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Abstract

Background

In response to the national accreditation requirements,
Alexandria Faculty of Medicine has implemented an
integrated competency-based curriculum. However, the
reform minimally affected the practical year which still
lacks clear learning objectives and assessment methods.
This study aims at exploring house officers’ and junior
residents’ formal and informal learning experiences
during the practical year and how they relate to the
national competencies.

Methods

Based on social constructivism epistemology this
qualitative research included focus groups and personal
interviews with a total of 22 house officers and junior
residents from four different training and workplace
locations in Egypt. The participants provided personal
incident narratives about their formal and informal
learning experiences during the practical year. We
applied qualitative framework analysis to all narratives
using Atlas Ti software program and conducted a
narrative analysis of one exemplar.

Results

We identified a total of 51 narratives taking place in 9
different hospital and geographic locations. The learning
experience was shaped by other facilitators/ barriers
including personal interest/ disinterest, gender, training
location and relation with residents and peers.
Participants highly valued formal learning and perceived
informal learning as a burden rather than an opportunity.

Conclusions

Not only did house officers and junior residents feel best
prepared for the clinical and procedural skills but they
also valued them more than the other skills and
competencies of the National Academic Reference
Standards which reflects the hidden curriculum.
Informal learning in the workplace was neither
recognized nor appreciated it was rather taken for
granted or “invisible”.

Keywords: qualitative study, narrative inquiry
methodology, house officer training, competency based
medical education.
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Background

Medical education in the 21* century is characterised by
dramatic changes affecting health care delivery,
patients, doctors and students themselves, the
exponential growth of medical knowledge, increased
multi-professional awareness, the growing role of
information technology and the emergence of new
diagnostic and therapeutic methods, well-informed
patients, best evidence-based medicine, and the periodic
re-accreditation of doctors requiring self-directed
learning and continuing medical education (1).
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These challenges led to a wave of quality assurance
initiatives and the need for accreditation systems and
standardised definitions of quality in health care (2). In
2005, the World Health Organization (WHQ) and the
World Federation for Medical Education (WFME)
recommended the establishment of accreditation
systems that are " “effective, independent, transparent
and based on medical education-specific criteria” (2).

By the end of their education, health care professionals
need to be equipped with a “broad set of competencies”
to be prepared to deal with and “survive in today’s
changing environment” (3). As a result, competency
frameworks have been developed to catalogue the full
scope of all the necessary “skills, knowledge, and
behaviours” (3). Competency frameworks exist for
almost all the specialties of the health care professions,
e.g. medicine (4), dentistry (5), nursing (6-8), pharmacy
(9) and veterinary medicine (10) and also inter-
professionally across different specialties (11).

Within medical education, competency frameworks
have been developed for all phases ranging from
undergraduate education (12) to postgraduate education
(13) and continuing professional development and
continuing medical education (14), not only for
students, but also for faculty staff members (3). The
scope of competency frameworks is also very wide;
ranging from subspecialties, for example cardiothoracic
surgery (4); family medicine (15), diabetes (8) and
glaucoma (16) to inter-professional frameworks (11)
and to global levels. Attempts have even been made to
create a global competency framework for the global
physician (17).

In Egypt the National Authority for Quality Assurance
and Accreditation in Education (NAQAAE) was
established in 2006 to assure the quality, continuous
improvement and efficient performance of Egyptian
education institutions in general and medical schools in
particular. The NAQAAE developed a set of National
Academic Reference Standards for the Bachelor’s
degree in medicine (NARS) in 2008 to ensure that all
medical graduates achieve the skills and competencies
needed to practice medicine (18). This competency
framework is divided into two sections covering the
undergraduate medical education including a final
practical year and is adapted from international
frameworks, such as Tomorrow’s doctors and the GMC
guidelines on good medical practice (18).
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In response to the accreditation requirements, the
Alexandria Faculty of Medicine introduced a curricular
reform in 2009 in order to shift from the traditional
discipline- based curriculum to an integrated system-
based one. Curricular objectives and course
specifications for the seven years of undergraduate
medical education were formulated in alignment with
the national competency framework.

However, the reform didn’t include the seventh year,
also called the practical or house officer year, where
students are expected to share in the diagnosis and
treatment of patients at the main university hospitals and
put into practice the theoretical knowledge they have
acquired. Unlike the first six years, the practical year
lacks a formal or specific curriculum; no learning
outcomes have been formulated for this stage of the
medical training. Students have inconsistent learning
experiences as learning is dependent on the personal
experiences of each student, e.g. where, when and with
whom they train. Each department has a different plan
for training house officers ranging from organizing
formal weekly teaching sessions to leaving students in
the ward to observe and learn by their own.

House officers spend 12 months rotating between the
different departments; they spend two months in each of
the general surgery, internal medicine, paediatrics and
obstetrics and gynaecology departments, and one month
in each of the anaesthesia and surgical intensive care
department, the emergency department, and two months
in two elective rotations of their choice. Within the
context of this competency framework, house officers
are expected to achieve not only clinical and diagnostic,
evidence based and infection control skills, but also
team working skills and coping with the changing world
environment (18).

Throughout this period house officers are facing the
burden of the transition phase between the
undergraduate education in a university setting and the
postgraduate training in the workplace which is often
characterized by  uncertainty,  disorder, and
indeterminacy  (19). Lacking previous clinical
experience house officers may sometimes lack the
confidence and ability to make decisions instinctively
and correctly (20). The ‘metamorphosis of medical
students into junior doctors’ is an important phase of
their professional development that needs a “balance
between support from colleagues, professional
development through taking independent responsibility;
and the strength of the view of internship as part of a
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‘natural progression’, an inevitable evolution through
the stages of medical training” (21).

Furthermore, this phase shapes the professional identity
of the medical practitioner who can be considered a
novice joining a new community of practice at the
workplace in learning on the job process (22). The
current study aims at exploring house officers’ and
junior residents’ knowledge and understanding of the
national competency framework as well as their formal
and informal learning experiences compared to the
national competency framework.

Methods

Study design and philosophical assumptions

This qualitative study is based on social constructivism
epistemology where knowledge and attitudes about the
national competency framework are explored as “being
constructed through social interaction” (23). The
qualitative approach lends itself to understanding the
meaning of the participants’ learning experience and
perceived learning needs in the natural setting minimally
disrupting the participants’ daily routine (24).
Consistent  with  the  philosophical —assumptions
underpinning this study a narrative inquiry approach
was taken. Within the context of the narrative inquiry
approach data is generated in the form of stories that are
interpreted and represented in a narrative or storied form
to reflect the ‘essence’ of the learning experience during
the practical year (25, 26).

Sampling and recruitment

Purposeful maximum variation sampling was designed
for this research (27). Different participants (house
officers and junior residents of different specialties) in
various sites (university, ministry of health, private and
military hospitals) were chosen to allow the study of a
broad range of experiences and maximize opportunities
to elicit data (28, 29). An estimated sample size of 20
participants (10 house officers and 10 junior residents)
was chosen for this research. This decision aimed to
strike a balance between the depth of the learning
experiences and the breadth and variation of the
different study participants and sites (24). Recruitment
was mainly done by announcements on the
corresponding social media groups for house officers.
Additionally, a snowballing approach followed where
participants recommended others who were interested
and eligible to participate in this research. There was no
pressure or coercion, and they could withdraw at any
time during the discussion or refuse to answer any
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questions. Volunteering students were contacted and
focus groups were organized. Participants were given
incentives in the form of soft drinks.

Two groups of participants were included in this
research:

Group A: Junior residents (relevant population size of
about 1000) Junior residents were individuals who had
just completed the house officer year and were on their
first year of residency. Residents came from different
specialty backgrounds (General practitioners, ENT,
Anaesthesia and surgical intensive care, neonatology)
and different locations in different rural and urban areas
inside and outside Alexandria (Main University
Hospitals, ministry of health hospitals, health insurance
hospitals and military hospitals).

Group B: Current house officers (relevant population
size of around 1000) Current house officers were
individuals that were in the midst of their house officer
training. At the time this research was conducted house
officers were at an earlier stage of the practical year
(between the third and fifth month). House officers were
training in different departments in different locations
(Alexandria Main University Hospitals and Ministry of
health hospitals).

Data collection and analysis

Focus groups were used for this study with the aim of
delving into the feelings and attitudes of house officers
and residents towards their learning experiences and the
national competency framework (30). Data analysis
occurred concurrently with data collection in an iterative
data analysis process (27). Data was audio- recorded,
transcribed and translated by the researcher MS from
Arabic to English. A professional translator checked the
accuracy of the anonymized transcripts. Translated
transcripts were analysed using “framework analysis
involving familiarization, identifying a thematic
framework, indexing, charting, mapping and
interpretation” (31). The authors MS and AD
independently identified themes and then came together
to discuss them. After the discussion, the authors then
created an initial coding framework based on one
interview and four focus group transcripts. For
construction of the framework, we drew upon a priori
items of the national competency framework as well as
emergent issues raised by the study participants (31). A
consensus process followed, and coding was continued
with the remaining transcripts using ATLAS-ti (a
computerized indexing system) until data saturation was
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reached after 4 focus groups. In our study, data
saturation was determined by systematically reviewing
the transcripts to identify the point at which no new
themes, concepts or repetitive information emerged.
The coding framework was “revised and amended
iteratively to reflect the data” (23).

This study was undertaken as a requirement for the
Masters in Medical Education at the University of
Dundee. Ethics This research was approved by the
University of Dundee Research Ethics Committee and
institutional approval was given by the Alexandria
Faculty of Medicine. Anonymity was assured; a consent
form was signed by participants, who also provided
basic demographic information.

Quality, rigour and reflexivity

Being reflexive about the relation between the
researcher and the participants and the way they interact
is an important aspect of the quality of the research (32).
The principal researcher and author MS in this case was
an insider, having lived the experience of the house
officer year herself, which may lead to a deeper and
better understanding of the context as well as easier
access to the research participants. However, it may also
have some limitations, such as the researcher's personal
experience influencing the coding and analysis of the
data, whether negatively or positively. The researcher's
experience of training as a house officer may be a
source of bias/prejudice that shouldn't be eliminated, but
rather considered and reflected upon (25). Potential
biases were carefully addressed throughout the coding
process, with the active involvement and thorough
revision of the supervisor and the author, AD, thereby
increasing the interrater reliability of the study. In
addition, the author MS engaged in reflexive journaling
to examine how her own experiences might influence
the interpretation of the data, ensuring a comprehensive
and nuanced analysis.
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The research participants were students of the principal
researcher and author MS at some point in their
undergraduate education, which may also influence the
interaction. The fact that the researcher and the
participants have had similar experiences and belong to
the same institution will help to build a relationship that
includes connection, trust, and respect (27).

Two methods were used to ensure the validity of the
current research. Triangulation was achieved by
involving more than one stakeholder group (residents
and house officers) to ensure comprehensiveness and
more reflexive data analysis (25, 33). Riessman (34)
described two levels of validity in narrative research: the
trustworthiness of the data, i.e. the story told, and the
validity of the analysis conducted by the researcher.
Relevant to narrative research is the constructive
alignment between the research questions, the
epistemology underpinning the research, and the
methods used. Upon completion of data collection,
transcription, translation, and analysis, a significant
number of house officer participants had already
graduated. Consequently, the feasibility of conducting a
member check was compromised due to the temporal
advancement in the participants' professional statuses.

Results

Participants

Eleven junior residents and eleven house officers
participated in seven interviews (six focus groups and
one personal interview) across different hospitals in
different geographic locations. The focus groups took
place face to face in the Alexandria University facilities
and lasted between 44 and 94 minutes for residents and
between 92 and 122 minutes for house officers.
Demographic data of study participants is summarized
in Table 1.

Table (1): Demographic Data of study participants

Category

Residents

House officers

Number N=11

N=11

Gender Male/Female: 4/7

Male/Female: 3/8

Hospital location Main university hospital:

hospital: 1

2 Ministry of health | Main university hospital: 10
hospitals: 7 Health insurance hospitals: 1 Military | Ministry of health hospitals: 1

Alexandria center: 3
Alexandria suburbs: 6
Cairo: 1

Damanhur: 1

Geographical location

Alexandria: 11
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Specialty/ department of
training

Neonatology: 3

Ear Nose and Throat:1
Intensive Care Unit:1
Anaesthesia: 1

General practitioners: 5

General surgery: 5

Paediatrics: 2

Urology: 1

Orthopaedic surgery:1 Obstetrics
and gynaecology: 1

Emergency medicine: 1

Previous departments of
house officer training

Anaesthesia: 6

Emergency medicine: 5
Obstetrics and gynecology:2
Internal medicine: 2
General surgery: 2
Paediatrics: 1
Cardiothoracic surgery: 1
Radiology: 1

Average age 26 years

24 years

Coding framework

The final coding framework was composed of five
major themes that are summarized in table 2. Themes 1-
4 included fragmentary coding (narrative as well as non-
narrative fragments of data) of content related themes

about the NARS, learning experiences, opportunities,
barriers and facilitators to achieve NARS items. Theme
5 included narrative coding of a total number of 51
whole personal incident narratives.

Table (2): The six themes of the coding framework

Theme Theme title Coding

Descriptor/definition

1 Knowledge and opinion
about the National
Academic Reference
Standards (2 subthemes)

of all interview

narrative)

Fragmentary coding

data

(narrative and non-

This theme contains residents’ and house officers’
comments about the NARS in general and some of its
specific competencies in particular.

2 Formal and Informal Fragmentary coding This theme discusses the sources that house officers use
learning opportunities ( 3 of all interview data for their learning including teaching sessions officially
subthemes) (narrative and non- organized and announced by the faculty of medicine,

narrative) serendipitous informal teaching and autonomous
learning efforts

3 Meeting/ not meeting Fragmentary coding | This theme explores house officers and residents

specific competences of the
National Academic
Reference Standards (10
subthemes)

(narrative and
narrative)

of all interview data

non-

achievement of the NARS competencies such as
clinical and procedural skills, team work and inter-
professional work, time and resource management and
cost effectiveness.

4 Barriers and facilitators of Fragmentary coding This theme elaborates factors helping/ hindering house
learning (6 subthemes) of all interview data officers to achieve the required skills and competences
(narrative and non- including personal interest/disinterest, gender,
narrative) department, residents, peers/teamwork and knowledge
about the NARS.
5 Personal incident narratives | Holistic coding of This theme presents stories of the learning experience

narrative data

of house officers and residents in the Main University
Hospital and Ministry of health hospitals and their
impact whether positive, negative, or neutral.

Theme 1: Knowledge and opinion about the National Academic Reference Standards

Awareness of the NARS was initially low. However,
when shown the printed document, participants reported
having read it by chance on social media (Table 3,

Quote 1). There was a good consensus among study
participants in both groups about the usefulness,
appropriateness, and value of the NARS competencies
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in preparing house officers for residency (Table 3,
Quote 2). Some house officers even drew some parallels
between the NARS and some international board exams,
making the NARS valuable in preparing house officers
not only for the national but also for the international
labour market (Table 3, Quote 3). However, participants
had mixed views on some of the competencies, such as
applying  evidence-based  medicine in  patient
management (Table 3, Quote 4) and making cost-
effectiveness decisions (Table 3, Quote 5). Both were
considered irrelevant for the placement year as house
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officers are not directly involved in patient management
decisions. The complexity and controversy involved in
these decisions was considered inappropriate at this
stage of medical training. There is a link between theme
1 (knowledge and opinions about the NARS) and theme
4 (the barriers/facilitators of learning). Lack of
knowledge about the standards was perceived as a
significant barrier to achieving them. House officers
cannot achieve competencies they don't know about
(Table 3, Quote 6).

Table (3): Quotes to illustrate theme 1 (Knowledge and opinion about the NARS)

Quote Participant
1 | "There was a pdf file on Facebook posted by our senior colleagues. I'm not sure if it was the faculty | Female house
or our colleagues who posted it. But they wrote down the things we should achieve by the end of officer,
this year". Location 1
2 | “This is exactly what house officers should learn” Female
resident,
Location 2
"For me, | read about the PLAB (Professional and Linguistic Assessments Board (PLAB) test for | Female House
the assessment procedure of overseas doctors or international medical graduates) and | read about | Officer,
the requirements and the criteria of the skills, and | knew then that these are the things | should | Location 1

learn. | read about what's expected of me clinically, theoretically, and so on. And these are the main
things they ask for in the exams, so it's very reasonable".

"l see a problem with using evidence-based medicine in management and decision making: it is
very difficult for house officers to use evidence-based medicine, how can they use it? They should
know basic medicine, not evidence-based medicine, and later during their residency they can learn
to use evidence. House officers shouldn't be expected to use evidence-based medicine, it's all about
reading articles and they can't be expected to do that at this stage of their training. They should
learn where to find evidence, not how to use it. They shouldnt be exposed to the many
controversies of evidence-based medicine.”

Male resident,
Location 1

"Cost effectiveness, well it is difficult for a house officer to decide on the cost effectiveness of
certain drugs in certain patients. There are some drugs with the same efficacy, the same response
rate, and if we balance all the factors in 2 patients and then choose which drug to prescribe based
on the cost effectiveness, ...this is very difficult for a house officer to decide, even the resident
finds it difficult to make these decisions in the 1st and 2nd year of residency".

Female
resident,
Location 1

"That is the problem; most of us are just passing through without clear common goals. Each of us
has our own personal goals that we want to achieve by the end of each rotation, and that's it. But it's
better if there's a doctor who sets these goals with us.”

Female house
officer,
Location 1

Theme 2: Formal and Informal learning opportunities

Formal teaching (in the form of lectures, workshops and
simulation sessions) was the most commonly discussed
theme in the fragmentary as well as the narrative coding
(9 narratives were about formal compared to only 5
about informal teaching). Although highly valued by
participants some teaching sessions were seen as rather
useless due to the busy ward environment; house
officers either didn’t know about the session, couldn’t
attend it or the session was completely cancelled (Table
4, Quote 1). Clinically relevant content was particularly
more valued than theoretical content (Table 4, Quote 2)
and the fact that most of the formal teaching was based

on personal efforts of individual staff was a barrier
against continuity. There was no fixed teaching schedule
which made different cohorts having unequal learning
experiences each year (Table 4, Quote 3).

Residents were considered the main source of informal
teaching, within the house officer narratives. Unlike the
findings of the fragmentary coding where informal
teaching by residents depended very much on the
different personalities of the individuals or was
negatively influenced by their busy lifestyles and
overwhelming duties (Table 4, Quotes 4 and 5), the
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narratives reported were all perceived as positive
experiences. Although not occurring in any of the whole
narratives, the nurses’ and the peers’ teaching role was
important for house officers. Nurses sometimes had
more time, patience and experience than junior residents
(Table 4, Quotes 6 and 7) Autonomous learning (in the

J Health Prof Edu Innov 7

form of reading patient’s documents, observation of
peers, nurses and residents and books and internet sites)
was the least preferred source of learning by house
officers who felt forced to overcome the lack of teaching
rather than seeing it as an opportunity to be a self-
learner (Table 4, Quote 8).

Table (4): Quotes to illustrate theme 2 (Learning opportunities)

Quote Participant

"I didn't know about the lectures, for example. And there was a lecture every now and then in the Male house

emergency department, but in the emergency department it is really difficult. One time we were at a | officer,

lecture and the doctor was explaining when suddenly he got a call from the resident asking where Location 1

the house officers were. He asked him where the house officers were because they were urgently

needed in the emergency room. So the lecture was cancelled.”

"1 only benefit and remember practical things. | don't benefit from the lectures; | just sleep there to Male house

be honest". officer,
Location 1

"As a house officer, | attended ECG lectures organised by an ICU staff member, about 3 or 4 | Male resident,

lectures. It was last year, but this year he is not giving these lectures anymore. It's not regular | Location 1

because it's not part of a system, one year there's a lecture and it's never repeated. The assistant
lecturer was available last year, but this year he has something else to do, it shouldn't depend on the
personal efforts of an assistant lecturer to explain everything".

"It is very much a question of luck: who will you have the shift with. Of course, | know that
motivation plays a role, if I'm doing something I like it will be different, but at least the difference
shouldn't be huge. It's not like one person wants to teach everything and the other doesn't bother at
all.”

Female house
officer,
Location 1

"We sat with a resident once and she explained it to us and | felt she was really keen to explain. It
was good. But then someone called her to check on the patient and she went and that was it.”

Female house
officer,
Location 1

"After a caesarean, the doctor leaves you to sew up the skin, it's usually subcutaneous. The nurse
stays with you and tells you what to do... Some doctors are very patient in teaching, others are not".

Female house
officer,

Location 1
"We actually taught each other. If someone learnt something about ECG, for example, they would | Female
come and explain it to us, and we would discuss it together. It was the same with ABG. If someone | resident,
read about it in a book, they would come and explain it to us.” Location 2
8 | This is our only option because the doctors do not explain anything". Female house
officer,
Location 1

Theme 3: Meeting/ not meeting specific competences of the National Academic Reference Standards

There was considerable variability in the value placed
on different skills by study participants. Accordingly,
skills could be placed on a continuum ranging from
skills that had a significant impact on the participants'
learning experience (clinical and procedural skills), to
skills that were less valued by participants
(communication skills), to skills that were not
mentioned at all unless explicitly asked by the
interviewer. When asked about meeting/not meeting the
NARS competencies, participants in both groups
automatically talked about clinical and procedural skills
(Table 5, Quote 1).

Within this category there is a similar continuum,
ranging from clinical skills that were described as met

by almost all participants, such as taking blood samples,
giving injections, and suturing wounds (Table 5, Quote
2). Others were described as partially met, for example
ECG and basic bedside blood laboratory tests (Table 5,
Quote 3), and others were not met at all, for example
respiratory function tests and performing normal labour
procedures (Table 5, Quote 4). NARS competencies that
were not considered important by study participants
appeared only sporadically in the fragmentary coding
and not at all in the personal incident narratives,
including the use of evidence-based medicine in
management decisions, safety and infection control
measures, and patient confidentiality.
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Table (5): Quotes to illustrate theme 3 (Meeting/ not meeting the NARS skills and competencies)

Quote Participant

1 | "Procedures and technical skills, that's what we focus on during our house officer year, Female resident,
mainly the manual skills." Location 2

2 | "You learn to do ABG, ECG, cannulation, intramuscular and subcutaneous injections, etc. Female resident,
You must master all these skills. And I learnt them during my internship year". Location 2

3 | “The ABG, for example, we can take it and have it analysed, but we cannot interpret it. No
one has ever explained to us why it is useful or how to interpret the results.”

Female house
officers, Location 1

4 | 1: “And the respiratory function tests: we don't do them. | have only heard about them in

theory, but I have never seen anyone do them.”
2: “Nor normal labour.”

Female house
officers, Location 1

Theme 4: Barriers and facilitators of learning

Personal interest/disinterest was the most frequently
discussed facilitator/barrier to learning. It not only
shaped the learning experiences of the house officers,
but also influenced the behaviour of the residents.
Residents teach and rely on house officers who are
particularly interested in learning (Table 6, Quote 2).
This is evidenced by the frequent repetition of the
phrase 'if you want to learn, you will learn' in
discussions between residents and house officers (Table
6, Quote 1).

Almost all participants agreed on the double-edged
nature of personal interest. While house officers put
more time and effort into attending extra, unofficial
shifts in specialities they were particularly interested in
or saw as potential career options (Table 6, Quote 3),
they were sometimes reluctant to learn other skills they
were not interested in, for example urinary
catheterisation and normal childbirth (Table 6, Quote 4).

Learning experiences were influenced by the different
locations of training, between different departments
within the same location and even between different
units within the same department (Table 6, Quote 5).
Participants also had mixed views about the role of
residents and peers in facilitating/impeding their
learning. Although they were seen as an important
source of learning, residents and peers were also
competitors for the learning opportunities available
(Table 6, Quote 6). Competition with peers was even
described by one participant as 'survival of the fittest'
(Table 6, Quote 7).

Gender appeared to have a significant emotional and
educational impact on house officers, whereas it was not
mentioned at all by residents (Table 6, Quotes 8 and 9).
Female gender was an important barrier to achieving
certain skills, particularly suturing and CPR (Table 6,
Quote 10).

Table (6): Quotes to illustrate theme 4 (Barriers and facilitators of learning)

Quote Participant
1 | "But to be fair, if you want to learn, you will learn. If you want to learn, you will learn. If you Male house
really want to learn, you will stay in one place and annoy the residents until they teach you.” officer,
Location 1

there to start teaching them. | did 5 shifts a week for 12 hours each. It was a very long time. And
when they had exams, there is a shortage of junior doctors, so they can give you more
responsibility if they know you have become competent enough."

2 | "The residents have to get the impression that you are really interested, and you spend a long time | Female

resident,
Location 2

"When | did my paediatric rotation, | also went to the ICU at the very beginning of my

Male resident,

training...when I did my ICU rotation, | went there for another 2 months and after we finished our | Location 3
placement, | went there twice a week until | had learnt everything. When | did my anaesthetic

training, | always went with them to the emergency ward, 2 days a week, and | was in the theatre

once a week".

"The fault is in me because | didn't want to learn some of these skills. | wasn't interested in Female
learning certain things and people didn't teach me how. The problem is not always with the resident,
residents, it's a problem with our motivation and whether we want to learn or not". Location 2
"However, it depends a lot on the department you train in. Each department gives you a different Female house
experience: some departments don't mind if you don't attend at all, others are strict, some are officer,
boring, others are interesting and so on. It depends on the department.” Location 1
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"Q: And why did you not live up to your expectations?

3: There was no chance. Junior residents are the ones who are supposed to learn. They are just
starting their residency and they are supposed to learn, the middle senior residents have just come
back from their military service, and they are also supposed to learn. They don't let house officers

Female house
officer,
Location 1

learn. They are the priority".

7 | “Teamwork isn't easy because it's like survival of the fittest, especially among boys. It's much

Female house

worse for boys than for girls.” officer,
Location 1
8 | "It was really hard in the first month and especially in the first week it was so hard to convince Female house
them that even though | am a woman | want to learn. But later they were convinced, and | really officer,
started to learn. | did a lot of chest tubes, and | was really happy, that month was one of the best Location 1

times of my life. [ was very optimistic.”

9 | “Terrible sexism that you will never imagine. And what is it based on? It's based on the idea that a
woman shouldn't do this and that. We are doctors! What would you say if you were not a doctor?
What are ignorant, illiterate people supposed to think? And even older professors. There is an old
professor in the cardiothoracic surgery department who asked me and my friends: "Do you think it
is socially acceptable for women to go to medical school?" And there was a resident in
orthopaedic surgery who used to bother me during a night shift and tell me that women should not
work. And if they insist on working, they can choose something light, something easy, because

she is delicate".

Female house
officer,
Location 1

10 | “1: It's never us who do CPR.

2: Even if there is a patient in cardiac arrest, they give the chance to men and not to women...
Many girls wanted to try CPR, but they say that boys are physically stronger. It's very sad".

Female house
officer,
Location 1

Theme 5: Personal incident narratives

A total of 51 narratives were identified: 31 from house
officers and 20 from residents. The narratives could be
divided into two halves, with positive and negative
events occurring in different hospital and geographical
locations. Different themes that appeared in the house
officer narratives included learning opportunities (14
narratives), interprofessional communication and
communication with colleagues and patients (9
narratives), clinical and procedural skills (7 narratives)
and patient confidentiality (one narrative).

The residents' narratives, on the other hand, included
only two themes: communication with patients (one
narrative) and clinical and procedural skills (19
narratives). The latter was further categorised into
positive, negative, and neutral narratives based on the
residents' sense of preparedness and the impact of the
story on them. Accordingly, the narratives could be
divided into almost two sections, eleven positive and
nine negative stories.

The narrative presented in Figure 1 was provided by a
female junior resident in training at site 2. Although this
narrative does not follow the typical structure of
abstract, orientation, complicating action, and coda (35),
it is a fairly typical example of the narrator's
demographics. It is also typical in terms of theme,
providing an example of the clinical and procedural

skills narratives that were the focus of most of the study
participants.

We chose this particular narrative because it serves as a
representative example of the prevailing views
expressed by the majority of residents regarding their
experiences with clinical and procedural skills. This
narrative was considered illustrative because of its
ability to demonstrate the complex interplay between
documented National Assessment of Readiness for
Service (NARS) scores and the tangible sense of
readiness experienced by junior residents immediately
after graduation. It also highlights the critical
consequences associated with meeting or failing to meet
established standards, highlighting the potential risks to
the safety of care provided by junior doctors,
particularly in rural areas where they often work without
direct supervision.

Although affected by translation, this narrative contains
some examples of emotional speech and subtle devices
to establish an emotional tone; primarily that of
disappointment and frustration, in addition to some
elements of regret and sadness. Due to language
limitations, we could not carry out a full discourse
analysis of the narrative, but we have highlighted the
main uses of pronouns and emotional words.
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Themes

This narrative event took place in a primary health care
unit in a rural area in front of the nursing staff (Figure
1). It begins by describing the incident in which the
resident felt unprepared to deliver a woman in labour.
The narrative includes a number of event themes
identified around the resident's actions: inter-
professional collaboration (the nursing staff delivered
the woman when they realised that the doctor was
incompetent (line 2), learning to assist in normal labour
through observation (line 5), which was obviously not
enough to successfully achieve this competency (line
13), and how the resident regretted it (lines 12-13). In
relation to this action, the use of language and pronouns
shows how the resident sometimes identifies herself
separately from the nursing staff "I" and "they/they"
(line 8) and "the nurses” and "doctor" (line 2) and
sometimes as a team "our unit” (line 1) and "we" (line
12).

Emotion:

The resident uses negative emotion words throughout
the different sections of the narrative, particularly when

J Health Prof Edu Innov 10

assessing the impact of the story: "upset” (line 8), "very
upset" (line 13), demonstrating the negative emotional
impact of the experience. Emotions also include regret
and disappointment, which are expressed through the
repetition of the phrase "doctor please help, no | don't
know what to do" (lines 5-6).

Not only the language but also various subtle devices
establish the emotional tone, such as the use of direct
speech (lines 2-3), the use of the intensifier 'very' (line
13), the use of repetition (lines 2-3 and 5-6), the
negatives ‘didn't/can't’ (lines 1, 3, 4, 5 and 6) and the
judgements (line 13) (36).

In summary, the lack of achievement in some skills can
leave graduates unprepared to deal with patients,
especially when working without adequate supervision.
Not only does this have an emotional impact in terms of
confusion and lack of confidence, but more seriously it
can have an impact on patient safety, particularly in
relation to skills required in acute and emergency
situations.

7 Q: And how did you feel?

10 the way to the other hospital.

1 Sara*: One patient came to our unit and she was in labor pains. | didn't know how to
2 deliver her. The nurses are the ones who delivered her. They asked me: “Doctor,

3 please help”. | told them: “I cannot help; | don’t know what to do”. | didn’t know what |
4 should do in normal labor. They delivered her. | don’t know the details. | only

5 observed it twice but | can’t do this, | don’t know how to deliver the placenta. “Doctor,

6 please help” ...” No, | don’t know what to do”

8 Sara: | was upset. They delivered her, they were trained and experienced. She was on

9 her way to another hospital but they brought her to us by mistake. The driver didn’t know

11 Q: Is your hospital equipped to deal with normal deliveries?

12 Sara: It's a small health office, we should be equipped, but we don’t do it. | should have
13 been mastering the basic skills to deliver her, but | didn’t. | was very upset. | should

14 have been trained on normal labor during my house officer training; | think this was a
15 very important thing to learn. What would have happened if the nurses didn’t know how

16 to deliver that lady? | would have improvised...

Fig. 1 Example of narrative:” I don’t know what to do”

*Pseudo name for anonymity
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Discussion

This study explored house officers' and junior residents'
knowledge and understanding of the National Academic
Reference Standards (NARS) in relation to their formal
and informal learning experiences during the placement
year. Although participants initially denied any
knowledge of the NARS, they came to appreciate its
potential role in preparing them for their work as junior
residents, both nationally and globally, which may be
related to the development of the NARS and the aim of
making them ‘comparable to international standards'.
The minor role played by students in the development of
the NARS may be a possible explanation for their lack
of awareness of it.

House officers and junior residents in our study felt
most prepared for certain clinical and procedural skills,
but less prepared for others. These findings support the
work of Watmough et al. (37) and Trejo Mejia et al.
(38), who also reported on the positive influence of
practical training on house officers' sense of
preparedness and actual skills performance; the work of
Matheson and Matheson (39), who reported on house
officers' deficient clinical and practical skills as assessed
by consultant registrars and consultants; and the work of
Calman and Donaldson (40) and Evans et al. (41) who
reported on the deficient clinical skills of house officers.
These findings provide practical evidence for the debate
about the value of competency frameworks. The fact
that house officers are provided with a clear map of
transparent standards ensures that they have clear
expectations and feel well prepared for the task (3, 42).
On the other hand, they become more focused on
achieving the 'minimum acceptable standards' rather
than 'thinking critically', sometimes leaving them feeling
unprepared to respond to the complexities of real
clinical situations (42).

Another important finding was that most of the formal
teaching was mainly aimed at achieving clinical skills.
This supports the evidence in the medical education
literature that many courses designed and implemented
for teaching in the practical year focus on clinical skills,
such as basic surgical skills and the management of
acutely unwell patients (43-45). The Faculty of
Medicine's focus on clinical skills was reflected in the
attitudes and perceptions of the study participants, who
automatically focused on this chapter of the NARS and
didn't talk about the other skills unless explicitly asked
by the researcher. Medical school policy can be seen as
an important element of the hidden curriculum (46). The
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hidden curriculum is reflected in the attitudes of both
groups of participants, who valued clinical and
procedural skills more than the other aspects of the
competency framework.

Another interesting finding of this study is that most
participants attributed their poor learning experiences to
a lack of formal education. They equated "learning with
formal education and training", perceiving work, and
learning as two different activities that "never overlap™
(47). Accustomed to traditional lecture-based teaching,
house officers often miss important opportunities for
implicit learning that occur as a normal part of working
life. Raupach et al demonstrated that the factual
knowledge of house officers increased significantly after
the practical year, even though there was no formal
teaching of factual knowledge (48). They attributed the
increased test scores to informal teaching and exposure
to clinical cases on the wards.

The results showed how gender can act as a barrier to
female house officers achieving certain competencies,
particularly in surgery. Gender issues have been
reported in medical education literature around the
world (49, 50) . However, women's exposure to negative
attitudes goes beyond discouraging them from choosing
a particular 'male-dominated’ career and is a problem
that affects the quality of health care provided if it
prevents them from achieving basic surgical or CPR
skills.

Limitations of the study

Language translation was the main limitation of this
research. As it is recommended to conduct focus groups
in the native language of the study participants, and as
the research team consists of one Arabic-speaking and
one non-Arabic-speaking researcher, we had to translate
the entire data set from Arabic to English. The impact of
translation on narrative data has been discussed in the
literature by Riessman (34) who described three levels
of knowledge construction within a narrative inquiry
framework. Translating the transcripts is not a purely
technical task as meaning is constructed rather than
expressed through language. The choice of the word that
best expresses the meaning is a result of the interaction
between the languages, the researcher, in this case the
translator, and the people they represent. Although
double-checked by a professional translator, translation
compromises a complete discourse analysis because
participants use certain expressions or proverbs to
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express their emotions that are difficult to understand in
translation. It was also not possible to listen to the tapes
while reading the transcripts, a step that would have
ensured more accurate interpretation (27).

Another potential limitation is that although this study
includes the main stakeholder group, it neglects other
important groups such as staff, nurses, and patients. This
compromised breadth is in the interest of providing
greater depth to the study, which was primarily designed
to explore house officers' and junior residents'
perceptions of NARS, especially as they played a
minimal role in its development.

Suggestions for further research

Exploring the preparedness and level of satisfaction of
house officers with their learning experience can be seen
as a first step in assessing the educational effectiveness
of the internship training. Future research could be
directed towards assessing whether house officers have
actually achieved the skills, measuring the actual impact
and practical training (51). Assessing the actual skills
and competencies achieved during the practical year will
not only help to evaluate the educational effectiveness
of the programme but will also contribute to the current
medical education literature by being one of the few
studies to compare confidence with competence,
feelings of preparedness with actual knowledge and skill
levels, a possible future study. In addition, this research
can be seen as a first step in the design of a formal
structured curriculum for the practical year. Further
research can be directed towards a more comprehensive
needs assessment to analyse the needs and gaps in
training as perceived by other key stakeholder groups
such as staff, nurses, and patients.

The participants in  this study are house
officers/graduates of the traditional curriculum at the
Alexandria Faculty of Medicine. In the future, this
research can be used as a comparative study to evaluate
the impact of the new curriculum on the learning
experience of the practical year.

Statements and declarations
Ethics approval and consent

This research was approved by the University of
Dundee Research Ethics Committee (UREC 14066).
Institutional approval was given by the Alexandria
Faculty of Medicine. Anonymity was assured; a consent
form was signed by participants.

J Health Prof Edu Innov 12

Availability of data and material

Data supporting the current study are available from the
corresponding author upon a reasonable request.

Conflict of interests

The authors declare that they have no conflict of
interests

Funding

The study was funded by the Qalaa Holdings
Scholarship Foundation, and the funder had no role in
the study design, conduction, data analysis and
interpretation.

Authors contributions

MS designed the study, collected, transcribed,
translated, and analysed the data. AD supervised the
design and data collection. Both authors contributed to
data interpretation. MS wrote the first draft of
manuscript. Both authors contributed to revisions of
manuscript. Both authors read and approved the final
manuscript.

Acknowledgment

The financial support of the Qalaa Holdings Scholarship
Foundation is acknowledged for facilitating the completion of
this research and the pursuit of a Masters in Medical Education
at the University of Dundee. We appreciate the Qalaa
Holdings Scholarship Foundation's commitment to education
and its contribution to the promotion of academic excellence.

References

1. Dent J, Harden RM, Hunt D. A practical guide for medical
teachers, e-book: Elsevier health sciences; 2021.

2. Karle H. World Federation for Medical Education Policy
on international recognition of medical schools’ programme.
Ann Acad Med Singapore. 2008;37(12):1041-3.

3. Milner RJ, Gusic ME, Thorndyke LE. Perspective: toward
a competency framework for faculty. Academic Medicine.
2011;86(10):1204-10.

4. Wang TT, Ahmed K, Patel VM, Harling L, Jawad M, Darzi
A, et al. A competency framework in cardiothoracic surgery
for training and revalidation—an international comparison.
European journal of cardio-thoracic surgery. 2011;40(4):816-
25.

5. Yoder KM. A framework for service-learning in dental
education. Journal of Dental Education. 2006;70(2):115-23.

6. Price A. National critical care competency framework.
Nursing in Critical Care. 2013;2(18):103-4.

7. Glanville Geake B, Ryder R. A community nurse clinical
competency framework. British journal of community nursing.
2009;14(12):525-8.

8. Davis R, Turner E, Hicks D, Tipson M. Developing an
integrated career and competency framework for diabetes
nursing. Journal of Clinical Nursing. 2008;17(2):168-74.

©Journal of Health Professions Education and Innovation published by the Egyptian Knowledge Bank (EKB) 2024



Journal of Health Professions Education and Innovation

Article number: 1; 2024, VOL. 1, NO. 2

9. Carrington C, Weir J, Smith P. The development of a
competency framework for pharmacists providing cancer
services. Journal of Oncology Pharmacy Practice.
2011;17(3):168-78.

10. Bok HG, Jaarsma DA, Teunissen PW, van der Vleuten CP,
van Beukelen P. Development and validation of a competency
framework for veterinarians. Journal of veterinary medical
education. 2011;38(3):262-9.

11. Wood V, Flavell A, Vanstolk D, Bainbridge L, Nasmith L.
The road to collaboration: Developing an interprofessional
competency framework. Journal of interprofessional care.
2009;23(6):621-9.

12. Harden JC, MH Davis, M. Friedman, RM. AMEE Guide
No. 14: Outcome-based education: Part 5-From competency to
meta-competency: a model for the specification of learning
outcomes. Medical teacher. 1999;21(6):546-52.

13. Smith CS, Morris M, Francovich C, Tivis R, Bush R,
Sanders SS, et al. A multisite, multistakeholder validation of
the Accreditation Council for Graduate Medical Education
competencies. Academic Medicine. 2013;88(7):997-1001.

14. Belcher R, Jones A, Smith L-J, Vincent T, Naidu SB,
Montgomery J, et al. Qualitative study of the impact of an
authentic electronic portfolio in undergraduate medical
education. BMC medical education. 2014;14(1):1-7.

15. Czabanowska K, Klemenc-Ketis Z, Potter A, Rochfort A,
Tomasik T, Csiszar J, et al. Development of a competency
framework for quality improvement in family medicine: a
qualitative study. Journal of continuing education in the health
professions. 2012;32(3):174-80.

16. Myint J, Edgar D, Kotecha A, Crabb D, Lawrenson J.
Development of a competency framework for optometrists
with a specialist interest in glaucoma. Eye. 2010;24(9):1509-
14.

17. Bruno A, Bates I, Brock T, Anderson C. Towards a global
competency framework. American Journal of Pharmaceutical
Education. 2010;74(3).

18. Abdelaziz A, Kassab SE, Abdelnasser A, Hosny S.
Medical education in Egypt: historical background, current
status, and challenges. Health Professions Education.
2018;4(4):236-44.

19. 1Schén DA. The reflective practitioner: How professionals
think in action: Routledge; 2017.

20. Epstein RM. Practice Mindfully? The Wiley Blackwell
Handbook of Mindfulness. 2014:584.

21. Bearman M, Lawson M, Jones A. Participation and
progression: new medical graduates entering professional
practice. Advances in health sciences education. 2011;16:627-
42.

22. Lave J, Wenger E. Situated learning: Legitimate peripheral
participation: Cambridge university press; 1991.

23. Mattick K, Kelly N, Rees C. A window into the lives of
junior doctors: narrative interviews exploring antimicrobial
prescribing  experiences.  Journal = of  antimicrobial
chemotherapy. 2014;69(8):2274-83.

24. Hanson JL, Balmer DF, Giardino AP. Qualitative research
methods for medical educators. Academic pediatrics.
2011;11(5):375-86.

25. Schwandt TA. Qualitative inquiry: A dictionary of terms:
Sage Publications, Inc; 1997.

26. Petty NJ, Thomson OP, Stew G. Ready for a paradigm
shift? Part 2: Introducing qualitative research methodologies
and methods. Manual therapy. 2012;17(5):378-84.

27. DiCicco-Bloom B, Crabtree BF. The qualitative research
interview. Medical education. 2006;40(4):314-21.

28. Marshall MN. Sampling for qualitative research. Family
practice. 1996;13(6):522-6.

J Health Prof Edu Innov 13

29. Coyne IT. Sampling in qualitative research. Purposeful and
theoretical sampling; merging or clear boundaries? Journal of
advanced nursing. 1997;26(3):623-30.

30. Greenbaum TL. Moderating focus groups: A practical
guide for group facilitation: Sage Publications; 1999.

31. Ritchie J, Spencer L. Qualitative data analysis for applied
policy research. The qualitative researcher’s companion.
2002;573(2002):305-29.

32. Kuper A, Lingard L, Levinson W. Critically appraising
qualitative research. Bmj. 2008;337.

33. Mays N, Pope C. Assessing quality in qualitative research.
Bmj. 2000;320(7226):50-2.

34. Riessman CK. Narrative methods for the human sciences:
Sage; 2008.

35. Labov W. Some further steps in narrative analysis. 1997.
36. Rees CE, Monrouxe LV, McDonald LA. Narrative,
emotion and action: analysing ‘most
memorable’professionalism dilemmas. Medical education.
2013;47(1):80-96.

37. Watmough S, Garden A, Taylor D. Pre-registration house
officers' views on studying under a reformed medical
curriculum in the UK. Medical education. 2006;40(9):893-9.
38. Mejia JAT, Gonzalez AM, Ramirez IM, Pérez LCR,
Mendiola MS, Lopez SM. Clinical competence evaluation
using the Objective Structured Clinical Examination (OSCE)
in medical internship at UNAM. Gaceta Médica de México.
2014;150(1):8-17.

39. Matheson C, Matheson D. How well prepared are medical
students for their first year as doctors? The views of
consultants and specialist registrars in two teaching hospitals.
Postgraduate Medical Journal. 2009;85(1009):582-9.

40. Calman K, Donaldson M. The pre-registration house
officer year: a critical incident study. Medical Education.
1991;25(1):51-9.

41. Evans DE, Wood DF, Roberts CM. The effect of an
extended hospital induction on perceived confidence and
assessed clinical skills of newly qualified pre-registration
house officers. Medical education. 2004;38(9):998-1001.

42. Leung W-C. Competency based medical training. BMJ:
British Medical Journal. 2002;325(7366):693.

43. Tavabie O, Baker P. Preparing final-year students for
medical emergencies. Medical Education. 2012;46(11):1110-1.
44. Ding NL, Kuwabara A. Peer teaching in Foundation Year
1. Medical Education. 2012;46(11):1114-5.

45. Solanki K, Pisesky A, Frecker P. Basic surgical skills
training in United Kingdom foundation year doctors: Can we
do more? International Journal of Surgery. 2013;11(7):529-34.
46. Hafferty FW. Beyond curriculum reform: confronting
medicine's  hidden curriculum. Academic medicine.
1998;73(4):403-7.

47. Eraut* M. Informal learning in the workplace. Studies in
continuing education. 2004;26(2):247-73.

48. Raupach T, Vogel D, Schiekirka S, Keijsers C, Ten Cate O,
Harendza S. Increase in medical knowledge during the final
year of undergraduate medical education in Germany. GMS
Zeitschrift fiir Medizinische Ausbildung. 2013;30(3).

49. Biermann JS. Women in orthopedic surgery residencies in
the United States. Academic Medicine: Journal of the
Association of American Medical Colleges. 1998;73(6):708-9.
50. Bucknall V, Pynsent P. Sex and the orthopaedic surgeon: a
survey of patient, medical student and male orthopaedic
surgeon attitudes towards female orthopaedic surgeons. The
Surgeon. 2009;7(2):89-95.

51. Kirkpatrick D, Kirkpatrick J. Evaluating training
programs: The four levels: Berrett-Koehler Publishers; 2006.

©Journal of Health Professions Education and Innovation published by the Egyptian Knowledge Bank (EKB) 2024



