden require an understanding of the experiences
and career intentions of interns who are already serving this need.
The internship period offers a window of opportunity to influence
long-term career choices."* To align national health priorities and to
optimise healthcare would require identification of strategies to target
medical practitioners early in their careers."!

Objective

To explore the influence of the LE in internship and demographic
factors on the career intentions of interns with regard to paediatrics
in an environment with a high disease burden by: (i) exploring the
intentions of a cohort of SA medical interns in terms of future careers
involving caring for children in the public health system; (ii) comparing
career intentions before and after exposure to the paediatric internship
LE; and (iif) investigating the influence of demographic factors and
perceptions of the LE on interns’ career intentions.

Methods
Research design

This was a cross-sectional cohort study.

Procedure

The sample population included two cohorts of interns sampled at
two different times from four hospital complexes (comprising eight
hospitals) in both major cities of KwaZulu-Natal (KZN) Province, SA.
All four hospital complexes include large regional hospitals with high
childhood disease burdens.

The primary cohort consisted of interns who had completed their
internship in paediatrics and so had experienced the LE in this domain
in an institution with a high disease burden. This cohort was sampled
at the end of December 2015 and is referred to as the post-internship
cohort. The second cohort, sampled in January 2016, consisted of new
interns who were about to start their internship and had not had any
exposure to the LE of internship in paediatrics. All eligible interns
were informed of the study and invited to participate. Participants were
informed of their rights and could withdraw at any stage.

The survey instrument

The primary author (KLN) used a survey instrument that comprised
three segments. This instrument was part of a larger study on
learning experiences of interns in KZN. The first segment of the
survey instrument collected data on demographic variables related to
sociocultural factors and prior educational exposure. Sociocultural
variables assessed were gender, self-identified ethnicity, geographical
location of the intern’s home, and parental educational level
Geographical location was defined as consisting of three categories,
namely urban (mainly city and suburban neighbourhoods), semi-
urban (mainly ‘township’ neighbourhoods outside the main cities or
towns) and rural (growing up on a farm). These distinctly different
areas reflect significant racial and socioeconomic divisions in the SA
context.” Prior educational exposure was determined by gathering
data on the type of high school attended (whether a fee-paying or
non-fee-paying school) and university attended for undergraduate

medical training (whether the local university or a university
outside the province or country).? These variables are recognised
as important criteria in redressing inequity, and most SA medical
schools have amended their undergraduate selection criteria based
on these factors.!'” Self-reported undergraduate performance in
paediatrics in the final year was used as a marker of undergraduate
interest in paediatrics and was assessed to determine any relationship
with career intention.

The second segment of the instrument collected data relating
to perceptions of the LE as measured by the PHEEM. The original
developers of the instrument, following qualitative and quantitative
methods of research, proposed three subscales related to teaching,
role autonomy and social support.?* A local SA version of the
PHEEM instrument was validated in a cohort of paediatric interns
in four hospital complexes in Durban and Pietermaritzburg.*®
Cronbach’s alpha to assess internal consistency of the local PHEEM
was 0.943 for the overall scale. Cronbach’s alpha for the teaching,
autonomy, and social support subscales was 0.920, 0.815 and 0.760,
indicating good reliability. Construct validity was measured with a
factor analysis that indicated that a scale with three factors had 42%
of the total variance explained. The three subscales based on the
original tool were used to assess the LE.**

The PHEEM used in our study had eight minor changes to the
original 40 items to accommodate terminology relevant to SA
and paediatrics. Each participant scored each item on a five-point
Likert scale, where 1 = strongly disagree and 5 = strongly agree. The
original questionnaire used a scale of 0 - 4, while we followed a more
conventional scale of 1 - 5 as used by some authors.*” The LE was
measured only in the post-internship cohort who had completed
their internship in paediatrics in December 2015.

The third segment of the survey instrument collected data on
career intentions of interns in terms of their long-term future. This
included working in or outside SA, and if the decision was to work in
SA, whether this would be in the public or the private health sector.
Information was also obtained on the intention to enter a medical
specialty or general medical practice, and the likelihood of caring for
children in whatever future career the respondent intended to pursue.

The questionnaire was group-administered by the primary author
at each hospital. The group-administrative procedure ensured an
improved response rate and immediate response to queries.

Sample size

A samplesize calculation wasbased on the comparison of demographic
variables and career intentions with PHEEM scores. Using a one-way
analysis of variance (ANOVA) with up to four groups, the detection
of a medium effect size (Cohen’s d), at 80% power and the 5%
significance level, a sample size of 180 was required.”*”

Data analysis

The overall PHEEM scale and subscale scores were calculated for
each participant. The negatively worded items (7, 8, 11 and 13) were
reverse-scored. Where there were missing data, means were computed
based on data for available items, provided this did not exceed 20%
of the items. The x* test was used to assess the relationships between
demographic variables and career intentions, and between these
variables and intern group. Fisher’s exact test was used for 2 x 2
tables or where the requirements for the x* test could not be met. The
relationship between age, PHEEM scores and demographic variables
and career intentions was assessed by the t-test (or ANOVA for more
than two categories). Where the data did not meet the assumptions
of these tests, a non-parametric alternative, the Wilcoxon rank sum
test (or the Kruskal-Wallis test for more than two categories) was
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used. Data analysis was carried out using
SAS version 9.4 for Windows (SAS Institute,
USA). The 5% significance level was used.

Ethical approval

Ethical approval for the study was obtained
from the University of KwaZulu-Natal Bio-
medical Research Ethics Commiittee (ref. no.
BE177.15). Permission was also granted by
the various institutions, as well as the Health
Research and Knowledge Management
Subcomponent of the KZN Department of
Health (ref no. NHRD:KZ_2015RP30_226).

Results

parental educational level, high school
attended and self-reported final-year marks
in paediatrics, the differences between
the cohorts surveyed were not statistically
significant. Most of the interns sampled
(87.5%) had completed their undergraduate
studies at medical schools in SA, with 12.5%
having graduated from non-SA medical
schools. Fig. 1 illustrates the distribution of
interns sampled who had attended various
SA medical schools. The largest proportion
had obtained their undergraduate medical
qualification from the University of Kwa-
Zulu-Natal (29.4%), followed by the Uni-
versity of Pretoria (13.8%), Stellenbosch

University (13.4%), the University of the
Witwatersrand (13.1%) and the University of
Cape Town (11.9%).

Table 2 sets out the career intentions of
all the interns sampled and compares the
pre-internship and post-internship cohorts.

Preferred location of practice

The majority (88.4%) of all interns indicated
an intention to practise in SA. Overall, 72.6%
of the interns intending to practise in SA
indicated a preference for public sector
service. However, almost a third of the
post-internship cohort (32.7%) indicated a
preference for private sector practice. This

Sample size and response rates
The total sample size of 422 respondents

was adequate for the purposes of the study. the
The 2015 post-internship cohort (1=209) Pretoria
represented a response rate of 55.3%, and Stellenbosch
the 2016 pre-internship cohort (n=213) a . _—
response rate of 86.9%. £

2 uct
Demographic factors = —_—
As expected, there was a significant age s
difference (p<0.0001) between the pre-
and post-internship cohorts. The median Limpopo
age of the pre-internship cohort was 24 Other

(interquartile range (IQR) 24 - 25) years, as T T T 1
opposed to the median of 26 (IQR 25 - 27) 0 s 10 1 2
years for the post-internship cohort.

Table 1 sets out the other demographic Fig. 1. Distribution of the interns sampled (N=411) in respect of South African medical schools attended.
characteristics of the two cohorts of interns  (UKZN = University of KwaZulu-Natal; Pretoria = University of Pretoria; Stellenbosch = Stellenbosch
surveyed. With regard to gender, ethnicity, University; Wits = University of the Witwatersrand; UCT = University of Cape Town; UFS = University
geographical location of the intern’s home,  of the Free State; WSU = Walter Sisulu University; Limpopo = University of Limpopo.)

Interns, %

Table 1. Comparison of demographic characteristics of the pre- and post-internship cohorts of interns surveyed
p-value for between-

Category Overall, n (%) Pre-internship, n (%) Post-internship, n (%) group test
Gender (N=411) 0.072
Male 166 (40.4) 75 (35.9) 91 (45.1)
Female 245 (59.6) 134 (64.1) 111 (54.9)
Ethnicity (N=392) 0.22
White 129 (32.9) 76 (37.6) 53 (27.9)
Indian 122 (31.1) 58 (28.7) 64 (33.7)
Black African 114 (29.1) 54 (26.7) 60 (31.5)
Coloured 27 (6.9) 14 (7.0) 13 (6.9)
Geographical location (N=409) 0.31
Urban 250 (61.1) 131 (63.3) 119 (58.9)
Township 114 (27.9) 51 (24.6) 63 (31.2)
Rural 45 (11.0) 25 (12.1) 20 (9.9)
Parental education level (N=406) 0.26
Non-university 122 (30.0) 57 (27.5) 65 (32.6)
University 284 (70.0) 150 (72.5) 134 (67.3)
High-school type (N=409) 0.075
Non-fee 160 (39.1) 73 (34.9) 87 (43.5)
Fee paying 249 (60.9) 136 (65.1) 113 (56.5)
Final-year paediatrics mark (N=404) 023
<60% 30 (7.4) 11 (5.4) 19 (9.5)
>60% 374 (92.5) 192 (94.6) 182 (90.5)
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‘Table 2. Career intentions of the pre- and post-internship coborts

Overall (N=422), Pre-internship (N=213), Post-internship p-value for between-
Category (%) u (%) (N=209), u (%) group test
Say in SA 343 (88.4) 178 (94.0) 165 (87.3) 051
Leave SA 45(11.6) 21 (10.6) 24(12.7) )
Private sector 94(27.4) +0(22.5) san 0.03°
Public sector 249 (72.6) 138 (77.5) 111 (67.3) -
Will care for children 245 (60.2) 128 (61.8) 120 (58.5) 049
Prefer not to care for chilkdren 164 (39.8) 79. (38.2) 85 (401.5) '
Specialise 354 (85.9) 176 (85) 178 (86.8) a1s
General practice 50(12.3) 31(149) 19 (9.6) )

SA = South Africa
gt u poo s

was a percentage significamtly higher than the 22.5% reported in the
pre-intemship cohort who indicated a preference for private sector
practice,

Intention to care for children and intention to specialise
When asked about the likelihood of caring for children in their future
carcers (whether in general practice or in their chosen specialty),
60.2% intended to care for children. This percemtage was similar
across the cohorts. The majority of interns (85.9%) intended to
specialise in the future. This figure was not significantly different in
the two coborts sampled,

Influence of demographic and educational factors

on career intentions

Table 3 shows the relationships between demographic variables and
previous educational exposure with career intentions of the interns,

Ethnicity, family educational level, geographical location of the
intern’s home and type of high school attended did not significantly
influence intentions to practise in SA or or 1o practise in the public
or private sectors, These sockocultural factors were also not found
to be significant in influencing intentions to specialise among the
sampled interns.

Significant associations were found between gender and intentions
to practice in the private sector and to care for children. A higher
proportion of male interns (44.4% of all male interns) than female
interns (16.6% of all female interns) indicated an intention to move to
the private sector, A higher proportion of female Interns (64.4% of all
female ingerns) than male interns (only 45.3%) indicated an intention
to care for children in the future. Significant associations were found
between ethnicity, the geographical location of the intern’s home and
their intention to care for children. More intermns who self-identified
as black African (71.7%) indicated a preference for paediatric service
compared with Indian (60.0%) and white (54.3%) interns and those
of mixed race (40.7%). A higher proportion of interns from rural
arcas (82.2%) than interns from urban (58.0%) and semi-urban
(57.0%) locations intended to care foe children,

Educational factors and carcer intentions

The imentions of interns to practise in SA, to spedialise and to work
with children were not significantly associated with the medical
school they graduated from or their performance in the final year of
their undergraduate pacdiateic studies.

An intention to stay in the public sector in their fture careers
(among those who indicated that they intended to practise in SA)
was significantly assoctated with whether an intern had graduated
in SA or in another country, and with performance in the final year

of undergraduate paediatric studies. A higher propoction of non-SA-
graduated interns (44.7%) than locally graduated interns (253%)
indicated an intention 10 work in the private sector,

Compared with interns who indicated that they had obtained
260% in final-ycar paediatrics, a higher proportion of interns who
had scored <60% indicated a preference to work in the private sector
(23.9% v 44.0%).

Association between perceptions of the LE

and career intentions

I'he relationship between the overall PHEEM scores and the three
subscale scores measuring interns’ perception of their LE and career
intentions is summarised in Table 4.

Significant associations were found between the overall PHEEM
score and career intentions of interns following the paediatric
internship. There was a significant association between the mean
PHEEM score and Intention to practise in SA, The mean score
(standard deviation (SD)) for interns intending to leave SA (3,07
(0.65)) was significantly lower than that for interns intending to
practise in the SA private sector (3.50 (0,54)) and in the SA public
sector (3.62 (0.43)) (Fig. 2). Similar relationships were seen across all
three of the PHEEM subscales of teaching, role autonomy and social
support. There was a significant relationship between the overall
PHEEM score and intention to pursue paediatric practice in the
future. Interns who indicated an intention to care for children scored
significantly higher on the PHEEM (3.59 (0.44)) than those who

0 4

“s

PHEEM gvardl mun som
-
-]

10 4 =

Outude A

SA privae sector SA P secton

Practics kocation

Fig. 2. Assochation betwoen PHEEM score and intention to practise in
SA, and in the private or the public sector, (SA = Sowuth Africt; PHEEM »
Posggraduate Hospital Educational Environmental Measure.)
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Table 3. Relationship between demographic variables and prior educational experience with career intentions

Intention to care

Area of practice for children Intention to specialise
Private Public ‘Will care Prefer not to General
Category Stay in SA  Leave SA sector sector for children  care for children Specialise  practice
Gender
Male 88.2 11.8 445 55.6 453 54.7 86.5 13.5
Female 89.5 10.5 16.6 83.4 64.4 35.6 135 87.3
Total, % (1) 89.0 (340)  11.0 (42) 27.7 (94)  72.3(246) 60.5 (245) 39.5 (160) 869 (341)  13.1(51)
p-value 0.69 <0.0001* <0.05* 0.81
Ethnicity
Black African 91.5 8.4 28.5 71.4 71.7 28.3 90.5 9.4
Mixed race 88.5 11.5 17.4 82.6 40.7 59.3 86.9 23.1
Indian 88.8 11.2 21.4 78.6 60.0 40.0 89.8 10.2
White 89.7 10.3 352 64.8 54.3 45.7 82.4 17.6
Total, % (1) 89.9 (329)  10.1(37) 277 91)  72.3(238) 60.2 (233) 39.8 (154) 86.7 (325)  13.3 (50)
p-value 0.91 0.09 0.006* 0.08
Parental education level
University 89.7 10.3 29.1 70.9 60.3 39.7 88.9 11.1
Non-university 872 12.8 235 76.5 62.1 37.9 83.9 16.1
Total, % (n) 889 (336)  11.1(42) 274 (92) 72.6(244) 60.8 (244) 39.2 (157) 87.4(334)  12.6 (49)
p-value 0.48 0.29 0.72 0.17
Geographical location
Urban 87.9 12.2 27.1 72.9 58.0 42.0 86.2 13.8
Semi-urban 88.6 11.4 30.1 69.9 57.0 43.0 87.5 12,5
Rural 95.6 4.4 256 74.4 82.2 17.8 90 10.0
Total, % (1) 89.0 11.0 27.7(94) 723 (245) 60.4 (244) 39.6 (160) 87 (340) 13.0 (51)
p-value 0.32 0.82 0.006* 0.787
High school type
Fee paying 842 15.8 30.1 69.9 59.4 40.6 87.2 12.8
Non-fee 89.3 10.7 239 76.1 62.0 38.0 86.8 13.2
Total, % (1) 86.6 (278)  13.4 (43) 27.6 (94)  72.4(246) 60.4 (246) 39.6 (161) 87.1 12.9 (51)
p-value 0.18 0.21 0.6 0.92
Where undergraduate
studies done
SA 85.8 14.2 253 74.7 59.2 40.8 86.5 135
Non-SA 88.0 12.0 44.7 553 71.4 28.6 92.0 8.0
Total, % (1) 86.1 (261)  13.9 (42) 32.7(93)  86.3(245) 60.6 (245) 39.4 87.2 (342)  12.8 (50)
p-value 0.69 0.01* 0.09 0.28
Final-year paediatrics
mark
=60% 90.8 9.2 239 76.1 58.5 41.5 87.4 12.6
<60% 96.1 30 44.0 66.0 66.7 33.0 83.4 16.6
Total, % (n) 91.2(332) 8.8(32) 25.5(82)  74.5(240) 59.1(230) 40.9 (159) 87.1(337) 129 (50)
p-value 0.35 0.026* 0.38 0.52

SA = South Africa.
“Significant at p<0.05.

preferred not to care for children (3.42 (0.56)). A similar relationship
was found in the teaching and role autonomy subscales. There was
no significant relationship between the intention to specialise and
perceptions of the LE as measured by the PHEEM instrument.

Discussion
This study has shown that perceptions of the LE in which interns work
significantly affect their career intentions, while most of the demographic
factors analysed were not found to influence these intentions.

The good responses obtained with the group administration are
similar to other studies in which the PHEEM was used to measure

the LE.®**! Apart from the expected age difference, the demographic
similiarities between the pre- and post-internship cohorts allowed for
the comparison of career intentions across the groups as representing
either interns with experience in the paediatric LE during internship
or those without experience.

The demographic composition of the interns in these cohorts
reflected changes in undergraduate recruitment and admission
policies. This sample included an increasing number of black African
and female newly qualified doctors in both cohorts, which reflects
the overall changes in the medical practitioner community in SA.
Although the majority of interns came from urban homes with
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Table 4. PHEEM scores v. career intentions of paediatric interns

Overall Teaching subscale Role autonomy subscale Social support
Category n Mean (SD) n Mean (SD) n Mean (SD) n Mean (SD)
Area of practice
Leave SA 24 3.07 (0.65) 24 3.12 (0.79) 20 3.26 (0.54) 92 2.82 (0.59)
SA private sector 53 3.50 (0.54) 53 3.54 (0.65) 53 3.60 (0.51) 54 331 (0.52)
SA public sector 109 3.62 (0.43) 110 3.67 (0.51) 105 3.74 (0.42 109 34 (0.51)
p-value <0.0001* 0.0002* 0.0003* <0.0001*
Intention to care for children
Will care for children 117 3.59 (0.44) 118 3.66 (0.50) 111 3.73 (0.42) 118 336 (0.52)
Prefer not to care for 85 3.42 (0.56) 85 346 (0.67) 83 3.52 (0.51) 84 323 (0.56)
children
p-value 0.016* 0.02* 0.0019* 0.098
Intention to specialise
Prefer to specialise 175 3.51 (0.52) 176 3.57 (0.60) 168 3.64 (0.48) 176 3.30 (0.54)
Prefer general practice 19 3.45 (0.40) 19 351 (0.46) 18 3.51 (0.46) 18 3.19 (0.41)
p-value 0.60 0.64 0.83 0.41
PHEEM = duate Hospital Ed 1 Envi 1 M SD = standard deviation; SA = South Africa.
“Significant at p<0.05.

university-educated parents, over a third came from semi-urban or
rural homes and nearly a third from families in which neither of the
parents had obtained a tertiary qualification.

Practice preference for SA’s public sector service

In this study, only 11.6% of the interns indicated an intention to
leave SA after completion of their internship and community service.
This figure is similar to reports from previous SA studies.”** The
proportion of medical practitioners intending to emigrate is much
higher among cohorts sampled in other SSA countries, reflecting an
advantage for SA, possibly owing to its relatively better-resourced
postgraduate training infrastructure than other SSA countries.”*
This positive trend of the bulk of junior doctors intending to remain
in SA provides an opportunity to harness their potential and align
it to national priorities. A further positive finding was that over
two-thirds (67.3 - 77.5%) of interns intended to work in the public
sector. However, the proportion of respondents who intended to
work in the public sector dropped after internship, possibly reflecting
the influence of the LE on the decision to move from SA’s public to
private healthcare sector. The trend towards leaving the public sector
for the private sector mirrors findings in the rest of SSA,'* where the
odds of doing so increase each year. The figures also support those
in a study where a third of junior doctors indicated a preference to
practise in the private healthcare sector.l*!

The finding that ethnicity, family educational background and
geographical location of an intern’s home had no significant role in
decisions to leave SA or to work in the public sector indicates that
most newly qualified SA doctors have very similar career intentions.
Career intentions seem similiar across universities in SA, and in
this study, individual self-reported undergraduate performance was
shown not to have any association with career choice. The preference
of non-SA-trained graduates to work in the private health sector
needs further exploration with larger samples. It is possible that
graduates who trained eslewhere are keen to work in SA specifically
so that they can enter the lucrative private sector.

Intention to specialise

The high proportion of respondents intending to specialise in abranch
of medicine (>85%) is similar to other reports on career choice among
junior doctors.**3! It is diffcult to determine when this decision is
actually being made. The high intention to specialise in both the

pre- and post-internship cohorts suggests that undergraduates may
nurture the idea of specialising, and the internship period, with its
modular approach of four major and four minor specialties, serves
to entrench the idea further. Demographic factors were not shown
to influence the decision to specialise, reinforcing the finding that
aspirations were similar among most qualifying interns.

The high proportion of respondents intending to specialise raises
concern, especially in view of the fact that national priorities strive
to create a strong primary healthcare infrastructure and workforce.
Findings that over half of all doctors in developed countries will
become general practitioners reflect this discrepancy between junior
doctor career intentions and national requirements.”" Long-term
studies have indicated that half of those who intended to specialise
were in fact working in general practice when tracked within 10 years
after qualification.” These findings may suggest that the aspirations
to specialise that are firmly entrenched following medical school and
internship are incongruent with the actual healthcare needs of most
countries. The observation that most medical doctors who originally
intended to specialise enter general practice needs further exploration
in the SA context, where a strong primary healthcare foundation is
integral to national plans to ensure more equitable healthcare delivery.

Intention to care for children

With the burden of child health remaining high in SA, a major
strategy towards improving paediatric care is to ensure the training
of healthcare workers who are competent in and passionate about
caring for children. Our finding that ~60% of interns intended to
care for children represents another opportunity to harness these
desires in the early post-qualification years by mentoring, supporting
and encouraging careers in paediatrics and child health during
this period. Gender has been recognised as a factor in choosing
paediatric care, and this study supports this finding.">** The finding
that higher proportions of black Africans and interns from rural
areas favoured careers in which they would care for children needs
further exploration, especially in the context of the transforming
demographics in the medical practioner population.

Influence of the LE on career intentions

The significant influence of interns’ perceptions of the LE on
decisions to work in SA, in the public sector and with children
clearly indicates the importance of the internship LE in shaping
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career intentions. With the teaching subscale scores in the PHEEM
showing signifcant influences on career intentions of respondents
who had completed their internship in paediatrics, it is evident that
the role of supervisors and the quality of mentoring and training in
this environment highly influence career intentions of junior doctors.

This study further indicates that negative influences in the LE
steer interns away from careers that would support national health
priorities such as caring for children in the public sector. Given
the reported challenges in ensuring quality training and optimal
standards of care at institutions where interns work, the importance
of the internship accreditation processes needs to be re-emphasised
to ensure successful learning in an optimal LE.*** Ensuring an
optimal LE in internship has the potential to significantly affect long-
term health workforce planning.

Study limitations

This study analysed data from two separate cohorts, as opposed to
documenting the changing intentions in one cohort over time. Interns
in only one province of SA were sampled, representing the LE of only
one provincial health department. Furthermore, the study focused on
one specific discipline during internship and may not be representative
of other specialties. No qualitative data were collected, and only
quantitative measures of self-reported intern perceptions are presented.

Conclusion

In this study, most newly qualified medical doctors indicated an
intention to work in SA’s public healthcare sector and a desire to care
for children. Apart from gender, other demographic factors did not
appear to influence these decisions significantly. However, internship
was shown to be a critical phase, as perceptions of the LE signficantly
influenced interns career decisions, with negative experiences
potentially steering them away from working with children in SA’s
public health system. The study shows that the impact of the LE must
be considered when designing and accrediting training programmes
for junior doctors.

To tackle SA’ high childhood disease burden, increased efforts to
understand and improve the training environment during paediatric
internship are required. Further qualitative studies and investigations
across more disciplines and provincial settings are needed to fully
understand the roles of factors in training and the LE on future
workforce predictions and career trajectories. This brief but critical
period in junior doctors’ training may be the only opportunity we
have to align the aspirations of newly qualified medical practitioners
with national healthcare needs.
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7.4 Key findings and contribution of this manuscript to the thesis

Results from this study showed a relationship between interns’ perceptions of the LE and their
career intentions. This was corroborated when comparing the results of the career intentions of intern
groups before and after internship exposure.

The findings that the perceptions of the LE during internship influenced decisions to migrate from
SA’s public health sector and from opportunities to care for children entrenched the importance of
internship as a formative period for career decision-making. This study provided information to
understand the reality seen in many SSA countries where the chances of health practitioners leaving the
public sector increases with time after qualification. (%9

The study highlighted the impact of gender on career intentions whilst indicating that interns
irrespective of ethnicity, or university or socio-economic background had similar career intentions. In
addition the strong inclination towards career futures that included specialisation, indicated a divergence
from national plans for producing primary health care practitioners.

The interplay of factors within the LE are thus important considerations in career decision making
amongst interns and needed to be understood with greater depth. Whilst this study confirmed the
influence of perceptions of the LE on intern career decisions, the differences noted between supervisor
and intern perceptions and the impact of individual demographic factors on perceptions of the LE
required further exploration. In order to understand the interplay of these factors on career intentions
and the impact on national health priorities required the use of further qualitative methods for its ability
to add depth from strategies such as the focus group discussion. This qualitative exploration into the
reasons for the relationships between the perceptions of the LE and career intentions was subsequently
conducted and the findings are presented in Chapter Eight.
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CHAPTER 8: HOW DO INTERNS’ PERCEPTIONS OF THE LEARNING
ENVIRONMENT INFLUENCE THEIR CAREER INTENTIONS?

8.1 Imtroduction

The qualitative nature of this stage of the study, aimed to provide greater insight into the findings
highlighted in Chapters 5 to 7. Whilst the findings are presented in a standalone format for a publication,
the integrated nature of the chapter to the rest of the studies must be noted. This is in keeping with the
sequential explanatory mixed-methods design of the study. The qualitative thematic analysis of the
narrative data generated from the open ended questions in the survey was thematically analysed and
supplemented the qualitative data generated during the focus group discussions

In line with the research objective that set out to explore the views of interns on their experiences
in their LE and the relationship of these experiences to career intentions, this study was aimed at the
mvestigating why Paediatric interns experienced the LE in the way they did, and how those factors
associated with LE, influenced intern career intentions towards care in SA’s public health system. This
chapter presents the analysis of the focus group data discussions on the background of the relationships

already reported on based on the survey results (Chapters 5-7).
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Van Wyk, Jacqueline M
Journal: The African Journal of Primary Health Care & Family Medicine (PHCFM)
Journal

Peer reviewed (blinded)
Details:

Listed on Department of Higher Education & Training (DoHET)
Status: Manuscript submitted for publication

8.2.1 Journal Information

The African Journal of Primary Health Care & Family Medicine (PHCFM) welcomes submissions
that encourage scholarly exchange between family medicine and primary health care researchers and
practitioners across Africa and the developing world, whilst providing a contextual and holistic view of
family medicine as practiced across the continent. The journal is indispensable for primary health care
practitioners, family medicine specialists and academics from both the developing and developed
worlds, and offers an engaging insight into the growth of these disciplines from a distinctly African and
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ABSTRACT:

Introduction:

Priority health needs in South Africa (SA) advocate for primary care medical practitioners
within public health facilities who are capable and committed to caring for children. Poor
perceptions of the clinical learning environment (LE) amongst interns (newly qualified
medical practitioners in the first two year following graduation) correlate with the migration
of practitioners from SA’s public health service. In order to develop strategies to ensure a
reliable workforce for paediatrics and child health there must be an understanding of the
career intentions of interns in SA.

Methods:

A social constructivist paradigm framed the methodology of this study. Interns in major
hospitals in KwaZulu—Natal were sampled in 2015 to explore their perceptions of their
learning environment and its relation to their career intentions. Five focus groups were held
across five high childhood disease burdened hospitals to gather data on paediatric intern
experiences. Qualitative data, from focus group discussions were coded and themed using a
combination of manual and computer assisted methods (NVivo 11 software).

Results:

A high disease burden, poor support and failure of full participation within ‘communities of
practice’ in hospital-based specialist units led to interns failing to identify with roles in
primary care and child health. Interns instead favoured specialization and express hesitancy
in caring for children.

Conclusion:

Challenging environmental factors especially dysfunctional ‘communities of practice’ in
hospital settings, foster conditions that interns perceive as barriers to or identifying with
careers in primary care and child health. Changes to the LE including alignment of intern
curricula to national child health priorities, improved training and support to interns may hold

the potential to align career intentions of SA interns with national health needs.

Introduction

The South African (SA)National Department of Health Strategic plan 2014-2019 " and the
National Health Insurance (NHI) white paper of 201 i prioritize the need for productive and
retainable primary care medical practitioners which includes a commitment to child health.
The career intentions of interns, should ideally be focused towards strengthening primary

health care in public health facilities with a willingness to care for children. Research into the

MANUSCRIPT CHAPTER 8 112



career choices in Africa, however indicate an increasing trend among medical practitioners to
abandon the public health sector resulting in a general failure to address key national health
priorities. '** Little is known of the experiences and perceptions of SA interns working in
high childhood disease burdened environments and how these environments influence career
intentions especially regarding to working in the public health sector, in primary health care

that included children.

The context in which interns practice can be defined as the clinical learning environment
(LE) and their perceptions of that environment are used to gauge assessments of the quality
of such training. I The LE consists of the ‘physical environment’ (facilities, comfort, safety
and work-hours); the ‘intellectual environment” (support for training, learning with patients,
use of evidence based knowledge), and the ‘emotional environment’ (social support, the
levels of harassment experienced). ! Their perceptions are shown to influence the career
intentions of junior doctors. '*' Validated tools like the Postgraduate Hospital Educational
Environmental Measure (PHEEM) are useful to assess perceptions of the LE. "'n a recent
study, Naidoo KL, Van Wyk JM,2017 et al demonstrated that low PHEEM scores indicating
poor perceptions of the LE were significantly associated with the intentions of interns to
leave SA, its public health systemI and to care for children'™. Analysis of the qualitative data
of the open-ended questions on career intentions study revealed multiple themes that were
used in formulating the focus group interview schedule. This study further highlighted the
need for greater qualitative data to fully understand the reasons for the poor perceptions
which interns had of the LE'®), Theoretical models are used in educational studies to frame
the understanding of interactions of learning and propose possible solutions to challenges
noted. The ‘communities of practice’ theory views learning situated in co-participation
whereby the intern as a ‘newcomer © within a clinical unit such as a department, ward or
clinic enters a trajectory to full “membership ’in this unit of practice ”'. The Social Cognitive
Career Theory (SCCT) is presented as a possible way to understand the processes through

which interns within these ‘communities of practice” form career interests '

This study was thus conducted to explore the factors present in high childhood disease
burdened LEs which influence interns’ perceptions to care for children in the South African
public health system. In particular, this study explored the experiences of paediatric interns of
their LE and further explored insights into the influence of factors associated with the LE on

the career intentions of the interns.
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Methodology

Given the nature of the study was to explore and understand the factors influencing the
perceptions of interns of the LE on their career intentions, this study was conducted within a
social constructivist paradigm. Interns are viewed as learners who are active participants in
their own learning. The paradigm was selected for its suitability to emphasise the importance
of social engagement in the intern’s learning process and for accommodating multiple

realities based on social and experiential constructions of interns.

Interns in five large hospitals serving high childhood disease burdened populations in Durban
and Pietermaritzburg in KwaZulu-Natal were purposively invited to participate in focus

groups discussions in December 2015

Ethical approval for the study was obtained from the University of KwaZulu—Natal
Biomedical Research Ethics Committee Participants were informed of the study through their
respective intern coordinators and they were informed of their right to withdraw at any stage.
Written informed consent was obtained from all participants. Participation in the study was

voluntary with the anonymity and confidentiality of respondents being assured.

The focus groups were conducted during an allocated time during the day and interns
participating in the focus groups were provided with lunch. The primary researcher facilitated
all focus group discussions using a semi-structured interviewer guide. The focus group
discussion questions were used as a guide to explore the interns’ experiences in the paediatric
rotation, their career intentions following internship and their prospects to work with children

in the SA public health system.
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Figure 1: Focus group Interviewer guide

Focus group interview schedule:

1. Tell us about your experiences whilst working in paediatrics and child health
during your internship?

2. Tell us about your long term career intentions?

3. What do you feel about a future career in the South African public heath
system?

4. What do you feel about looking after children in which ever future career you
intend following?

5. Why do you think you feel the way you do about your future career

intentions?

Data Analysis

The focus group data were audio-recorded and transcribed verbatim. The transcripts were
read by the primary researcher and a research assistant for accuracy. The primary researcher
re-read the transcripts on multiple occasions to familiarize himself with the data before the
inductive coding process. The primary researcher used NVivo 11 to enter transcribed data
and to create and categorise codes and themes. A second independent investigator (a
professional health educationist) verified the codes derived from the data by cross-checking
these against the original transcripts. This process was conducted independently to enhance
the credibility and trustworthiness of the data. "' A list of major descriptive themes was
developed by each coder. Data saturation was identified by referencing quotes from all the
focus groups to the emergent themes. Consensus was obtained after an iterative process to

define the final themes. "

Trustworthiness

We applied the general criteria for trustworthiness of qualitative research of Lincoln and
Guba, 1> 13 Triangulation of data was enabled by having five different focus groups across
different sites which allowed the pooling of a wide variety of views. This process assisted in
gathering a range of “thick descriptions’ to understand the context. '*! Reflexive bias was
decreased through data analysis involving an additional investigator an educationist who was
not involved in intern training, as the primary researcher is a paediatrician involved with

intern training at one of the sites.
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Results

The demographic characteristics of the participants of the focus group discussions are

indicated in Table 1.

Table 1. Characteristics of the participants in the focus groups n (%)

ST Focus groups
Characteristics( #) n=33 (%)
Male(M) 14 (42)
Gender

Female(F) 19 (58)

Black African(B) 14 (42)

Mixed Race(M) 3(9)
Ethnicity -

Indian(I) 9 (27)

White(W) 7 (21)

Addington 7 (21)

King Edward VIII 5(15)
Hospital Mahatma Gandhi 6(18)
FG 1-6(#) Pietermaritzburg complex Edendale, 8 (24)

Grey’s and Northdale Hospitals

Prince Mshyeni 7 (21)

(#) Code for quotations e.g. M, B: FG 1= male participant (M), Black African (B) from

Data source Focus Group 1(FG1)

The major analytical and descriptive themes with their respective inductive codes are

presented in Table 2. All themes were consistently articulated in all focus groups.

Perspectives associated with the themes are presented and quotations included for

verification. Quotations are coded for gender, ethnicity and which focus group to highlight

the spread across diverse participants and sites.
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Table 2. List of inductive codes, descriptive themes and major analytical themes.

Inductive codes

Descriptive themes

Major analytical
themes

1.

Institutional
challenges in
hospitals

Disease burden

Social
circumstances of
patients

Restrictive
approach to
participation within
clinical units

Influence of role
models on careers
intentions

Perceived coercion
to generalist

(primary)care from
national authorities

Emotional burden
and increased stress
associated with
paediatric care

Positive personal
outcomes seen with
specialization

Concerns with
access to specialize

External barriers that
influence career intentions._

Barriers to participation

within

clinical units

Reluctance to provide

priority

health services

Strong agenda to specialise

The LE negatively
influences intern career
intentions in the SA
public health system

Discordance between
intern’s career
intentions and national
health priorities

Influences of the Learning environment on career intentions

It is evident that the experiences gained during internship, serve as a major factor when

interns contemplated their long-term career intentions.
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“Internship opens your mind...because in medical school your life is still about
reading from a book, and then in internship, you enter to the real world” (M2, B:
FG3)

Contextual barriers to career intentions in Public health care

Interns articulated a number of challenges in the LE. Institutional challenges noted included
resource constraints affecting care of patients on a daily basis (lack of daily needed
consumables, nurses and intensive care unit beds) and poor support to clinicians in the

provision of resources by perceived inefficient management.

“The lack of resources, like when you see patient dying. Where's the ICU?
Where’s the high care in this hospital? Whose is going to survive a heart attack?”

(F1, B: FG3)

“I don’t want to ask someone ten times to be efficient ...this is often the struggle

...struggling makes your work environment very unpleasant” (M1, W: FG2)

“Iwas thinking Iwould never go into private but when you are running around in
the middle of the night looking for (IV lines), things that should not be a problem,
you get frustrated” (F3, I. FG2)

Disease burden

The impact of a high mortality especially due to HIV/AIDS and Tuberculosis (TB) especially
in paediatrics coupled with a fear of needle stick injuries and contracting TB steered many
interns away from identifying with future roles in these fields in the SA public sector. Some
interns saw the exposure to a high disease burden as means to develop experience, for their

future.

“If it comes to internal medicine then you just don’t care ... when it’s the ninetieth

HIV/TB patient ...."” (M4, M: FG4)

“If I do internal medicine or paediatrics, I wouldn't do it in SA, I don’t want to be
a specialistin HIV and TB...” (F2, W: FG4)

“The heavy workload makes you a better doctor with more capacity for later

practice” (F3, W: FGS5)
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Social circumstances of patients

There was an antagonism and apparent lack of empathy expressed by interns towards patients
and the contexts they came from. Late presentation of illness, poor patient compliance to
medication, child neglect, rampant inter-personal violence and abuse were viewed as barriers
to a future in the public health system and paediatrics rather than challenges to be overcome
within the public health system. Interns indicated that unrealistic expectations from patients

further strained relationships with their patients.

“I cannot believe how parents choose to treat their children and how people treat

children” (F3, W: FGY5)

“When you see babies who are HIV positive, I mean it's just not right - you think

there’s some element of parental irresponsibility” (M2,B:FG5)

“Just because I am a doctor, does not automatically mean, I have to be

compassionate and all self-sacrificing” (F3, I. FG1)

Restrictive approach to participation of interns in clinical units

The interaction that occurs within a unit (clinical department, ward, or clinic) where interns
worked was highly influential of perceptions of the LE. Interns perceived themselves as being
seen as ‘pawns’ within strict, unrelenting hierarchies that prevented their full participation in
shared work. The importance of feedback, approachability and support was also highlighted.
The strength of a unit was seen in its ability to support participation by having an organised

structure, teamwork and leadership in place.

“I also feel like you know when you do internship, you feel like you are at the
bottom of the food chain ‘and that's a given!” (M1, B: FG3)

“Interns are treated as the work-horses” (M1, I: FG3)

“If you are going into ward rounds whereby you know you won't be part of it, you
Jjust go there and just wait for them to tell you what to do... You don’t care now”

(M1, B: FG5)

“Very often that consultants tend to speak to you like you're an idiot ... they don’t

want to include you in the ward discussion” (F3, W: FGS5)
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“Nobody is willing to listen to you when you are in internship” (M3, I FGI)

Interns indicated that the experiences of registrars and medical officers with whom they

worked closely, had significant influence on their career intentions.

“In terms of job satisfaction look at your seniors, it gets honest at 2am in the
morning and they are honest enough to give you advice and tell things that no one

else will tell you” (M1,W:FG2)

“When you look at them (registrars) and they’re all worn out ...it makes you

wonder because I put myselfright in their shoes” (F1, B: FG2)

Discordance of intern career intentions with national health priorities

There was an expressed reluctance by many interns toward careers in primary health care,
working with children and rural health. There was a widespread perception that the state was
coercing medical doctors into accepting careers focused on primary health care in poorly
resourced rural facilities by restricting access to specialization. Interns proposed alternative
models of rotation through rural areas and use of clinical associates as solutions to address
inequities and inefficiencies within the health sector. The negative perceptions of public
health systems were entrenched by experiences of inefficient intern and community service

placement processes.

“There’s no give and take, it’s just take, take, take ...it's from government to

consultants and all the way down” (M2, I FG1)

“I can understand it from their (government) point of view, I wouldn’t mind going
to a rural areas for a while, not perpetually, but I don’t want to be forced into
doing it” (F2, B: FGI)

“To make a difference, it needs to be small things that happen quickly; clinical

associates, rotation systems, incentives ...” (F3, W: FGI)

Emotional burden and increased stress associated with caring for children
The emotional burden of coping with death, children suffering and perceptions that paediatric
care is associated with greater stress and constant worry limited the intentions of many

interns from a possible future that included the care of children.
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“I don’t know if Iwill be able to handle the emotional burden in looking after sick
children .. And another thing there's very little room for error .So you really can’t

make any mistake, as that can cost a child's life” (F2,B:FGS5)

“Paediatrics it really kills me -you don’t learn how to cope with death and loss;
it’s stressful doing lumbar punctures and repeat blood draws on children” (M1, I
FGI)

“In Paediatrics I find myself more stressed than I've been and you take that stress
home with you ... ...it takes its toll on you” (M4 M:FGS5)

Agenda to specialize

There were also many expressions of indecision about career intentions, however there was
widespread agreement that the future should include a decision regarding specialisation. The
choice of a specialist field received much greater consideration than a career as a primary
care medical practitioner. Ambivalence with making career intentions was ascribed to
tiredness associated with internship, the desire to raise a family especially amongst female
interns, the period of time required for specialization and concerns over perceived poor

access to specialty programs in SA.

“I always thought I had a plan...like finish medical school and internship then
start with specialization because you get bored with doing the same thing over
and over ..now internship has been too hectic, I can’t wait to take time off”

(F2,W:FG4)

“Internship also helped me to realize that I would never, not for all the money in

the world, do certain specialities” (M2, I. FGI)

“I like surgery, but after marriage, I am having second thoughts about it. Once
you have a family, being a female then you want to give equal time to both (career

and family)” (F3, I. FG2)

“I think it used to be a lot easier to get into a specialty. Within a year or two you
were generally in the program I think based on the cut in registrar mumbers it’s

so competitive now” (M2,W:FG2)

MANUSCRIPT CHAPTER 8 121



Primary care practice in public health facilities were seen as less popular careers intentions
compared with various specialities. The perceptions that only specialist practice provided an
intellectual challenge and a better lifestyle later in life led many to see this as the most

favoured career intention.

“You personally want to better yourself, you want something better, and you want

to be driven, that why I want to specialize” (M3, I. FG1)

“For me, the main thing determining what I want to do eventually is quality of
life. That’s what’s driving my decisions at the moment. I'm looking at my life at
45, and 50. I don’t want to be doing 24 hour calls at the hospital as a general
doctor” (M4, M: FGS)

Discussion

The intern’s perceptions of the LE was shown in this study to be influenced by multiple
factors. These factors included the relationships between interns and their seniors within
clinical units. A discordance with national health priorities was evident with intern’s

reluctance to opt for primary care based careers in public hospitals.

Various studies have identified the impact of the LE on career intentions. "> '® In this study,
multiple challenges are shown to coalesce in the intern LE which created barriers for

participation of interns within clinical units of practice.

Intern training curricula of individual specialist units often do not prioritize primary health
care, child health or rural health but rather have a narrow specialist focus. 7 poor training
with a lack of focus on social accountability and support from appropriate role models
contributes to a failure to develop an interest amongst interns to manage the health care
challenges posed by the SA health care landscape. ' "*I The lack of appropriate support and
mentoring leads to an inability to develop adequate resilience amongst interns within the
milieu of high patient mortality and social challenges which plague SA society. "8 Interns
experienced a lack of inclusive, co-participation or ‘mutual engagement” within clinical units,

which should function as ‘communities of practice’. "' Despite their position as ‘legitimate
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peripheral participants’ in these ‘communities of practice’, interns are generally not included
in the development of the ‘joint enterprise’ within these teams. (8.1920) This marginal position
in which interns are placed in and their “alienation” within these often dysfunctional
‘communities of practice’ stymies the development of their self-efficacy as competent
medical practitioners. [10.19.200 Thjs is associated with a failure to fully develop an identity
where they can see themselves in roles to manage various national health challenges facing

SA (8. 10]

In addition, when interns perceive poor support and antagonism from national health
authorities, these perceptions entrench their feelings of ‘alienation and “disinterest’ in a future
within the public health system. This exacerbates poor participation and relationships with
seniors within ‘communities of practice” and this leads to increased stress and burnout among
interns. ?*! The high levels of burnout can be seen to be manifested in the ‘depersonalized’

views expressed by interns towards society and their patients. *'!

The overwhelming need to specialize as indicated by the majority of interns is a finding
reflected in many parts of the world. 2.2 g reality is that most medical practitioners
would enter primary care practice despite their aspirations to specialize. 2! There is a widely
held perception that specialists enjoy a better work-life balance than non-specialist staff in
public hospitals as these stereotypes have been perpetuated from undergraduate training to
internship in SA. *! The need for a better work-life balance and gender specific concerns, to
cater for a lifestyle that allows one to rear a family, are well described in literature and
reported in other disciplines. (2271 However in the SA context these factors further exacerbate

the decisions to exit the public health system.

The role of factors in the LE as either career barriers or catalysts that influence career
intentions, is recognised as significant factors in various theoretical models on career choice.
110221 The previously described factors that affect the LE can be seen as contextual barriers for
interns to develop the necessary self-efficacy and positive outcome expectations for the fields
of primary care, paediatrics and child health which then results in interns not favouring
careers in these fields that are needed in terms of SA health care priorities 19221 The
proposition then is that, if factors within the LE, can be modified, the LE can act as a catalyst

to influence career aspirations towards addressing national needs.
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An expansive framework of participation A

should be the aim of intern supervisors and
clinical units in which interns work with an explicit recognition of the intern as a full member
within a ‘community of practice’ thus allowing interns to develop the self-efficacy and
extended identities where they see positive outcomes with future careers in managing the

priority health needs of their country.

Factors in the LE which can be improved relate to improving the relationships of interns and
their seniors within clinical units during internship. Changes with regard to curricula
modification should echo calls for a focus on social accountability, 291 pational priority
diseases, and a focus away from only specialist care to include competencies in primary care.
Ensuring interns are supported emotionally when caring for ill children and receive adequate
bereavement counselling, when dealing with death needs to be formalised within intern
curricula. Further ensuring well-managed public health systems with recognition of the role
and future need to retain interns are necessary requirements in creating a supportive LE for
interns. These changes thus hold the potential to enable interns to develop the skills, social
accountability, resilience and ultimately the vision to see primary care practice in public

hospitals in SA and caring for children as a priority.

Study limitations

The study was carried out in one province and in one discipline and translation to other
disciplines and centres will be needed. The bias and power imbalances of the primary
researcher as a supervisor and the use of only focus group discussions could restrict the depth
and breadth of data obtained. The use of multiple investigators and in-depth interviews in
future studies could thus add further value. This study evaluated career intentions and was not
in a position to study career choice behaviour which a prospective longitudinal follow-up

study would be able to determine.

Conclusion

Perspectives from this study highlight the role of the clinical LE as being a highly influential
construct in career intentions amongst SA interns. Within the framework of COP and SCCT
contextual factors are viewed as influential antecedents to career intentions. Challenging
environmental factors complicated by dysfunctional ‘communities of practice” for interns
foster conditions that do not favour interns” developing career intentions related to primary

care in public hospitals or priority areas like caring for children. Changes within the LE with
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regard to the roles, training and participation of interns within these environments may hold
the potential to align intern career intentions with national health needs This study highlights
the need to regularly evaluate the LE of internship and to review participatory frameworks
within clinical units in accredited intern training hospitals. Future longitudinal studies
documenting career choice behaviour are needed in the SA context to ensure a changes

within internship training align interns with priority health needs of the country
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8.4 Key findings and contribution of this manuscript to the thesis

In this chapter the confluence of both external factors in the LE such as the disease burden,
workload and social milieu and ‘internal ‘factors specific to the relationships within clinical units,
interns work in, was shown to be highly influential on intern career intentions. Figure 5 illustrates the
broad relationships between the intern, career intentions and the learning environment that was

identified in this study.

SA Public Health System

Contextual Factors
in the Learning Environment

Intern Perceptions Career
of the Learning Intentions
Environment

Figure 5. Schematic depiction of relationship of impact of Contextual factors on Career
intentions

Importantly the interaction and relationship of interns with their supervisors were found to be
suboptimal and created poorly functioning communities of practice. The divergence in perceptions of
the same LE by supervisors and interns identified in Chapter Four together with the dysfunctional nature
of participation indicated from the FGD clearly indicate that external factors in the learning environment
are not the only reasons for the poor perceptions amongst interns of the LE. This interplay of both
external and internal factors were shown to then influence career intentions and specifically those who
aim to recreate or sustain the LE.

This study highlighted that discordance between national priority health needs and career intentions
of interns and identified both the LE of internship as well as the trajectory of medical education as
factors that influenced these findings. The decisions to specialise rather than to serve in a primary care
practice, to work within the private sector rather than the public sector were evidence of the interplay of

these multiple factors.
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CHAPTER 9: SYNTHESIS

9.1 Introduction

This chapter summarises the findings from each of the manuscripts in relation to the research
objectives of the study. It attempts to demonstrate how each manuscript adds insight to address the
overall aim of the study to explore the Learning Environment (LE) and career intentions of Paediatric
interns in KwaZulu—Natal (KZN) hospitals in SA. Firstly, the chapter provides a response to each
research objective from the study and secondly it synthesizes the responses to draw a synopsis at a
descriptive, evaluative and theoretical level. Thirdly, a philosophical viewpoint is then proposed
including a conceptual model that provides input into implications for internship and recommendations

for future research. Finally the chapter deals with limitations of this study.
9.2 Summary of main findings

In this study in medical education the relationship of an educational intervention on patient
outcomes was reflected in the aim of exploring internship (representing the educational intervention)
through the construct of the learning environment and its relationship with career intentions
(representing a sustainable public health system that impacts positively on patient outcomes). This study

was thus developed based on a number of core assumptions, which are noted:

1. National health career priorities in SA were viewed as the need for primary health care
clinicians with an interest in child health working within the public health system.

2. Internship was represented by the multidimensional construct of the learning
environment.

3. The internship period in Paediatrics at hospital complexes in KwaZulu Natal, South
Africa was taken to represent a typical a high disease burdened, resource limited context.

4. Learning was viewed within a social constructivist worldview using social learning
theories to frame the understanding of learning and identity formation in interns.

5. The construct of the learning environment was measured by eliciting perceptions of the
LE by Paediatric interns in KZN in 2015-2016.

6. Career intentions were measured as an indicator of intern career interest.

7. The antecedents to the development of career self-efficacy were restricted to the

influence of environmental factors.

This study was thus conducted as an explorative, mixed methods study to investigate of the
relationship of the learning environment and the career intentions of Paediatric interns in KwaZulu—
Natal. The study was located within a social constructivist worldview as it was deemed necessary to
accept the multiple perceptions and views of participants together with researchers viewpoints to co-
construct of the findings of the study. Three theories proved valuable to frame and interpret the findings.

The social learning theories of Communities of Practice (COP) together with the Social Cognitive Career
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Theory (SCCT) were used to frame an understanding of the findings and the theory of Alienation and
Engagement were used as an additional lens through which findings in this study could be interpreted.
The context and problem statement as introduced in Chapter One highlighted gaps in knowledge
of internship and career intentions especially in disease burdened, resource challenged environments.
These gaps in knowledge are seen to have translated into the failure by both higher education authorities
and national health departments to include the internship period in strategies to address the inequities in
health care. The failure to use the internship window to obtain greater understanding into factors that
impact on intern career decisions needed addressing. The creation of knowledge in this area was thus
seen as vital in the quest to address inequities specifically in the distribution of medical practitioners
between private and public health care and within primary health care and child health.
Consequently, the research questions in this study explored:
1. The influence of the LE on intern WBA assessments by comparing the literature on WBA
practices of interns in SA with international best practices.
2. The perceptions of the LE of Paediatric interns and their supervisors using a locally validated
instrument.
3. The influence of individual characteristics of interns on their perceptions of the LE.
4. The career intentions of interns and the influence of their perceptions of the LE on these
intentions.
5. The views of interns on their experiences in Paediatric internships and career intentions in SA,

the public health system, primary health care and child health.

The literature reviewed in Chapter One traced the history of internship from apprenticeship through
to current perspectives on a participatory and social nature of learning which enables identity formation
of interns within communities of practice. The LE as a measurable, multidimensional construct in
internship was introduced and the use of tools such as the PHEEM to assess perceptions of the LE
discussed. The literature on career aspirations amongst interns and its impact especially in SSA
emphasised the discordance between national health needs and career intentions of medical
practitioners. The influence of multiple contextual factors on both perceptions of the LE and career
intentions was highlighted and the need to understand this interplay was emphasised.

In Chapter Two the social learning theories that provided a conceptual framework to understand
the findings in this study were highlighted. The overarching theory described the view of internship as
a process where interns as ‘newcomers’ within legitimate positions as a peripheral participants should
logically be inducted into full participation. The Communities of Practice theory provided a context in
which findings in this study were interpreted. Criticisms of this theory highlighted in this chapter related
to understanding the ease of entry of ‘newcomers’ into these communities of practice and the extent of
participation in practice especially in systems with multiple contextual challenges and where entrenched

hierarchies of power persist between newcomers and old-timers. The recreation of these communities
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of practice was viewed with the lens of the Social Cognitive Career theory which provided a platform
to understand the interplay and influence of contextual factors, which seemingly served as barriers to
the development of career self-efficacy and hence had an influence on career intentions.

Chapter Three described the process of data collection and analysis used in this study. The rationale
for using a sequential explanatory mixed methods study design in order to collect, analyse and synthesise
both quantitative survey data and qualitative focus group discussion data was provided. Issues of ethics
were also addressed.

Chapter’s Four to Eight highlighted the findings in the form of manuscripts. Table 6 provides a
summary of how each specific research objective had been addressed in the appropriate manuscript and
summarised the contribution of each manuscript towards the achievement of the overall aim of the study.
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Table 6. Contributions of Manuscripts and Alignment to Research objectives

interns on their perceptions of

the LE

environment of South African

interns

No Objectives Manuscript Contributions to the study
This paper described significant gaps in the assessment practices in SA interns compared with
) international best practices. Multiple factors in the learning environment of interns in SA were
To explore the influence of the Chapter 4 ) ) ) ) ) o
. . . noted to influence the lack of using multiple, directly observed assessments of interns within a
LE on intern WBA assessments Comparing International and ) ) )
] ) ) competency framework that included both procedural and non-procedural skills. The learning
1 | by comparing the literature on South African Work-based ) ) ) o ) o )
) ) ) ) environment was found to be an integral factor influencing internship practices including work-
intern assessments in SA with assessment of Medical ] ) ) o
] ] ) ] based assessments A heavy disease burden, high workload and challenges with supervisor—intern
international best practices Interns’ Practice ) )
interaction and supervisor feedback influenced the adoption of WBA that were not in keeping
with innovative, international best practices.
The paper described the psychometric characteristics of a modified PHEEM tool to measure
perceptions of the LE amongst SA interns. Perceptions of the learning environment of
To explore the perceptions of the Chapter 5 participants were shown to be satisfactory however significant challenges related to teaching,
LE of Paediatric interns and their | The Learning Environment of | supervisor interaction, infrastructure and institutional support were noted. The perceptions of the
2
supervisors using a validated Paediatric Interns in South LE differed significantly between interns and their supervisors especially with regard to
instrument Africa supervisor interaction, feedback and aspects related to mutual respect including the presence of a
blame culture, gender and racial discrimination in the LE. Perceptions of workload, workhours
and appropriateness of tasks also differed significantly.
This paper highlighted multiple individual characteristics that negatively influenced perceptions
) Chapter 6 of the LE. These factors amongst the participants included race, socio-economic status, previous
To explore the influence of ) o ) ) ) o ) ] ) ) o
S o The influence of individual | educational background. university origin and internship year which were associated with interns
individual characteristics of ] ) ) ] o )
3 factors in the learning having poorer perceptions of the LE. These factors were of significance to the transforming

nature of SA interns. These factors were viewed as leading to a sense of alienation amongst
interns impairing access and participation into communities of practice. This study recognises that

both external factors as well individual factors influenced perceptions of the LE.
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To explore the influence of the
perceptions of the LE on career

intentions of interns

Chapter 7
Impact of the Learning
Environment on Career

intentions of Paediatric Interns

This paper identified perceptions of the LE as important factor that influenced career intentions of
interns towards future careers in SA, its public health sector and working with children. Apart
from gender all other individual characteristics do not seem to significantly influence intern
career intentions. This study confirmed that exposure to the LE in internship for Paediatric interns
negatively influenced them to work long term, within the SA public health system and with
children. The influence of the LE did not extend to the intention to specialise which was a strong

aspiration amongst interns.

To explore the views of interns
on their experiences in Paediatric
internship and how their views
influence their career intentions
towards working in the SA
public health system, primary

health care and child health?

Chapter 8
How the perceptions of the
Learning Environment
influence Intern Career

Intentions

This paper provided insight into the reasons the LE negatively influenced career intentions of
interns away from SA’s public health system and child health. The heavy disease burden.
institutional challenges including resource constraints and management challenges as well as the
social milieu of patients in SA, were external factors that contributed to influencing interns away
from future careers in the public health system, primary health care and child health. The
strongest factor to influence career intentions was barriers to access and participation in
communities of practice due to poor interaction of interns with their supervisors. This impacted
on the failure of interns to develop an identity and career self-efficacy that synchronised with a
future career in the public health system or primary health care. This paper highlighted
discordance between the national needs for increased numbers of clinicians to serve in primary
health care within public hospitals compared with intern career intentions which predominantly

favoured specialisation and private medical care. This discordance also extended to child health.
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9.3 Main insights of the study

The following key insights emerged:
e Insights into the multifactorial nature of the learning environment and its influences on
internship
e Insights into access and participation of interns in the LE
¢ Insights into the role of contextual factors within the LE that act as barriers and enablers to

career intentions

9.3.1 The internship learning environment has a multifactorial nature with an interplay of

contextual factors.

International reviews of internship programmes have identified concerns about the lack of a clearly
articulated and generally accepted purpose for interns and confusion about the role of the intern. &9
The tension between work and learning in internship and the risk of the long term educational mission
of internship being inappropriately dominated by short term service requirements has been expressed
by previous authors in relatively well resourced contexts. 3718 In South Africa however, the added
burden of external factors creates a climate where internship has developed entrenched patterns of
hierarchical, work-orientated structures that have devalued the role of interns to ‘work-bodies; work-
horses’ resulting in the perceptions by interns of themselves as ‘pawns in the system’ as indicated in the
qualitative comments reported in Chapter 8.

The construct of the LE remains poorly defined in the literature with its value largely dependent on
its quantification and utility for monitoring. ®® In this study the internship LE which was the construct
being studied clearly demonstrated a multifactorial nature. These multiple factors were viewed as
contextual factors categorised either as external to the intern or related directly to the intern. In this study
we thus categorised these contextual factors as external-(extra-person) factors or individual (person)-
related factors. Table 7 tabulates the various contextual factors identified through the various studies

that influence the internship LE.
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Table 7. Contextual factors identified within the Learning environment

This categorisation was done to highlight the differences between external (extra-person) factors
related to the disease burden and associated workload together with resource availability and
management, which are specifically important in the contexts of the study. The importance of external
contextual factors were constant findings in both the quantitative and qualitative components of this
study and suggested that, in resource limited contexts, these factors play a critical role in the LE of

interns.
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An analysis of the differences in perceptions of the LE between interns and supervisors found that
these two groups perceived these external contextual factors in a similar way. This confirmed the
understanding that these factors were often viewed as being beyond the control of both interns and most
supervisors and represented structural and endemic challenges in the SA health system. The findings of
this study therefore confirmed findings of other studies and reviews on the health care system in SA
which recognised the structural aspects of health systems as having significant challenges which are
impacting on health care delivery. 2" These external factors related often to resource limitations in the
setting and impacted on learning, supervision and assessment thereby compromising internship.
However it is the contention of this study that these external environmental factors remain contextual
and not central to the process of participatory learning in internship and learning will not improve simply
by making most of these resources available. ¢

An important finding from the study hinged on the importance of the individual (person) specific
factors within the LE. These factors included the quality of intern-supervisor interactions within the
situated context of learning in a community of practice. The literature reviewed, identified critical gaps
in the quality and duration of supervisor interaction. ¢ 27:182) |n addition this included the quality and
duration of feedback which was also proved challenging in this setting. “*89 These factors were found
to impact significantly on assessment practices of interns in SA as indicated in Chapter 4.

The reliance on self-assessment as opposed to direct observation, the use of tick lists as opposed to
multiple assessors with guided feedback reflected the poor quality of the supervisor—intern interaction.
Findings from the PHEEM survey on the perceptions of the LE corroborated the experiences of many
interns of poor supervisor —intern interactions. The variance between interns and supervisor perceptions
related largely to the extent of feedback and supervision, and the promotion of mutual respect and a
discriminatory culture within the LE. The concern is that for, supervisors and interns to have such
different perceptions on clinical supervision and feedback indicates deep seated challenges in the
internship programmes related to intern—supervisor interaction. This also indicates very differing views
between interns and their supervisors of the understandings of the role, function and status of interns
within the clinical community of practice.

In addition to these factors individual characteristics related to the demography and other factors
were found to have influenced interns’ perceptions of the LE. These were also categorised as individual
contextual factors and they reflected factors that influenced how interns perceived the LE. The
mechanism of how these factors influenced perceptions related to the concepts of alienation and
engagement influencing access and participation within hierarchical and dysfunctional communities of
practice. Figure 6 illustrates a conceptual model that integrates the roles of both external and internal
factors within the LE and their impact on the intern learning processes within communities of practice.
This model further integrates the findings of this study with regard to influences on career intentions

with the influences on the LE.
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9.3.2 Access and participation of interns in the learning environment

In this study participation of interns was viewed as central to learning process. Drawing on Lave
and Wenger’s ‘communities of practice’ learning in internship was viewed as situated, social and reliant
on participation and mutual engagement to be effective. 3% Insights from both quantitative and
gualitative data indicated that access into communities of practice posed significant challenges to
interns. Various contextual factors related to individual characteristics served as barriers in the LE that
influenced this access and entry into communities of practice. Drawing on the theory of alienation and
engagement the study highlighted the perpetuation of hierarchical power dynamics in the LE that
characterised medical communities of practice in SA and showed how individual characteristics placed
‘newcomer interns’ in lower positions or even outside or not party to the dominant group. Interns from
ethnicities, socio-economic groups, and educational backgrounds different to the dominant group, in
such an unfair training platform, thus had much poorer perceptions of the LE. This differing perception
of the LE extended to first year interns as compared with second year interns suggesting that these
individual ( person related -factors) related to being an ‘outsider’. These poorer perceptions lead to
interns thus failing to develop a sense of belonging within the LE. These findings within the context of
a rapidly transforming SA intern community indicated that many interns had difficulty engaging within
communities of practice. The findings that contextual factors acted ecither as an ‘alienating’ or
‘engaging’ interface towards access and then participation into communities of practice added an
additional dimension to Wenger’s theory of COP by clarifying these elements in the early stages of the
learning trajectory. ®51341%) Figure 6 illustrates these relationships in the context of the LE and
communities of practice. The criticism that COP does not address the early stage of newcomers, within
their position as a legitimate peripheral participant, finds resonance with these theoretical
understandings that stemmed from the study’s findings in a resource challenged context. Thus this study
proposed that access into COP within the context of multiple challenging factors in the LE can be
explained with reference to the theory of alienation and engagement which has implications for various
aspects of internship training.

An important insight from the study related to the process of participation within communities of
practice. The interpretation of the qualitative and quantitative data identified intern challenges with
access and extent of their participation within internship. It was clear that interns perceived a lack of
mutual respect, a failure to engage with seniors and were often excluded from activities. The interns
were rather viewed as peripheral work bodies with little chance of participating in full clinical duties
which would of strengthened their identity as part of the clinical team. The findings of this study
reflected that SA interns in this context had a restrictive form of participation as opposed to an expansive
form of participation. ®3 This restricted participation limited access to ‘learning by doing’. This

restricted intern’s exposure in terms of tasks, knowledge and scope, with a resultant focus of WBA in
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the LE that was linked only to procedural tasks associated with the clinical competency with little
emphasis on assessing multiple competencies and non-procedural skills.

Restricted participation often followed a narrow specialist hospital centric focus which was
determined by both workload in specialist units and the narrow views of supervisors of the role of
interns. Interns were thus often not exposed to or allowed to develop interests in public health care, the
primary health care approach or child health that aimed to address national health priorities. A cardinal
feature of restrictive participation was limited opportunities for identity formation specifically towards
public healthcare practitioners. In this way interns become disenfranchised, from developing an identity
that placed them in the context of a primary care practitioner in the public health system, who is to be
valued as a potential national resource to manage the health care challenges in the country. This poor
identity formation of interns can explain the failure of interns to align themselves with other public
health care professionals in the country who should tackle national health challenges of SA.

9.3.3 The role of contextual factors within the LE as barriers and affordances to career intentions

This study highlighted the impact of the LE on internship through the influence of both external
and individual focused contextual factors. Drawing on the SCCT framework, the identification and
understanding of the antecedents to the formation of career self-efficacy formed an integral aspect of
understanding the interplay of contextual factors with career intentions. 4% 43 |t is within this
framework that contextual factors both external and internal were viewed either as barriers or enablers
to career intentions.

The findings from a large number of interns indicating a wish to stay in SA and its public health
system were important. It showed the value and potential opportunity presented by the internship period
for optimal learning and workforce planning. The most salient finding in this study however was that
interns’ intentions to stay within SA, its public health care system and to care for children diminished
with exposure to the influences in the LE. This finding corroborated the trend seen in SSA countries
where most medical practitioners make long term career choices that see them working outside of the
public health system, the primary health care field or child health, exacerbating shortages in the most
resource challenged contexts, and thus impacting on patient outcomes

In trying to understand how the LE influences intern career intentions, findings from both the
quantitative and qualitative data indicated that factors in the external environmental created a milieu of
disenfranchisement and antagonism among many interns. These factors acted as barriers to develop
career interests among interns as this crucial juncture. For this to change requires attention to structural
changes in how hospitals are managed, review of health policies and legislation relating to interns.

Many contextual barriers including the disease burden can act as barriers to career intentions,
disadvantaging public health care and primary health care as possible career options. However, some
contextual factors acted as enablers to promote existing aspirations. The findings that perceptions of the

LE in internship did not impact on career intentions to specialise suggested that the aspirations to
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specialise probably emanated from the modular system of undergraduate training which was simply
perpetuated during internship. This study proposed that this occurs largely as a result of a failure of
internship to develop frameworks of participation, interest and learning for interns that has a focus on
the national health needs of producing primary health care clinicians for the public health system. In the
absence of a career pathing in the public health system aspirations for specialisation will persist and
further entrench the discordance already visible with actual national health career needs.

Further, negative vicarious experiences interns had whilst working with role models like their
registrar (resident-specialists in training) colleagues were shown, to have further exacerbated poor
impressions of a future in public health. Emotional factors played an important role in the development
of career self-efficacy and the persistence of a ‘blame culture’ or racial and gender discriminatory
practices within internship had negative consequences for the development of career self-efficacy.

In addition to the environmental factors, it was also evident that individual factors of supervisor —
intern’s interaction relating to feedback and mentoring also played a role as drivers in the development
of career self-efficacy. In this way the failure for interns to fully engage in certain activities or to be
mentored and supported in activities related to national health needs of primary health care, child health
and priority diseases prevented interns from reaching performance accomplishments and building
confidence that were key to develop career self-efficacy. Interns instead are often relegated to finite
procedural tasks within specialist focused activities which fail to equip them to develop a holistic picture
of the healthcare challenges in SA and this emphasizes the lack of a sense of camaraderie to work to
alleviate these challenges.

9.3.4 Theoretical and philosophical analysis

In this study three theories informed the conceptual framework to understand the relationships
between the complex constructs of the LE and intern career intentions. The complex interplay of
contextual factors that influenced perceptions of the LE was also found to have similarly influenced
career intentions. It thus became prudent to integrate the ideas in relation to the frameworks. In this
newly developed conceptual model the unique challenges that characterises resource limited LE were
considered and the concept of a community of practice that was optimally functioning and averse to the
dynamic interplay of factors within the context was replaced. Instead this research informed a more
interactive model of the communities of practice where aspects of access and participation of newcomers
were more clearly designated and respondent to context. The interface of COPs with external contextual
factors was viewed through the filter of alienation and engagement as illustrated in Figure 6. In this
context, the model developed of the COP extended itself in this study to relate to the processes associated
with career choice. This was done from the view that COPs by nature have to be recreated as
‘newcomers’ join, participate and eventually replace ‘old timers’. Aspects of the SCCT were drawn on
to show the linkages of the COP with career interest development amongst newcomers. Contextual
factors in the environment thus acted as alienating or engaging influences for access and participation

within COPs and also served as barriers or enablers to career interest development. The concepts of
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identity development within COPs and the development of career self-efficacy are thus viewed as
parallel, integrated processes within the internship world.

The utility of the model lies in its ability to frame the positioning of the multiple contextual factors
with regard to the interns entering a COP and simultaneously developing career interests. By positioning
these contextual factors it helps to increase our understanding of the interplay of these factors as well as
allowing the quantification, measuring and monitoring of attempted changes in some of the factors
through scoring tools. This models thus lends itself to monitor manipulated changes in contextual factors
which can then be monitored to review aspects such as identify formation and career self-efficacy and
the impact on career interest.

An additional utility of the model recognises the interface of contextual factors with participation
in learning communities and development of career interest through the lens of alienating
influences/barriers or engaging influences/enablers. This elevates the importance of the role these
various contextual factors plays in internship. Thus factors such as demographic characteristics and
supervisor engagement are recognised as important as they form the foundation of internship training
and influence future career development decisions of interns.

The conceptual model this study proposes of internship learning in a resource challenged and
disease burdened context provides a framework for clinician—supervisors, work-force planners and
health administrators as well as interns to recognise that internship involves the start of recreating of a
community of practice as newcomers enter a trajectory to full participation.

This cycle however can only be sustained if interns as newcomers perceive themselves as
potentially full participants in long term future positions in these COPs. Interns at the four hospital
complexes in KZN did not fully see a long term vision of themselves within the public health system
involved in primary health care and child health. In order for this to change, however, the finding of a

number of recommendations can be made using the newly developed conceptual model.
9.4 Implications of the study

The emergent data from this study spans multiple facets of the internship learning experience. It is
the understanding of the interaction or interplay of these various factors that constitute the findings that
provide knowledge to make changes within this field of medical education. A broad range of
implications from the various aspects of the study are presented in terms of context, policy, practice and
theory.

The overwhelming data that permeates both the quantitative and qualitative phases of the study and
is corroborated by both interns and supervisors relates to external contextual factors within the
infrastructural and institutional governance of health facilities. These structural factors whilst external
to both the interns and their supervisors have major implications for internship in the SA context. Policy
factors relate mainly to the data that emerges from the discordant relationships between interns and

supervisors that emerged strongly in this study. The position, power relationship and formal legislation
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that governs this relationship is found to be challenging and the implications from this can positively
impact on the future directions of medical education within internship. The data from both the PHEEM
studies and FGD provided insights for changes relating to monitoring, on-site practice specifically
related to paediatric care and on how to access and improve participation of interns are to be negotiated.
Extrapolation of the findings from this study through the lens of the COP, SCCT and the theory of
alienation and engagement provide knowledge on how identity formation amongst interns is both unique

and susceptible within this transitory phase of medical education. The implications of this are presented.
9.4.1 Structural changes in terms of context

A number of structural changes to resource provision and resource management are urgently
required as these relate to internship. Those structural changes that relate specifically to interns are
largely within the ambit of institutional management and include the provision of infrastructure to ensure
adequate on-site security, accommodation, catering, and optimal facilities for learning. Many of these
required structural changes are also essential for the general health system improvement required in SA.
This study advocates for a well-resourced health system to enable optimal training of interns and
provides evidence of how a poor external learning environment impacts on sub-optimal intern
assessment, training, supervision and importantly on the ability to deliver a sustainable public health

system impacting on the future.
9.4.2 Policy changes

Review of policy must clearly articulate the role and position of interns as qualified medical
practitioners within clinical units of practice. Intern supervision needs to be formally recognised within
health systems with clear guidelines, oversight, training and support being provided for supervisors.
Intern supervision needs to be an accredited process with supervisors being provided with the skills,
knowledge and attitude to assess, mentor and support interns. Significant challenges were noted with
the supervisor —intern relationship and this disconnect impacts on both learning and career development
amongst interns.

The study highlighted, the inefficient system of intern and community service placement managed
by the national health departments that fed into the negative view of national health policy and
management. The implication thus is that these placement policies be revised, to ensure greater
involvement from interns in its implementation.

The regulation of work hours needs to be standardised in relation to labour laws of the country and
the implementation of these laws must be ensured and monitored by HPCSA through regular
accreditation and monitored at institutional level by supervisors. This study highlighted a discordance
in perceptions of work hours and workload between interns and supervisors which impacts both on
supervision and ultimately on workplace-based learning.

This study highlights the need for significant changes to workplace-based-assessments of interns

in SA. Chapter Four highlights these changes and recommendations flowing from this study which have
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already been incorporated into proposals into changing the current HPCSA assessment policies and
processes. The major changes recommended that flow from this study relate to the move to directly
observed, multiple assessments that include all competencies and both procedural and non-procedural
skills. The use of a multiple source feedback (MSF) in future can enable the inclusion of all members

of the health care team which would ultimately strengthen patient care.
9.4.3 Practice changes

These study findings have a number of implications for internship training with regard to practice.
The use of a validated tool for routine monitoring of perceptions of the learning environment should
become standard practice as part of routine quality assurance practices. These perceptions of the LE can
serve as means of both monitoring and improvement. This monitoring and review system can feedback
into current HPCSA review mechanisms. This study validates one such tool to gauge perceptions for
local conditions and provides the framework and evidence to show how perceptions of the LE impact
both on learning and career intentions. This study provides added evidence of the importance of
recognising and measuring the LE construct within internship and medical education.

This study provides evidence for the importance of managing diversity within the medical
community. Entrenched and recalcitrant hierarchies of power within medical communities of learning
are shown to be destructive to interns entering such systems. By impairing their access and restricting
participation this study highlights the link with the breakdown and poor sustainability of these
communities of practice in public health systems. An essential part of this process is to of recognise the
importance of ethnicity, gender, socio-economic status, previous educational background and
experience as factors that must be considered in supervision, mentoring and feedback. This finding has
relevance to the transforming nature of the SA medical community and needs to be made explicit in
training practices in internship.

The need for bereavement counselling, became evident with relevance to the ‘blame culture’ as
well as significant stress and anxiety expressed by interns working with children especially when dealing
with death, painful and distressing procedures and emotionally distressing situations. The creation of a
supportive, inclusive management process within internship will also help interns develop resilience
with dealing with emotionally distressing aspects of care.

This study highlighted the importance of the internship period as a crucial window in which career
intentions are made or reinforced. The need for career advice is thus imperative and is severely wanting
in the SA context. There is a need for interns to understand the context and their role in social
accountability of the profession. Input and feedback from interns in this process should be sought.

Currently the restricted participation of intern’s often leads to a narrow specialist focus with little
exposure to generalist primary care, priority disease challenges and child health. The curriculum in
internship needs to be broadened to include all aspects of care. National health priorities including the

need for a competency framework in primary health care and child health should thus be emphasised
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rather than the focus on procedural tasks related to specific specialties. It is argued that that a shift to a
more generalist curriculum for internship will prioritise interns as primary health care practitioners. It is
the view of this study that this process needs to be formalised within internship and possibilities for

greater exposure to generalist care in internship.
9.4.4 Theoretical implications

This study adds new knowledge on the contextual nature of workplace-based learning within the
important context of internship and the interplay of factors which underpin internship. These contextual
factors achieve significance and need to be taken into consideration as factors that act both as causes of
alienation to restrict access and participation, and barriers to the development of career interest. There
must be a need to ensure that the multiple contextual factors support engagement in participation in
WABL in internship and positively influence career interests.

Importantly this study theorises on the basis and means of access and participation of interns within
communities of practice. It proposes that both identity formation within internship and career self-
efficacy are formal concepts fundamental in the context of the development of career decisions in the
internship process.

This study provides evidence of the disconnect between the need for greater primary health care
clinicians within public health institutions and intern aspirations which stems from influences in their
learning environment and how positive changes within this construct can ensure a sustainable public

health care system.
9.5 Limitations of the study

Limitations specific to each study that informed the specific objectives have been reported in each
manuscript and general limitations of the overall study are discussed here.

The focus of this study measured career intentions and not behavior. Longitudinal cohort follow-
up studies are the ideal research designs to study career intentions amongst interns as these studies
corroborate intentions with behaviour. Such studies however requires significant resources and logistic
support. In addition these studies have to negotiate a dynamic environment where drivers of career
trajectories are often changing. Whilst the focus in this current study was career intentions a key feature
was the need to understand the antecedents to career intentions as these influences serve as factors that
could be amenable to change.

There are three main stakeholders within the learning environment reflecting the triadic relationship
in medical education of learners—interns, teachers—supervisors and patients. This study had a learner-
centred approach and with no input from patients and allied health workers as this was beyond the scope
of this study.

This study focused largely on intern perceptions of the LE and did not assess nursing and allied

health professional perceptions of the LE.
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Whilst perceptions of the LE were solicited from supervisors no further investigation was done to
fully understand supervisor perspectives. Further in-depth qualitative methods using structured
interviews and FGD would have provided an increased depth of knowledge from the supervisor’s
perspective.

There are multiple factors that are postulated to influence career interest, choice and behaviour. In
this study the focus was on environmental contextual factors whilst the influence of personality types,
learning styles and factors such student debt were not evaluated.

The study was conducted in one province and in one specific discipline and findings would be
largely specific for this context.

9.5 Future research directions

In order to develop a fuller understanding of the LE and career intentions comprehensive
longitudinal cohort studies that span geographical areas, disciplines and involve all health care
professionals are needed in resource constrained contexts.

Studies that involve direct observation of intern-supervisor interactions and include in-depth
qualitative methods of supervisors are needed to fully understand this crucial relationship in internship.

Studies that measure the influence of changes made in contextual factors with measures of career
self-efficacy are recommended to fully understand the impact of context on career interest and career
choice development.

Studies that evaluate the impact of the use of competency frameworks that focus on primary health
care in internship on future career aspirations are recommended in light of the findings in this study.

Further studies that include the role of personality types in career intentions amongst SA interns is

recommended.
9.6 Conclusion

This study has contributed to new knowledge on internship and its role in career choice within an
important and neglected component of medical education. Extant knowledge on the LE construct within
medical education is challenged by insights into the interplay of contextual factors on career interest
formation within internship in a resource constrained context. This has implications especially for areas
of the world that struggle with significant inequity in health care such as evident in Sub-Saharan Africa.
The positioning of internship within medical education needs a major overhaul to enable greater
oversight, improved assessment to optimise learning during this crucial phase. Equal importance should
be given, especially in resource challenged contexts, to this phase of workplace-based training as is
given to undergraduate and postgraduate medical education.

A conceptual model that builds on the Communities of Practice model of learning is developed to
relate to the impact of environment both at a broader external and an individual level on access and
participation in internship as well as this relationship with career interest. Changes to the role,

importance, access and participatory dynamic of internship within medical hierarchical communities
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holds the key to ensure that the future maintenance and growth of these very communities. This is
especially relevant in contexts where the health care needs and career aspiration need to be aligned.
This knowledge hold many implications for internship and opens new avenues of longitudinal

based research amongst interns in the context of SA and many other resource challenged countries.
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APPENDIX 1: APPROVAL FROM THE UKZN BIOMEDICAL RESEARCH ETHICS

COMMITTEE

UNIVERSITY OF ™
KWAZULU-NATAL

INYUVESI

s, YAKWAZULU-NATAL!

05 August 2015

Dr KL Natdoo
Paediatrics
Schocl of Clinical Nedicine

naidockIPukrn.ac.za

Protocol: Werking s learning: An exploration of work-based learning amengst Paediatric ttems in
kwaZulu-Natal,

Degree: PhD

BREC reference number: BE177/15

EXPEDITED APPLICATION

A subcommittes of the Biomedical Resesrch Ethics Comemitiee has corsidered and noted your
sppiication received on 14 AQr® 2015,

The study was provisionally approved pending apgrepriate responses to queries raised. Your resporses
dated 29 Ady 2015 to queris raised on 13 June 2015 have been noted by a sub-cammittec of the
giomedical Research Ethics Commitisw, The conditiors have now been met and the study is given
r.Al ethics approval.

This approval is valid for ome year from 05 August 2015. To ensure uninterrupted aporovil of this
study beyond the approval expiry date, an application for recertification must be submitted to BREC
on the appropeiate BREC form 2-3 months before the expiry date.

Ary amendments to this study, unless urgently required to ensure safety of partiopants, must be
appraved by BREC peior to iImplementation.

Your acceptance of this approval denctes your compliance with South African Naticnal Research

Ethics Guidelings (201%), Scuth African Natiomal Good Clirical Practice Guidclines (2008) (3

applicable) and wah UKIN BREC ethics requirements as contained in the UKEIN BREC Terms of

Reference and Standard Operating Procedures, all available at hatp:/frsscorch yban.ag. 2o 'Recoarch-
! al-Rex<eq S

EREC 15 registerad with the South African Nat'oral Health Rescarch £thics Courcll {REC-2904086-007%).
EREC has LS Office for Human Research Protections |[OHRP ) Federal-wide Assurance (FWA 678).

The sub-commitiee’s decmion will be RATIFIED by a fdl Committee at &s meeting tzking place on O8
Septembar 2015

We wish you well with this study. We would appreciate recefving copies of all publications sraing
cunt of this study.

Yours sincerely

Professor J Tsoka G
Chair: Bioredcal Research Ethics CommTtee

Sonedcal Resewch Enles Commines
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APPENDIX 2: AMENDED APPROVAL FROM THE UKZN BIOMEDICAL
RESEARCH ETHICS COMMITTEE

4 UNIVERSITY OF

B KWAZULU-NATAL

& i INYUVESI
. YAKWAZULU-NATALI

RESEARCH OFFICE

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION
Westville Campus

Govan Mbeki Building

Private Bag X 54001

Durban

4000

KwaZulu-Natal, SOUTH AFRICA

Tel: 27 31 2604769 - Fax: 27 31 260-4509

Email: BREC@ukzn.ac.za
Website: http://research. vkzn.ac.za/ResearchEthic IR rchEthics. aspx

18 November 2015

Dr KL Naidoo

Paediatrics

School of Clinical Medicine
naidook9®@ukzn.ac.za

Protocol: Working is learning: An exploration of work-based learning amongst Paediatric
interns in kwaZulu-Natal.

Degree: PhD

BREC reference number: BE177/15

Your letter received 09 November 2015 requesting approval of Amendments (addition of two
sites and utilization of focus groups in methodology) in relation to the above study has been

noted and provisionally approved by a subcommittee of the Biomedical Research Ethics
Committee subject to:

1. KZN Department of Health permission for inclusion of Addington Hospital.
2. Focus Group Data guide submission to BREC.

Yours sincerely

‘Mrs A Marimuthu
Senior Administrator: Biomedical Research Ethics
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APPENDIX 3: APPROVAL FROM THE KZN DEPARTMENT OF HEALTH

Health Research & Knowledge Management sub-component
health 10 - 103 Natalia Building, 330 Langalibalele Street
Private Bag x9051
Department: Pietermaritzburg
Health 3200

PROVINCE OF KWAZULU-NATAL Tel.: 033 — 3953189
Fax.: 033 - 394 3782

Email.. hckm@kznhealth.gov.za
www.kznhealth.gov.za

Reference : HRKM 129/15
NHRD: KZ_2015RP30_226
Enquiries : Mr X Xaba
Tel 1 033 - 395 2805

Dear Dr K. Naidoo

Subject: Approval of a Research Proposal

1. The research proposal litled ‘Working is learning: An exploration of work-based

learning amongst paediatric interns in KwaZulu- Natal. A mixed-methods study
in junior doctors’ was reviewed by the KwaZulu-Natal Department of Health.

The proposal is hereby approved for research to be undertaken at King Edward VIII,
Prince Mshiyeni, Edendale and Grey's Hospital.

2. You are requested to take note of the following:
a. Make the necessary arrangement with the identified facility before commencing with
your research project.
b. Provide an interim progress report and final report (electronic and hard copies) when
your research is complete.

3. Your final report must be posted to HEALTH RESEARCH AND KNOWLEDGE
MANAGEMENT, 10-102, PRIVATE BAG X9051, PIETERMARITZBURG, 3200 and e-

mail an electronic copy to hrkm@kznhealth.qgov.za

For any additional information please contact Mr X. Xaba on 033-395 2805.

Yours Sincerely

Dr E Lutge \
Chairperson, Health Research Committee

Date: ZJ;] b’?’llf' -

uMnyango Wezempilo . Departement van Gesondheid

Fighting Disease, Fighting Poverty, Giving Hope
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APPENDIX 4: APPROVAL FROM THE KZN DEPARTMENT OF HEALTH
(EXTENDED)

heanh

Department:

Health
PROVINCE OF KWAZULU-NATAL

DIRECTORATE:

Physical Address: 330 Langalibalele Street, Pietermaritburg
Postal Address® Priv: ag X9051 Health Research & Knowledge

ddress J0E
Tel: 033 395 2805/ 3189/ 3123 Fax: 033 394 3782 Management
Email

Reference: 129/15
KZ_2015RP30_226

Date: 13 November 2015

Dear Dr K. Naidoo
(University of KwaZulu)
Email: Naidook8@ukzn.ac.za

Approval of research

1. The research proposal tiled ‘Working is learning: An exploration of work-based
learning amongst paediatric interns in KwaZulu- Natal. A mixed-methods study in

junior doctors’ was reviewed by the KwaZulu-Natal Department of Health.

The proposal is hereby approved for research to be undertaken at King Edward VIII, Prince
Mshiyeni, Edendale, Grey's, Addington and Mahatma Gandhi Memorial Hospital.

2. You are requested to take note of the following:
a. Make the necessary arrangement with the identified facility before commencing with your
research project.
b. Provide an interim progress report and final report (electronic and hard copies) when your
research is complete.

3. Your final report must be posted to HEALTH RESEARCH AND KNOWLEDGE
MANAGEMENT, 10-102, PRIVATE BAG X9051, PIETERMARITZBURG, 3200 and e-mail an

electronic copy to hrkm@kznhealth.gov.za
For any additional information please contact Mr X. Xaba on 033-395 2805.

Yours Sincerely
Dr E Lutge

Chairperson, Health Research Committee
Date:_ [b/il]I& -
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APPENDIX 5: GATEKEEPER APPROVAL FROM ADDINGTON HOSPITAL

health

Department:

Health
PROVINCE OF KWAZULU-NATAL

ADDINGTON HOSPITAL
P.0. BOX 977

DURBAN OFFICE OF THE CHIEF EXECUTIVE OFFICER
4000

Tel: 031-327-2970 Email: reshma boodhai@kznhealth.gov.za
www kznhealth.gov.za

Reference:AD/9/2/3/R
Date: 16" October 2015

Principal Investigator:
» Dr KL Naidoo

PERMISSION TO CONDUCT RESEARCH AT ADDINGTON HOSPITAL: “WORKING IS
LEARNING: AN EXPLORATION OF WORK-BASED LEARNING AMONGST
PAEDIATRIC INTERNS IN v s~ R-BASED LEARNING AMONGST

PAEDIATRIC INTERNS IN KWAZULU-NATAL ”

I have pleasure in informing you that permission has been granted to you by Addington
Hospital Management to conduct the above research.

Please note the following:

1. Please ensure that you adhere to all the policies, procedures, protocols and guidelines
of the Department of Health with regards to this research.

2. This research will only commence once this office has received confirmation from the
Provincial Health Research Committee in the KZN Department of Health.

3. Please ensure this office is informed before you commence your research.
4. Addington Hospital will not provide any resources for this research.

5. You will be expected to provide feedback on your findings to Addington Hospital.

HOSPITAL MANAGER
ADDINGTON HOSPITAL

Fighting Disease, Fighting Poverty, Giving Hope
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APPENDIX 6: GATEKEEPER APPROVAL EDENDALE HOSPITAL

. Edendale Hospital

Department

,‘:g?h e Private Bag X 509, Plessislaer, 3216

PROVINCE OF KWAZULU-NATAL Tel.: 033 395 4039, Fax: 033 395 4087
email:princess.gasela@kznhealth.gov.za

www.kznhealth.gov.za

OFFICE OF THE CHIEF EXECUTIVE OFFICER

Reference No: 33/5/1
Date: 02 July 2015
Enquiries: Ms. H.G Grace

Dr. K. L Naidoo
Clinical Head of Unit Paediatrics
King Edward VIIl Hospital

Dear Dr. Naidoo

RE: REQUEST TO CONDUCT A RESEARCH: “AN EXPLORATION OF WORK-BASED
LEARNING AMONGST PAEDIATRIC INTERNS IN KZN”. A MIXED METHODS STUDY ON

WORK-BASED LEARNING IN JUNIOR DOCTORS.

Your request regarding “to conduct a research on the above is acknowledged and refers.

I have pleasure in informing you that permission has been granted to you by Edendale Hospital to
conduct research.

Please note the following:

1

Please ensure that you adhere to all the policies, procedures, protocols and guidelines of the
Department of Health with regards to this research.

This research will only commence once this office has received confirmation from the
Provincial Health Research Committee in the KZN Department of Health.

Please ensure this office is informed before you commence your research.
The Hospital will not provide any resources for this research.

You will be expected to provide feedback on your findings to Edendale Hospital.

Thank you

Yours Sincerely

/MRS Z.S.| NDWANDWE
gHIEF EXECUTIVE OFFICER
‘EDENDALE HOSPITAL

uMnyango Wezempilo . Departement van Gesondheid
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APPENDIX 7: GATEKEEPER APPROVAL FROM GREYS HOSPITAL

1

health

GREYS HOSPITAL

: OFFICE OF THE CEO
Department: Private Bag X 9001, Pielermaritzburg, 3200
Health Town Bush Road, Chase Valley, Pietermaritzburg, 3201
PROVINCE OF KWAZULU-NATAL Tel.:033 - 897 3321 Fax.: 033 - 8973398

www.kznhealth.gov.za

To:  Dr. K. L. Naidoo
Head of Clinical Unit: Pacdiatrics
King Edward VIII Hospital
From: Mrs. K.T. McKenzie
Acting CEO - Greys Hospital
Date: 2 July 2015
Re:  Request for permission to conduct research at Grey's Hospital: An exploration of work-
L based learning amongst Pacdiatric interns in KwaZulu-Natal

Dear Dr. Naidoo

Your request to conduct research at Grey’s Hospital refers.
Permission to conduct the above study is hereby granted under the following conditions:

® Your provisional ethics approval and research protocol are assumed to be valid and final
cthics approval is a prerequisite for conducting your study at our hospital. Once obtained,
please submit a copy of the full ethics approval;

¢ You are also required to obtain approval from the Provincial Department of Health KZN
Health Research Unit prior to commencing your study at Grey's Hospital. You will find more
information on their website: htip:/rwww.kznhealth.gov.za/hrkm. htm

* Confidentiality of hospital information. including staff and patient medical and/or contact
information, must be kept at all times;

* You are to ensure that your data collection process will not interfere with the routine services
at the hospital;

* You are to ensure that hospital resources are not used to manage your data collection, e.g.
hospital staff collating data; photocopying; telephone; facsimile. etc.:
Informed consent is to be obtained from all participants in your study, if applicable;
Policies, guidelines and protocols of the Department of Health and Grey's Hospital must be
adhered to at all times:

* Professional attitude and behaviour whilst dealing with research participants must be
exhibited;

® The Department of Health, hospital and its staff will not be held responsible for any negative
incidents and/or consequences, including injuries and illnesses that may be contracted on site,
litigation matters, etc. that may arise as a result of your study or your presence on site:

*  You are required to submit to this office a summary of study findings upon completion of
your research.

* You are requested to make contact with the hospital intern curator, Dr. J.H. Ramnath. at
Grey’s Hospital once you are ready to commence data collection.

Recommgnded by: Approved by:

Dr L. Ndidoo Mrs. K.T. McKenzie

Senior Manager: Medical Services Acting CEO

uMnyango Wezempilo . Departement van Gesondheid
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APPENDIX 8: GATEKEEPER APPROVAL FROM KING EDWARD VIII

HOSPITAL
OFFICE OF THE HOSPITAL CEO
Department: KING EDWARD VIIl HOSPITAL
Health Private Bag X02, CONGELLA, 4013
PROVINCE OF KWAZULU-NATAL Comer of Rick Turner & Sydney Road

Tel 031-3603853/3015; Fax 031-2061457:
Email,rejcice.‘(humayo@kzrhealth.gov.za:
www.kznhealth.gov.za

Ref.: KE 2/7/1/(35/2015)
Eng.: Mrs. R. Sibiya
Research Programming

22 July 2015

Dr. KL Naidoo
Department of Paediatrics and Child Health
Nelson R. Mandela —School of Clinical Medicine
UNIVERSITY OF KWAZULU-NATAL

Dear Naidoo

Protocol: Working is learning: An exploration of work-based learning amongst Paediatric
interns in KwaZulu-Natal

Permission to conduct research at King Edward VIII Hospital is provisionally granted,
pending approval by the Provincial Health Research Committee, KZN Department of Health.

Kindly note the following:-

¢ The research will only commence once confirmation from the Provincial Health
Research Committee in the KZN Department of Health has been received.

= Signing of an indemnity form at Room 8, CEO Complex before commencement
with your study.

e King Edward VIII Hospital received full acknowledgment in the study on all
Publications and reports and also kindly present a copy of the publication or
report on completion.

The Management of King Edward VIII Hospital reserves the right to terminate the permission
for the study shouid circumstances So dictate.

Yours faithfully

RTED/NOT SUPPORTED |

— 2// >/ 247/)%

DATE

uMnyango Wezempilo . Departement van Gesondheid
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APPENDIX 9: APPROVAL FROM THE MAHATMA GANDHI MEMORIAL
HOSPITAL

health

Depantmenl:

Haalth
PROVINGE OF KWAZLILU-NATAL

MAHATMA GANDHI MENMORIAL HOSPITAL
Fryaral Andress
Fuzlal Auciess
FE0E173 7 FeR, rd s hdgur o @kl ithgoe z:

Wi bZWNZAIN fupe oy

Reference: Research
4 Mevaraber 2015
OR K. NAIDOO

RE: PERMISSION TO CONDUCT RESEARCH: AN EXPLORATION QF WORK-BASED
LEARNING AMONGST PAEDIATRIC INTERNS IN KWAZULU NATAL

| vish ty inform you that pemlssiar is ferehy grarted for you to cond Jcl the above mentioned
research at Mahaima Gandhi Memorlal Mospltal,

Kindly contact Dr K. Chinniah on $315621719 maka the necessany rrangaments.

Youre faithfully,

DR BEGPB NDIMANDE
ACTING MEDICAL MANAGER
MAHATMA CANDHI MEMORIAL HOSPITAL

Flylling Dizeser: Figre ng Yavarty. Glarg Fope
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APPENDIX 11: SOUTH AFRICAN ASSOCIATION OF HEALTH
EDUCATIONALISTS, 2017 — ORAL PRESENTATION
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APPENDIX 12: SOUTH AFRICAN ASSOCIATION OF HEALTH
EDUCATIONALISTS, 2017 - POSTER PRESENTATION
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APPENDIX 13: INTERNATIONAL ASSOCIATION FOR MEDICAL EDUCATION, 2017 - POSTER PRESENTATION

2 0 G .\

amee s 2017

AN INTERNATIONAL ASSOCIATION FOR MEDICAL EDUCATION

CERTIFICATE
¢/ PARTICIPATION

Awarded by AMEE - An International
Association for Medical Education to:

27-30th August 2017

(e—t=—=

Ronald M Harden Trudie Roberts
AMEE General Secretary AMEE President

CERTIFICATE
/ PARTICIPATION |

41

AMEE 2017 - The Power to Surprise!
Helsinki, Finland, 27/08/2017-30/08/2017

AMEE 2017 - The Power to Surprise! has been accredited by the European Accreditation Council for Continuing Medical
Education (EACCME®) for a maximum of 16 European CME credits (ECMEC®s)

Each medical specialist should claim only those credits that he/she actually spent in the educational activity.

The EACCME is an institution of the European Union of Medical Specialists (UEMS), www.uems.net

Through an agreement between the European Union of Medical Specialists and the American Medical Association,
physicians may convert EACCME credits to an equivalent number of AMA PRA Category 1 Credits™. Information on the

process to convert EACCME credit to AMA credit can be found at www.ama-assn.org/go/internationalcme

Live educational activities, occurring outside of Canada, recognized by the UEMS-EACCME for ECMEC credits are deemed
to be Accredited Group Learning Activities (Section 1) as defined by the Maintenance of Certification Program of The Royal
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APPENDIX 14: 10T™ ANNUAL TEACHING IN HIGHER EDUCATION CONFERENCE, 2017 —- ORAL PRESENTATION

L UNIVERSITY OF ™

B KWAZULU-NATAL Bt
(e INYUVESI

. YAKWAZULU-NATALI

CERTIFICATE OF PRESENTATION
Ukubonga ukuthi

KL. Naidoo; J. Van Wyk & MA. Adhikari
Presented / Wethule inkulumo

Preparedness for Practice: Pilot Study info Changing Competencies Among
Recently Qualified Medical Graduates

At:

the University of KwaZulu-Natal’s

eNyuvesi yaKwaZulu-Natali

20-22 September 2016/ 20-22 kuMandulo 2016
Elangeni, Durban

I Dr/ Dkt Rubby Dhunpath
Conference Chairperson/ uSinlalo weNgqungquthela

INSPIRING GREATNESS
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APPENDIX 15: OTTAWA ICME JOINT CONFERENCE, 2018 - ORAL

PRESENTATION
N JOINT CONFERENCE
‘OTTAWA OTTAWA 2018 - ICME 2018 "21'?:1'%
T et et wr rtestn March 10-14, 2018 Interemtionsi Confervars

ABU DHAEBI, UAE

15 November 2017

Submitter ID: 730
Submitter Name: Kimesh Naidoo

Dear Dr. Kimesh Naidoo,
Thank you for submitting an abstract for Ottawa-ICME 2018. We are very pleased to inform that
your submitted abstracts has been accepted as per below.

Abstract Status

Title Comparing Work-based Assessment amongst South African
Interns with International best practices.

Paper Number 695

Paper Status Accepted as Oral Presentation

Stream - Topic OTTAWA 2018 - Work Place Based Assessment

This presentation is offered to you as (submitter/presenter) of the abstract as per your submission
record. Due to potential programme conflicts, it is not possible to transfer the presentation to
someone else.

A condition of acceptance of the abstract is that you will register for the conference and pay the
registration fee within 10 days of issue of this letter.

Please log in to your Presenter Portal and follow the instructions to confirm your participation.
Please note that we are unable to indicate the date and time of your presentation, and you should
be available to present at any time between 12-14 March. If you have been allocated more than
one presentation we will ensure that you do not have a timing conflict. The final programme will be
on the website by (January 14, 2018).

We would be grateful if you could confirm your participation within one week of issuance of this
letter by following the instructions in the presenter portal provided.

Best wishes

Prof. Masood Anwar
Chairman Organizing Committee
Ottawa-ICME 2018

Conference Secretariat:
RAK College of Dental Sciences [RAKCONS|, RAK Medical & Health Sciences Liniversity
P.O. Dox: 1297], Ras Al Khaimah, UAL Tel: +971-7-222-259] Max: +971-7-222-261
ottawa-icme2013@rakcods.com | www.icme2018.com | www.ottawa20ls com|
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APPENDIX 16: LETTER FROM HPCSA -INTERN SUBCOMMITEE MEETING

L et " | COLLEGE OF
75

iy HEALTH SCIENCES

Attention: Dr Jacqueline Van Wyk 23" November 2017
Clinical Professional Education
School of Clinical Medicine
College of Health Sciences

Dear Dr Van Wyk

Re: Contribution of PhD study findings to development of electronic HPCSA Intern Logbook.

Study: Exploration of the Learning Environment and Career Intentions. A Mixed methods study of
Paediatric Interns

Thus 1s to confirm that Dr KL Naidoo gave a presentation to representatives of the Intern subcommittee of the
HPCSA on the 26® May 2017 about the findings from his PhD research. The internship subcommittee is
currently in the process of developing an electronic logbook which will replace the paper based logbook which
1s presently being used in South Africa. As the internship logbook is an extremely important record of intern
activities and competencies, the transition from a hardcopy to an electronic copy provides an opporfunity for the
logbook to be redesigned from a ‘book of recordings’ to a ‘recording of leaming’. It was for this reason that the
subcommittee was interested in hearing about Dr Naidoos research findings. his assessment strategies and his
1deas about how the logbook could be adapted to become a ‘recording of leamnings’.

We want to thank Dr Naidoo for his input which was found to be extremely relevant to the assessment of
interns. Ideas and inputs generated from the presentation were forwarded to the team working on the electronic
logbook and we trust that this will contnibute to a better process for accessing the competencies of interns
currently working and training in South Africa.

Yours sincerely
77

/!

‘Q,.

Prof Andrew Ross

MBChB, DCh, MMed (Family Medicine), FCFP, PhD, GCOB
Department Family Medicine, Private Bag 7 Congella 4013 | South Africa
Telephone +27(0)31 2604485

Email: :gﬁiil" ‘lnm aC.Za
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APPENDIX 17: ACCEPTED JOURNAL ARTICLE: AFRICAN JOURNAL OF
HEALTH PROFESSIONS EDUCATION (AJHPE955R1)

C: vanwykj2@ukzn.ac.za, adhikari@ukzn.ac.za

Ref.: AJHPE955R1

Comparing International and South African Work-based Assessment of Medical Interns'
Practice

African Journal of Health Professions Education

Dear Dr Naidoo,

We are pleased to tell you that your work has now been accepted for publication in
African Journal of Health Professions Education.

Thank you for submitting your work to the journal.

Best wishes

Claudia Naidu, MSocSci

Managing Editor

African Journal of Health Professions Education

Reviewers' comments:

Reviewer's Responses to Questions

Relevance to HPE audience — Broad interest to all health professionals

Reviewer #1: A very valuable unique piece of information. Giving an opportunity for the
readers to understand how South African Work-based Assessment of Medical Intern's

practice can be compared with international standards.

Reviewer #2: This study is highly relevant in a South African context.

Scientific rigour — Appropriate design, methods, instruments and data analysis
procedures; explicit ethical review board approval; accurate, appropriate and complete
results

Reviewer #1: The study adopted a qualitative descriptive approach. A thematic analysis
was used to identify and highlight 'key concept’ from literature resources to recognise
and compare the work-based assessments of south African medical interns with
international ones.
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A scoping review with a thematic analysis was explained. The study ultimately reviewed
97 articles The results show that assessment of interns in SA has many challenges related
to resources, workload and supervision. Since the study is based on literature search the
ethical consideration may not have been applicable

Reviewer #2: The methods used appears to be appropriate given the objective of the
study.

Novel — Did you learn anything new?
(New knowledge, new application, new method)

Reviewer #1: Yes, the study explains several challenges which should be taken up and
find solutions. It has reported that the assessment of non-clinical competencies and non-
procedural skills are poorly addressed. This should be considered as a cause for concern
and should be tabled in the right forum.

Reviewer #2: The author (for the first time in literature) formalised the long-term status of
WBA in a South African context.

Quality of academic writing - Language, grammar, spelling

Reviewer #1: Good. well written. This is the second review. All the suggested corrections
have been done satisfactorily.

Reviewer #2: Besides for two punctuation errors the language, grammar and spelling are
very good. (See bottom of page 3 and line 263 on page 13 for minor corrections)

Reviewer #1: The Author has satisfied all the expectations relating to this article and is
commended for the good work. | am sure, the readers will enjoy the message coming out
of this paper. keep up the good work.

182



APPENDIX 18: ACCEPTED JOURNAL ARTICLE: BMC MEDICAL EDUCATION
(MEED-D-17-00055R?2)

Date: 20 Nov 2017

To: "Kimesh Naidoo" naidook9@ukzn.ac.za

From: "BMC Medical Education Editorial Office™ jose.maisa@springer.com

Subject: Decision on your Submission to BMC Medical Education - MEED-D-17-
00055R2

MEED-D-17-00055R2

The Learning Environment of Paediatric Interns in South Africa
Kimesh Naidoo; Jacqueline Van Wyk; Miriam Adhikari

BMC Medical Education

Dear Dr Naidoo,

I am pleased to inform you that your manuscript "The Learning Environment of Paediatric Interns in
South Africa" (MEED-D-17-00055R2) has been accepted for publication in BMC Medical Education.

Before publication, our production team will also check the format of your manuscript to ensure that it
conforms to the standards of the journal. They will be in touch shortly to request any necessary changes,
or to confirm that none are needed.

Please do not hesitate to contact us if you have any questions regarding your manuscript and I hope that
you will consider BMC Medical Education again in the future.

Best wishes,

Gerard Clunn
BMC Medical Education
https://bmcmededuc.biomedcentral.com/

Please also take a moment to check our website at https://bmcmededuc.biomedcentral.com/

BMC Medical Education operates a policy of open peer review, which means that you will be able to see
the names of the reviewers who provided the reports via the online peer review system. We encourage
you to also view the reports there, via the action links on the left-hand side of the page, to see the
names of the reviewers.
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APPENDIX 19: ACCEPTED JOURNAL ARTICLE: AFRICAN JOURNAL OF
HEALTH PROFESSIONS EDUCATION (AJHPE953R1)

m.ajhpe.0.554036.392e9ca9@editorialmanager.com
on behalf of
AJHPE <em@editorialmanager.com>

Wed 08-16, 11:09 AM
CC: vanwykj2@ukzn.ac.za, adhikari@ukzn.ac.za

Ref.: AJHPE953R1

'Sense of Belonging': The influence of individual factors in the learning environment of
South African interns

African Journal of Health Professions Education

Dear Dr Naidoo

We are pleased to tell you that your work has now been accepted for publication in
African Journal of Health Professions Education, subject to lines 76-78 in the section
under "the instrument" being edited and clarified.

Thank you for submitting your work to the journal.

Best wishes

Trish McInerney, PhD

Associate Editor
African Journal of Health Professions Education
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APPENDIX 20: ACCEPTED JOURNAL ARTICLE FROM THE SOUTH AFRICAN
MEDICAL JOURNAL

em.samj.0.53d808.fb1a660c@editorialmanager.com
on behalf of
SAM) <em@editorialmanager.com:>

Tue 06-13, 10:25 AM
CC: vanwyk2 @ukzn.ac.za, adhikari@ukzn.ac.za

Ref.: SAMI12589
Impact of the Learning Environment on Career Intentions of Paediatric Interns
South African Medical Journal

Dear Dr naidoo,

We are pleased to tell you that your work has now been accepted for publication in South
African Medical lournal.

Before we send your manuscript to the production team, please would you check/commect
the following:

1. Figures should be supplied in jpeg or pdf format. For fig 1, include axis label for
institutions; For fig 2., provide axis label for practice location.

2. Include author qualifications on title page.

3. Please note that annexures will not be published. Please remove any references to the
annexure from the text.

Also note that as per the author guidelines, page-fee charges have been implemented since
March 2017 for all research articles. Please find payment form attached herewith. As soon
as proof of payment and the completed form have been received, we will send your article
into production. [Please note that we are unable to process American Express card
payments).

Thank you for submitting your work to the journal.
Best wishes
Bridget Farham, PhD

Deputy Editor
South African Medical Journal
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APPENDIX 21: PROOF OF SUBMISSION TO AFRICAN JOURNAL OF PRIMARY
HEALTH AND FAMILY MEDICINE CARE

PHCFM Submission - 1688: Confirming Receipt

AP
AOSIS Publishing <submissions@ phefm.org>

Reply all

Today, 03:34 PM

Kimesh Maidoo

You are receiving this email on behalf of the African Journal of Primary

Health Care 8& Family Medicine. In the event of a requested response, you may
respond directly to this email

Dear Kimesh Loganathan Maidoo, Jlaoqueline M Van Wyk

Ref. Mo. 1688

Title: Perceptions of the Learning Environment influence Intern Career
Intentions

Journal: African Journal of Primary Health Care & Family Medicine

We confirm and thank you for submitting your manuscript. Please use the
manuscript reference number given above in all future cormespondence.

With the enline joumal management system that we are using, you will be
able to radk progress of the manuscript through the editorial process by
logging into the journal's website:

Manuscript URL: hitgo’ ol
Usemame: kimeshnaidoo

Your new submission will undergo a preliminary review by the editor to
assess whether the article is within the focus of the journal.

Thank you for considering this journal to publish your work. If you hawe amy
guestions, please do not hesitate to contact me.

Kind regards
AOSIS Publishing
African Journal of Primary Health Care & Family Medicine

African Journal of Pimary Health Care 8 Family Medicine

This journal is available at hitg . fweanw phofmong
If you reqguire immediate assistance, please contact the AOSIS Publishing:

Tel: RSA: 0861000381 - Intnk: +27 (0)21 975 2602

Fao +27 (086 004 974

Support email: publishing(@aosis.coza

Business hours are weekdays between B:00am-1630pm

Confidentiality: The information contained in and attached to this email is
confidential and for use of the intended recipient. This email adheres to
the email disclaimer described on www aosis coza.
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APPENDIX 22: INFORMED CONSENT - PILOT STUDY
UKZN BIOMEDICAL RESEARCH ETHICS COMMITTEE
APPLICATION FOR ETHICS APPROVAL
For research with human participants (Biomedical)

Information Sheet and Consent to Participate in Research

Date: August 2015

My name is Dr Kimesh L Naidoo. | am a Paediatrician and based at King Edward VIIl Hospital and Honorary
Clinical Tutor based at the Department of Paediatrics and Child Health, 4™ Floor, Nelson R Mandela School of
Medicine, University of Kwa Zulu Natal, 716 Umbilo Road, Congella, Durban. My telephone numbers are
0837760560 and 031 2604350.My email is naidook9@ukzn.ac.za

You are being invited to consider participating in a study that involves research into work-based learning
amongst paediatric interns at hospitals in KwaZulu-Natal.

The title of this study is: Working is learning: An Exploration of Work-based learning amongst Interns in Kwa
Zulu Natal. A mixed methods study in junior doctors.

The purpose of this research is to explore work-based | earning (WBL) in interns working in a high childhood
disease burden area, KwaZulu-Natal (KZN), South Africa.This is a pilot phase and we are keen on validating a
questionnaire on Intern learning environment

You are being invited to participate in this study in terms of phase 1 of this study.
SURVEY and
A FOCUS GROUP
This consultation consists of two parts
1. Completion of a survey into the Intern learning environment

2. Focus group discussion on the survey questionnaire and on future careers intentions and experiences
in internship

The study involves minimal risk. Participation in this research is voluntary and participants may withdraw
participation at any point. There are no specific reimbursements for participation in the study. About one hour
of your time will be utilized. Breakfast will be provided for all participants Confidentiality of personal
information will be maintained at all times. No names, addresses or identification numbers will be required.
The focus group discussions will be recorded

This study has been ethically reviewed and approved by the UKZN Biomedical research Ethics Committee (BE
177/15)In the event of any problems or concerns/questions you may contact the researcher at Department of
Paediatrics and Child Health, 4t Floor, Nelson R Mandela School of Medicine, University of Kwa Zulu Natal, 716
Umbilo Road, Congella, Durban.

Telephone numbers are 0837760560 and 031 2604350 and email naidook9@ukzn.ac.za

Or the UKZN Biomedical Research Ethics Committee, contact details as follows:
BIOMEDICAL RESEARCH ETHICS ADMINISTRATION
Research Office, Westville Campus

Govan Mbeki Building
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Private Bag X 54001
Durban, 4000, KwaZulu-Natal, SOUTH AFRICA

Tel: 27 31 2604769 - Fax: 27 31 2604609

Email: BREC@ukzn.ac.za

CONSENT

| ettt ettt et et et ettt ste e e a s e s eteeaese e atetaereeatean Have been informed about the study entitled
Working is learning: An Exploration of Work-based learning amongst Interns in KwaZulu-Natal. A mixed
methods study in junior Doctors, by Dr Kimesh Naidoo

I understand the purpose and procedures of the study.

I have been given an opportunity to answer questions about the study and have had answers to my
satisfaction.

| declare that my participation in this study is entirely voluntary and that | may withdraw at any time without
affecting any treatment or care that | would usually be entitled to.

| have been informed about any available compensation occurs to me as a result of study-related procedures.
I am aware that the discussions of this focus group will be audio recorded and | consent to this

If | have any further questions/concerns or queries related to the study | understand that | may contact the
researcher at Department of Paediatrics and Child Health, 4™ Floor, Nelson R Mandela School of Medicine,
University of Kwa Zulu Natal, 716 Umbilor Road, Congella, Durban.

Telephone numbers are 0837760560 and 031 2604350 and email naidook9@ukzn.ac.za

If I have any questions or concerns about my rights as a study participant, or if | am concerned about an aspect
of the study or the researchers then | may contact:

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION
Research Office, Westville Campus
Govan Mbeki Building

Private Bag X 54001
Durban
4000

KwaZulu-Natal, SOUTH AFRICA
Tel: 27 31 2604769 - Fax: 27 31 2604609

Email: BREC@ukzn.ac.za
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APPENDIX 23: INFORMED CONSENT EXPERT FOCUS GROUP

UKZHN BIOMEDICAL RESEARCH ETHICS COMMITTEE

APPLICATION FOR ETHICS APPROVAL
For research with human participants (Biomedical)

Information Sheet and Consent to Participate in Research

Drate: 14 October 2015

My name is Dr Kimesh L Haidoo. | am a Paediatrician and based at King Edward VIl Hospital
and Honorary Clinical Tutor based at the Department of Paediatrics and Child Health, 4™
Floor, Helson R Mandela School of Medicine, University of Kwa Zulu Hatal, 716 Umbilo Road,

Congella, Durban. My telephone numbers are 0837760560 and 031 2604350.My email is
naidookWdukzn. ac.za

Tou are being invited to consider participating in a study that involves research into work-
based learning amongst paediatric interns at hospitals in KwaZulu-Hatal.

The title of this study is: Working is learning: An Exploration of Work-based learnming
amongst Interns in Kwa Zulu Natal

The purpose of this research is to explore work-based | earming (WEL) and career intentions
of interns working in a high childhood disease burden area, KwaZulu-Hatal (KIM), South
Africa.

Tou are being invited to participate in this study in terms of phase 1 of this study. A FOCUS
GROUP

This consultation consists of two parts
1. Face Validation of a learming envircnment tool | hope to use
2. Focus group discussion on the intern traiming program in institutions in Kwalulu-
Matal

The study involves minimal risk. Participation in this research is voluntary and participants
may withdraw participation at any point.. There are no specific reimbursements for
participation in the study. About one hour of your time will be utilized .Lunch and tea will
be provided for all participants Confidentiality of personal information will be maintained at
all times .Ho names, addresses or identification numbers will be reguired .The focus group
discussions will be recorded using an audio recorder. The recordings of this discussion
will be transcribed.

This study has been ethically reviewed and approved by the UKIN Biomedical research Ethics
Committee (BE 177/15)In the event of any problems or concerns/questions you may contact
the researcher at Department of Paediatrics and Child Health, 4™ Floor, Nelson R Mandela
School of Medicine, University of Kwa Zulu Natal, 716 Umbilo Road, Congella, Durban.
Telephone numbers are 0837760560 and 031 2604350 and email naidook3@uken.ac.za

Or the UKZH Biomedical Research Ethics Committee, contact details as follows:
BIOMEDICAL RESEARCH ETHICS ADMIMISTRATION

Research Office, Westville Campus

Govan Mbeki Building

Private Bag X 54001

Durban, 4000, KwaZulu-Hatal, SOUTH AFRICA

Tel: 27 31 2604769 - Fax: 27 31 2604609

Email: BREC@ukzn.ac.za

e e B T B s et |
Informed consent form 2 Working i Learning Focus Group MANAGERS 13 October 2015 Page 1l

189



APPENDIX 24: INFORMED CONSENT - INTERN SURVEY

UKZN BIOMEDICAL RESEARCH ETHICS COMMITTEE

APPLICATION FOR ETHICS APPROVAL
For ressarch with human partioipants {Etomediosi)

Information Sheet snd Consent to Particlpate in Besearch

D=ar Inte=m
Ky mame = Dr Kimesh L Maidoo.

| am a Pa=datrcian and based ot King Edward Yl Hospital and Honorary Clinscal Tutor
bazed at the Department of Pasdiatrics and Child Health, 47 Floor, Melson B Mandela Sohool
of Medicire, University of Kwa Zulu Matal, 716 Umbilor Road, Congslla, Durban.

Ky t=lephone numbers ane 0837760560 and 091 1604350,

Ny enail iz resdook 3@ ulcon. a0 Ta

fiou are being invited to consider participating in & study that imwobves ress=arch ivta learming
EperiEnoss  amongst pasdiaino mbems at itals m Kwa Tulu Matal). This res=arch 1z
besiing oonducted for my doctoral soudies at the University of Kwa Zulu Matal

The title of thiz shudy i= : Working is beoming: dn Explomotion of Work-bosed [eoming
amongst Foediatric interns in dwo Ffule Naofol & mived methods study amongst  junior
Doctors in & high disesse burden oontet.

Thee participants will be expeoted to partivipate in & paper based questionnaire which will
take aboart 30-45 mrinutes to complete.

Participation in this research & woluntary and that participants may withdraw participation
at any point, and that in the event of refusal fwithdraeal of participation the participanits
will nat incur

The=re are no oosts that will be inoumred by participants & 2 result of participation in the
. There ane no spevifio resmbursements for partcipation i the study.

%rﬁﬁry:{pﬂn:rdiﬁmﬁmwiuben'ﬂiﬂ:imdntdlﬁm- names, addnesoes

or identification numbers will be requirsd.

Thiis study has been sthioally reviesed and approved by the UKTH Boomedical recearch Ethios

Commaties (approval number BE 1777135).

EIOMEDICAL RESEARCH ETHICS ADMINISTRATION
Bezzarch Office, 'Westville Campus

Gowan Mt Burilding,

Private Bag X 54001

[wrban

4000

KvaTulu-Natal, S00UTH AFRICA

Tek: 27 31 PO0ERET - Fane: 777 31 J60-4609

Emafl: BRFCEuion. an. 7o

I R R e ———————
Inforemed Comeent Form -1 Workdeg ls Lesrning Page 1
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e g S BT S S e L - hawe besn informied aboue the study
entitled Working i leoming: 4n Exploration of Work-bosed lcorning amongst Poediatric
interms dn Fwo Fuly Notal. A mixed methods study amongst jundor Dootors in & high
dizease burden context, by Dr Kimesh Haidoo

| understand the purposs= and prooedunes of the shudy.

| have be==n given an opportunity to aneser guestions about the thedy and have had answes
to mry satisfaction.

| deglare that my participation in this study iz entirely voluntary and that | may withdras at
any tme without affecting any treatment. or oare that | would tmsally be sntitled to.

| havve b==n informed about any available compensation ooours to me 2= a result of stdy-

If | have any further questionsi conoems or queries related to the stidy | underszand that |
may oontaot the ressarcher at Department of Pasdiatrics and Child Health | 4% Floor |
Helson R Mandela School of Medicine, Umiversity of Evwa Iulu Hatal 716 Umnbilor Road |
Congella , Durban .

Tedephones numbers are 08377605060 and 031 2604350 and =mail naidook 3 Eubern. ac.za

i | hawve any guestions or concerns about myy rights e a study participant, o if | @m
ponoerned about an azpect of the study or the res=archers then | may contadat:

BIDMEDICAL RESEARCH ETHICS ADMINISTRATION
Reszarch (Hfice, ‘Westville Campus

Gopwani MbseSii Buriling

Private Sag ¥ 54001

[urban

4000
K ubu-Natal, SO0UTH AFRICA
Ted: 27 31 2604767 - Fax: I3 31 Do04607

Emaifl: BRECEuk=n. a0.za

Signevture of Participant Dnie=
[—_——e——eeee——————————————e————
liaForesed Caicent Ferm -1 Workisg 13 Lesining Page 2
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APPENDIX 25: INFORMED CONSENT - FOCUS GROUP DISCUSSION —-INTERNS

UKZIN BIOMEDICAL RESEARCH ETHICS COMMITTEE

APPLICATION FOR ETHICS APPROVAL
For research with human participants (Etomedicall

Information Shest snd Consent to Participate in Bessarch
Cane:
Dmgir | it

Ny name is Dr Kemesh L Haidoo.

| am a Pasdiatrician and based at King Edward V1ll Hospital and Honorary Clingcal Tutor
based at the Department of Pasdiatrics and Child Health, 4™ Floor, Medson B Mandela Sohaool
of Medicine, University of Kwa Zulu Natal, 716 Umbilor Road, Congella, Durban.

My telephone rumbers are (837700560 and 091 2504550,

Ky email is pasdookSSulkan, a0 28

Yo are beirg irvited to consider participating in a study that irvolves a research into work-
bazed learming amongst pasdiatrio intemns at hospitals in Kwva Zulu Nazal)

The title of this stdy is : Working is beamdng: An Dgplorotion of Work-bosed leoming
amongst Boediatric interns in Kwe Fuln Watol A miked methods study amongst  junior
Dioctors in a high disssse borden oontest.

The purpxe of thiz research iz to explore work-based | =arning (WBL) in Pasdiatric intems
working in a high ofildhood diszase burden area, Kaa Tulu Matal (KIN], South dfrica.

This corsent fiorm 15 speotfic for the foous group component of the research project.

The study is funded by s=ed funding from the Medial Education Partnership Initiative (MEP1)
REMETH . This stwsdy is part of my postgraduate doctorate study at the Unieersity
of K Tulu

Thee study inveolves mindmal risk. The Fome group dzouzsions will be audic-taped in order for
transoription to snsure no inoomeot information iz resorded.

Mo identifiable rames will be used at in any of the notes.

It iz hoped that the study will improve the kbnowiedge on lzaming during the interrship
period &= well a5 learming in the workplace specifically in pediatrics in high disease burden
aregs. It is hoped that this knowdedge will be ws=d to improes the trairing of int=ms in
Pasdiatrics in intermehip in South Africa and other countries with similar disease burdens It
iz hoped that the krewdedge gained from thizs study will alzo inform undergraduate trasming
in South Africa with regard o work-bazed L=arning. There are no direct berefits to the you
in this study.

Participation in this research is woluntary and that participants may withdrasy participation
at any point. and that in the event of refusal/withdrasal of participation the participants
will not imour

e —————————————————————
Infosrmed Covresent Ferm -3 Workisg [ Lesrning Pag: 1
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The=re are no costs that will be inoumesd by participants & a2 result of participation in the
shuacky.
There are no specifio reimbursements for participation.

Confidentiatity of personal information will be masntained at all times _Ho names, address=s
nridenﬁﬁcaﬂmmn‘l:ersv-illh-e!ﬂj'ad.

Al audio tapes will be stored y by the principal mes=archer for five years and then
destroped as per the rules and regulations of the University of Kwa Zulu Hatal

Thiis study has been ethically reviesed and approved by the UKZN Biomedical research Ethios
Committes (approval number BE 177715).

In the =vent of any problers or oonosms) tions may oontagt the res=aroher at
:!I'Fn:i:trimuﬁdihid Health, H-nur.l'ﬁ‘;on R Mand=la School of Medigine,

University of Evwa Zulu Matal, 716 Umbilor Rioad, Congella, Durban.
Ted=phore numbers an= J837760560 and 031 2604350 and =mail naidock 3Eukr . 7a

Or the= UKIN Baomedical Res=aroh Ethics Committes, contact details as follows:

EIDMEDICAL RESEARCH ETHICS ADMINISTRATION
Research Office, Westville Campus

(orean Mbeki Buil ding

Prevate Bag X 54001

Darban

4000
KwaZulu-Hatal, S0UTH AFRICA
Ted: 27 31 3604767 - Fax: 27 31 2604605

Emas: BREELE ubzn. a0.7a

COMSEMT
P e ——————————mmmEen
I nforesd Cordenl Farm -3 Workisg |3 Lesrning Page 2
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et b e s B e e 8 Have been informed aboart the study
entitled Working fs leoming: 40 Explorotion of Work-hased learning amongst Boediatric
interns in Kwa Zuiy Matol. A wined methods amongst in junior Dootors in & high disease
burden context by Dr Kimesh Haidoo

| understand the purpose and prooedures of the ctdy.

| hawe been given an opportunity to arseer questions about the shiedy and have had answes
to: mmy satisf action.

| deglare that my participation in this study is entrely voluntary and that | may withdrae at
amy tme without affecting any treatment or oare that | would wmelly be sntitled to.

| havee bmen informed about any available compensation ooowes to me a5 @ result of stdy-
related procedures.

If | have any further queshionsconoems or quersess related to the study | understand that |
may contaot the ressarcher ot Department of Poediatrics and Child Heatth |, 4 Foor |
Helzon B Mandela School of Medigine, University of Kwa Zulu Matal 716 Umbio Boad |
Corgella , Durban _

Tedephior= numbers are J837760560 ard 031 2604350 and =mail paidookdEwkon az 75

K | hawe any guestions o concerns about my rights as a study participant, o if | am
oonoermed about an sspect of the shudy or the nessardhers then | may contaot:

EIDMEDICAL RESEARCH ETHICS ADMINISTRATION
Research Hfice, ‘Westville Campus

Gowars Mbsesi Burildine

Private Bag i 54001

Durban

4000

FwaZulu-Natal, SOUTH AFRICA

Ted: 27 31 2604767 - Fax: 27 31 2604609

Email: ERECEU=N. ao.za

Signature of Participant D=

additonal conssnt

| herety provide consent to:
Audio-record my Interview  YES / MO

Zignature of Participant Dals
e S T T
Inforemed Corsent Ferm -3 Workisg |3 Lesrning Page 3
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APPENDIX 26: MODIFIED PHEEM - SUPERVISOR SURVEY

Number PHEEM ITEM indicating changes to original instrument as developed by Roff et al 2005 SA intern supervisor version
1 Paediatric Interns have a contract of employment that provides information about hours of work
2 Paediatric clinical teachers set clear expectations
3 Paediarics has protected educational time in this post
4 Paediatrics had an informative induction/"orientation" programme
5 Interns in paediatrics have the appropriate level of responsibility in this post
6 Paediatrics had good clinical supervision at all times
7 There is racism in paediatric internship
8 Paediatric interns have to perform inappropriate tasks
9 There is an informative " paediatric handbook for interns”
10 Paediatric clinical teachers had good communication skills
11 Paediatric Interns am bleeped( called) inappropriately in paediatrics
12 Paediatric interns are able to participate activelyin educational events
13 There is gender discrimination in
14 There are clear clinical protocols in paediatrics
15 Paediatric clinical teachers are enthusiastic
16 Paediatric interns have good collaboration with other doctors in my grade
17 Paediatric intern's on duty including their overtime hours conform with the Labour laws of South Africa
18 Paediatric interns have the opportunity to provide continuity of care
19 Paediatrics have suitable access to careers advice
20 The hospital has good qualityaccommodation for interns when on call
21 There is access to an educational programme relevant to the needs of Paediatric interns
22 Paediatric interns getregular feedback from seniors
23 Paediatric clinical teachers are well organised
24 Paediatric interns are physically safe within the hospital environment
25 There is a no-blame culture in paediatric internship
26 There are adequate catering facilities when Paediatric interns are on call
27 Paediatric interns have enough clinical learning opportunities for my needs
28 Paediatric clinical teachers have good teaching skills
29 Interns feel part of the team "when working in Paediatrics"
30 Interns in paediatrics have opportunities to acquire the appropriate practical procedures for my grade
31 Paediatric clinical teachers are accessible
32 The workload for Paediatric interns is fine
33 Paediatric Senior staff utilise learning opportunities effectively
34 The training in paediatric internship makes interns feel ready to be a community service officer in South Africa
35 Paediatric clinical teachers have good mentoring skills
36 Interns in Paediatrics geta lot of enjoyment out of their paediatric intern job
37 Paediatric clinical teachers encourage interns to be an independent learners
38 There are good counselling opportunities for "interns” who fail to complete their training satisfactorily original = junior doctors
39 The clinical teachers provide interns with good feedback on their strengths and weaknesses
40 Paediatric clinical teachers promote an atmosphere of mutual respect

*bolded text indicates changes to the original questionnaire
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APPENDIX 27: MODIFIED PHEEM — INTERN SURVEY

Number PHEEM ITEM indicating changes to original instrument as developed by Roff et al 2005 Paediatric intern survey SA version
1 I have a contract of employment that provides information about hours of work
2 My clinical teachers set clear expectations
3 I have protected educational time in this post
4 I had an informative induction/"orientation" programme
5 | have the appropriate level of responsibility in this post
6 I had good clinical supervision atall times
7 There is racism in this job
8 I have to perform inappropriate tasks
9 There is an informative "paediatric handbook for interns” original = Junior doctors handbook
10 My clinical teachers had good communication skills
11 Iam bleeped( called) inappropriately in paediatrics
12 Iam able to participate actively in educational events
13 There is gender discrimination in this job
14 There are clear clinical protocols in paediatrics
15 My clinical teachers are enthusiastic
16 I have good collaboration with other doctors in my grade
17 My hours" on duty including my overtime hours conform with the Labour laws of South Africa" original =My hours conform to the New Deal
18 I have the opportunity to provide continuity of care
19 I have suitable access to careers advice
20 The hospital | did Paediatrics in has good quality accommodation for interns when on call
21 There is access to an educational programme relevant to my needs
22 | getregular feedback from seniors
23 My clinical teachers are well organised
24 | feel physically safe within the hospital environment
25 There is a no-blame culture in paediatric internship
26 There are adequate catering faciliies when | am on call
27 | have enough clinical learning opportunities for my needs
28 My clinical teachers have good teaching skills
29 | feel part of the team "when working in Paediatrics"
30 I have opportunities to acquire the appropriate practical procedures for my grade
31 My clinical teachers are accessible
32 My workload is this job is fine
33 Senior staff utilise learning opportunities effectively
34 The training in this post makes me feel readyto be a "community service officer in South Africa” original = Specialist Registrar/Consultant
35 My clinical teachers have good mentoring skills
36 | get a lot of enjoyment out of my paediatric intern job
37 My clinical teachers encourage me to be an independent learner
38 There are good counselling opportunities for "interns” who fail to complete their training satisfactorily original = junior doctors
39 The clinical teachers provide me with good feedback on my strengths and weaknesses
40 My clinical teachers promote an atmosphere of mutual respect

* bolded are the changes to the original questionnaire
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APPENDIX 28: DR KL NAIDOO EDITING LETTER DD 07 DECEMBER 2017

Angela Bryan & Associates

6 La Vigna
Plantations

47 Shongweni Road
Hillcrest

07 December 2017

To whom it may concern

This is to certify that the Doctoral Thesis: An Exploration of the Learning Environment and Career
Intentions, A Mixed Methods Study of Paediatric Interns in KwaZulu-Natal written by Dr Kimesh Naidoo
has been edited by me for language.

Please contact me should you require any further information.

Kind Regards

Angela Bryan

angelakirbybryan@gmail.com

0832983312

197





