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Abstract

Professionalisation of medical education has led to expectations that educators have
appropriate professional development. Accordingly, there has been a global expansion in
the number of institutions offering master’s degrees in clinical education. To date, the
literature on understanding the value of these programmes has been limited and does not
consider the important socio-cultural context of the educator.

To address this gap in the literature, the aim of this study is to understand the value of a
master’s degree in clinical education in terms of the social capital of graduates as it relates
to their work as a medical educator. Mapping of the participants’ educator support
networks permits measurement and understanding of social capital. Lin’s network theory
of social capital provides the theoretical foundations for a mixed methods social network
analysis study of 12 medically qualified graduates from the Edge Hill University master’s
programme in clinical education.

The study demonstrates that medical educators are reliant on social capital to carry out
their educator roles and that a master’s degree in clinical education contributes towards
this social capital. Medical educators make new relationships whilst undertaking their
master’s programme and these relationships last and evolve for years after graduation.
New contacts provide resources not available elsewhere in the networks of medical
educators, including help with day-to-day teaching activities, career progression and
academic activities in addition to providing collegial and personal support.

This is the first study to understand the value of these programmes from a socio-cultural
perspective by identifying new network connections arising from educators' participation
in a master’'s programme in clinical education. These findings have informed the
development of a new theoretical model, which can be used to inform future policy and
practice for the development and evaluation of master’s degrees in clinical education.
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CHAPTER 1: INTRODUCTION

1.1 INTRODUCTION

Medical education has become a ‘discipline in its own right” (Mclean, Cilliers and Wyk,
2008: 555), with increasing professionalisation of teaching practice. Developing a body of
professional and competent teachers, researchers and leaders for their new roles and
responsibilities in medical education requires focussed professional development. As a
result, master’s degrees in clinical education are increasingly in demand from clinical
educators as an approach to professional development, and there has been a worldwide
marked increase in the number of institutions offering these qualifications over the past
two decades (Tekian and Artino, 2013). In the UK, within the current context of an
underfunded and overstretched National Health Service (NHS), it is now timely to
understand the value of this approach to professional development to inform a wide range

of different stakeholders, including accreditation bodies, funders and participants.

Value is a multidimensional concept, which has different contextual meanings. Hence, it is
important to specify from whose perspective value is being considered (Sandars and Walsh,
2016, Foo et al., 2020), these points being discussed in detail in section 2.5 of this thesis.
The World Health Organization (WHO) has identified the crucial need to upskill faculty who
provide training for healthcare professionals, with the ultimate driver of accreditation in
medical education being patient safety (HEE, 2015, WFME, 2020). The impact of master’s
degree programmes in clinical education is, therefore, potentially far-reaching. Better
trained medical educators should arguably produce better doctors, an outcome which
would be of value to healthcare employers, the doctors in receipt of the training and,
ultimately, the patients who receive higher quality care. At the core of such wide-ranging
ramifications is the medical educator, hence their perspective on the value of these

qualifications is key and will be the focus for this thesis.
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Over the past three decades, understanding the value of professional development of
medical educators has shifted from solely focussing on content knowledge, such as how to
structure a teaching session based on education theories and evidence, to the more holistic
development of the educator (Irby and O’Sullivan, 2018). The nature of medical educator
professional development programmes is therefore complex, with outcomes, and
associated value, varying according to the differing socio-cultural contexts of the
programme and the learner (Proctor, Leeder and Mattick, 2020). Previous critical
understanding and demonstration of the value of professional development has retained
a narrow focus, and the socio-cultural context in which the learning takes place and is to

be implemented is frequently overlooked. (O’Sullivan and Irby, 2011, Steinert et al., 2016).

There has been a call for more research studies that consider the rich socio-cultural
contexts of medical educator professional development programmes (O’Sullivan and Irby,
2011, Steinert et al.,, 2016). To date, only a limited number of studies have critically
researched master’s degree level programmes in clinical education, which provide an
academic opportunity for medical educator professional development. Six of these studies
observed that graduates valued the networking opportunities offered to them by the
courses, but these findings were not formally studied or further elaborated upon. Studies
of other postgraduate medical professional development interventions have
demonstrated a positive contribution to the social networks of participants (Steinert et al.,
2006, Moses et al., 2009) and medical educators have been shown to actively build their
formal and informal social networks to support them in their work role and ongoing
learning (Lieff and Albert, 2012, Browne, Webb and Bullock, 2018). However, there is
currently no published research investigating the contribution a master’s in clinical

education may make to a graduate’s social relationships.

The ability of individuals to benefit from social relationships is conceptualised by various
authors as social capital (see, for example, Portes (1998), Coleman (2000), Burt (2001), Lin
(2001), Crossley et al. (2015)). Social capital obtained from social relationships is important

for both learning and the implementation of learning (see, for example, Jippes et al., 2013,
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Vaughan et al, 2015). Hence, social capital gained from a master’s degree programme could
represent added value for the medical educator. Understanding value from the perspective
of the social capital of the medical educator can help to uncover non formal learning, or
the ‘hidden curriculum’, an area which is difficult to investigate and often ignored (REF).
Important in understanding and measuring SC is social network analysis (SNA) (Lin, 2001,
Borgatti and Lopez-Kidwell, 2011), which comprises elements of both theory and method

(Marin and Wellman, 2011).

Within this study, | aim to address two problems raised within the literature. Firstly, social
capital accessed via social networks is important to medical educators, but, as will be
illustrated by the literature review, we do not currently understand how a master’s degree
in clinical education contributes to a medical educator’s social capital. Secondly, the study
aims to answer the call within the professional development literature to develop new
models of evaluation which consider the socio-cultural context of the educator. Within this
thesis, | aim to develop a new means of evaluating master’s degree programmes in clinical
education by investigating the value of undertaking a higher qualification in clinical
education in terms of the SC of graduates as it relates to their work as a medical educator.
SNA is used to provide enhanced understanding and measurement of SC. The master’s
(MA) in Clinical Education at Edge Hill University (EHU) is used as a case study, nested within

which are the individual case studies of graduates of this course.

1.2 POSITIONING AND REFLEXIVITY

My background is in neither education nor sociology, but in clinical medicine. Prior to
commencing my PhD, | was a Consultant in Old Age Psychiatry and had little knowledge of
educational and non-medical sociological theories. During my senior postgraduate clinical
training, | had considered studying for a master’s-level educational qualification. However,
a colleague had studied on one of these programmes and the volume of work they were
required to undertake was such that it left very little time for them to develop other aspects
of their career. | therefore decided against undertaking one of these qualifications, opting

instead to read review articles as and when | felt the need. In short, | weighed up the pros
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and cons of undertaking a postgraduate educational qualification, and, for me, there was

insufficient value in doing so.

When | started to plan this PhD study, | set about investigating the many ways in which |
could approach the problem placed before me; namely ‘What is the value of a higher
qualification in clinical education?’ During my clinical years, the research methods training
| received was largely based on a ‘positivist tradition’ (Creswell and Poth, 2018), which had
a major influence on the research approach | was considering. Accordingly, | had been
exploring methods which required large numbers of participants. However, early on in this
process | met with a large stumbling block; due to data protection laws, the only
participants | could access were individuals with whom the programme lead had kept in
personal contact. Thus, the size of the pool of potential participants was substantially
reduced. Initially, | viewed this as a major setback. However, | began to wonder why people
had kept in touch in this manner. | reflected upon the postgraduate courses | had taken
over the years. The academic content could be useful, but what | usually found to be of
more, or at least equal, benefit was the networking aspect. Generally, this was not about
climbing the career ladder, but more mundane day-to-day discussions: benchmarking my
practice against others; sharing problems; bouncing ideas; seeking reassurance; getting
information. A straw poll of my medical friends confirmed comparable experiences. These
reflections led me to postulate that perhaps those undertaking a higher qualification in

clinical education had gained similar benefits.

As a researcher, | have status as both an ‘outsider’ and an ‘insider’ in this study (Trowler,
2011). | have not studied on the same programme as the participants, nor have | studied
for any master’s in clinical education, and therefore | have outsider status in that regard.
Conversely, having worked as an NHS consultant, | can appreciate the complexities of the
clinical environment and the challenges of balancing clinical and educational work and the
accompanying dual identities. Like my participants, | have experienced being a
Postgraduate student at EHU, having studied for my PhD at the university. | am also an

insider from the perspective of the institution | am studying. | am sponsored by the
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programme lead of the MA in Clinical Education and am also a member of staff, although
do not teach on the MA programme. Being an insider from the perspective of both the
participants and the institution | am studying, | therefore occupy somewhat conflicting
positions. As an ‘insider’, | am potentially more ‘culturally literate’ and therefore able to
produce an account which has more meaning to those involved (Trowler, 2011). However,
my insider status may cause me to lose impartiality or fail to see aspects of the culture | am
studying because, for me, these have been normalised (ibid). Such contradictory positions

could, therefore, potentially lead to bias.

Mindful of my multiple, conflicting roles in relation to the study, | took steps to maintain a
reflexive approach, following the advice given by Savin-Baden and Howell Major (2013). |
kept a diary of my thought processes at regular intervals throughout the study, including
following each piece of data collection. My monthly supervision sessions provided the
opportunity to discuss any issues that arose from this diary, enabling me to unite seemingly
random entries into a coherent structure. My supervisors would occasionally identify links
between myself and the participants that | had not personally made, thus alerting me to
potential pitfalls in my analysis and interpretation of the data. At times, these sessions were
like the weekly hour-long supervision sessions | had as a trainee psychiatrist, with similar
processes of analysing how thoughts and feelings affect actions. Working in this way

therefore felt like a natural process.

As a psychiatrist, | was frequently confronted with the difficulty of attaining an objective
‘truth’ when assessing a patient. Quantitative biological investigations are of limited use in
psychiatry; hence, ‘reality’ was often socially constructed. In addition to interviewing
patients, | would obtain additional perspectives from families and carers. For inpatients,
there were the varying reports from multiple healthcare professionals to add to the mix.
Quite frequently, each person would have a slightly different story to tell when describing
the same event. By integrating these discourses, | would attempt to arrive at the ‘truth’, or
at least the closest approximation of the ‘truth’ that was within my power to achieve. |
would examine the different accounts given to me, look for consistencies and differences

and consider, for each case, what this might mean. These socially constructed ‘truths’ were
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frequently all I had on which to base a patient’s diagnosis and management. | have adopted
a similar approach in this PhD study. Each participant has provided an account of the world
the way they saw it at the time that they completed a form and when they were
interviewed for the study. This ‘reality’ may have changed had | collected their data on a
different day, or, indeed, had a different person collected their data. Maintaining an
awareness of these issues via ongoing reflexivity throughout all stages of the study has

therefore been essential.
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CHAPTER 2: CONTEXT

2.1 INTRODUCTION

To understand the value of a master’s degree in clinical education, it is important to
understand the context within which such programmes are delivered. The chapter opens
by establishing the global and local need for trained healthcare professions’ educators.
Continuing with an international perspective, there follows a critical discussion of
professional development in medical education, and an overview of master’s degree level
programmes in clinical education. To provide national context for the EHU master’s in
clinical education, there is an overview of medical education within the UK. The term
‘medical educator’ is examined and defined and there is a synopsis of potential medical
educator roles within the UK, to provide grounding for the study findings. An outline of the
EHU master’s in clinical education is provided, alongside a summary of related programmes
at the university. The chapter concludes with a consideration of value and evaluation in the
professional development of medical educators. It is contested that there is a need to move
beyond the traditional Kirkpatrick Model (Kirkpatrick Partners, 2018) to develop new
models of evaluation capable of capturing the differing concepts of value inherent to the

social world of the medical educator.

2.1.1 A NOTE ON TERMINOLOGY

The master’s programme at EHU that serves as a case study is an MA in Clinical Education.
Similar courses at other institutions have different nomenclature; for example, ‘master’s in
medical education’ or ‘master’s in healthcare professions’ education’. These courses have
very similar content and are all viewed under the same umbrella (Tekian and Harris, 2012,
Tekian and Artino, 2013). Hence, when master’s degrees in ‘clinical education’ are referred
to within this document, other, similar master’s degree level programmes are subsumed

into the same category. These are referred to collectively as ‘MCE’. To distinguish
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discussion of the EHU programme from other MCEs, the EHU programme is referred to

throughout the thesis as ‘the MA’.

Throughout the thesis, reference will be made to different educational and training
positions which are relevant to the work of the medical educator in the UK. A glossary of

terms utilised is provided in section 12.1.

2.2 THE INTERNATIONAL AND LOCAL NEED FOR TRAINED HEALTH

PROFESSIONS EDUCATORS

The provision of a sustainable, well-trained healthcare workforce is a global priority. The
United Nations has identified an urgent need to ‘substantially increase the...development,
training and retention of the health workforce’ (United Nations, 2020: 4). However, such
a workforce cannot be delivered without adequately trained educators. The World Health
Organization (WHQ) has targeted the faculty who provide training for the healthcare
professions as a ‘priority investment area’, with a focus on ‘updating their competency to
teach using updated curricula and training methodologies, and to lead research

independently’ (WHO, 2016: 20).

Within the UK, there is a growing need to ensure there are sufficient numbers of suitably
trained medical educators. Currently, there are over 61,000 doctors in postgraduate
training in the UK (GMC, 2019a), this figure having increased by 4% between 2018 and 2019
(GMC, 2015a). The UK has also seen a recent expansion in medical school places, with a
25% increase from 6000 to 7500 places starting in September 2020, these students being
due to graduate in 2025 (HEE, 2018). EHU has recently opened a new undergraduate
medical school as part of this initiative. The UK therefore requires further development of
medical educators to keep pace with this increased requirement at both an undergraduate

and postgraduate level.
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2.3 PROFESSIONAL DEVELOPMENT IN MEDICAL EDUCATION

The WHO'’s drive to increase the competencies of healthcare professions educators is
aligned with a global rise in societal expectations of the medical profession, intrinsic to
which is an emphasis on accountability (Davis, Karunathilake and Harden, 2005, Allsop and
Jones, 2008). The internationalisation of the medical profession has led to an increased
need for accreditation systems which are globally standardised and recognised (Karle,
2006). Professional development for medical educators can range from brief workshops or
seminars, to longer term programmes, such as fellowships or university accredited courses,
the latter leading to higher qualifications in medical education (Steinert, 2019). Counter to
the globalisation of medical education, requirements for professional development vary
according to the country in which the doctor is practising (Horsley et al., 2016). To
compound this issue, professional development obtained in one country may not be valid
in another (ibid). However, UK master’s degrees are generally recognised internationally
(Swain, 2020) and therefore may represent a form of professional development that can

be transferred between different contexts.

Formal training in education is arguably a fundamental aspect of the professionalisation of
medical education (Glicken and Merenstein, 2007, Mclean, Cilliers and Wyk, 2008). There
is increasing acceptance that doctors need to be taught how to teach, with distinct skills
being involved in the translation of content knowledge to a wide range of learners (Mclean,
Cilliers and Wyk, 2008, Irby, 2014, Irby and O’Sullivan, 2018). Medical educators are
required to regularly update their skills as teaching techniques and associated technologies
evolve; for example the use of simulation and virtual reality (Searle, 2006, Mclean, Cilliers
and Wyk, 2008). However, as will be seen in section 2.4, the possession of up-to-date
knowledge and skills in relation to the direct delivery of teaching is only a small part of what
is required of a medical educator. In recognition of the wide variety of roles they perform,
the professional development of medical educators has evolved over the past 3 decades to

encompass a much broader skillset (Leslie et al., 2013, Irby and O’Sullivan, 2018).
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Medical educators value formal professional development for several reasons. They
understand the need to update their factual knowledge and practical skills and actively seek
opportunities to keep themselves up to date (Huwendiek et al., 2010, Steinert et al., 2010,
Lieff and Albert, 2012, Sorinola et al., 2017). Medical educators also identify that formal
professional development can help them to acquire the credentials they deem necessary
for their career progression (Sorinola et al., 2017). Social capital is important in facilitating
professional development and support. Medical educators access informal development
opportunities via their personal networks (Lieff and Albert, 2012, Browne, Webb and
Bullock, 2018). They also enjoy meeting with like-minded people when participating in
formal professional development (Steinert et al., 2010). These aspects of professional
development represent non formal learning, or the ‘hidden curriculum’ (further discussed
in section 2.5.2), which is not easy to formally recognise with competence-based outcomes
or formal credentials. Hence, without different evaluation methods, aspects of the value of

medical educators’ professional development will inevitably go unrecognised.

Srinivasan et al.'s, (2011) thorough literature review and consultation exercise
differentiated the competencies required of medical educators into core competencies,
required by all medical educators, and specialised competencies for educators with

leadership roles (see table 1).

Table 1: Teaching as a Competency Framework, adapted from Srinivastan et al., 2011

Teaching as a Competency Framework

Specialised competencies
(Medical educators in leadership positions)

Content knowledge Programme design and implementation
Learner-centredness Evaluation and scholarship
Interpersonal and communication skills Leadership

Professionalism and role modelling Mentorship

Practice-based reflection
Systems-based practice

MCEs are targeted at educators requiring the more specialised competencies, and
possession of these qualifications is becoming a vital credential for doctors seeking

educational leadership roles (Tekian and Harris, 2012). Indeed, the demand is such that the
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number of institutions offering MCEs has increased over the years from 7 in 2000 to 121 in
2015 (Tekian et al., 2014), and this number continues to grow (Tekian and Taylor, 2017).
Yet, as will be demonstrated in the literature review (pp62 - 86), there is only a very small
body of research evaluating these programmes. Whilst there are many differences
between the available programmes, there are also some broad similarities. The majority of
MCE programmes cover the specialised competencies listed in table 1. On average, most
MCE programmes take 2 — 5 years to complete and the majority are delivered via a blend
of online and face-to-face learning (Tekian and Harris, 2012, Tekian and Artino, 2013). Most
programmes require the production of a thesis and are quite rigid, having few optional
modules to choose from (Tekian and Artino, 2013). However, as will be seen in section
2.4.3, medical educator roles are extremely varied. Hence, MCE programmes and any
related evaluations will need to allow for such diversity. Given that these courses are
targeted towards leaders in medical education, it is essential that they are thoroughly and
appropriately evaluated; once in leadership positions MCE graduates have enormous

potential to influence the future trajectory of medical education.

2.4 THE NATIONAL CONTEXT OF MEDICAL EDUCATORS

This section provides a UK perspective, the setting for the study. There is an overview of
medical education in the UK, followed by consideration of how a medical educator may be
defined from an international and a UK perspective. The section concludes with an

exploration of medical educator roles in the UK.

2.4.1 MEDICAL EDUCATION IN THE UK

Embarking on a career in medicine entails a commitment to lifelong learning. The trajectory

of undergraduate and postgraduate medical training in the UK is summarised in figure 1.
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Figure 1: Summary of medical training in the UK, adapted from HEE (2020a). JA = job application required
to commence post. Some medical specialties have run-through training from ST1 — ST7 or 8. In other
specialties, the training is ‘uncoupled’, meaning that trainees must complete core training years 1 -3, then
apply for higher specialty training posts, usually within a sub-specialty.

In the UK, medical training commences with an undergraduate or graduate medical degree,
which will usually take 4 — 6 years. All undergraduate medical training is overseen by
universities, with clinical placements being delivered by Local Education Providers, such as
hospitals and general practice. New doctors are then required to undertake a 2-year
integrated programme of general training, known as foundation years (FY) 1 and 2. To
practise medicine in the UK, all doctors must be registered on the General Medical Council’s
(GMC) medical register, with a licence to practise. For the FY1l year, doctors are
provisionally registered with the GMC; following successful completion of this year, doctors
are granted full GMC registration. Once the FY2 year has been satisfactorily completed,
doctors can continue their training either in a specialist medical area, or within general
practice. Those completing their training in a medical specialty are eligible to apply for
consultant positions, whilst those completing general practice training may work as a
general practitioner (BMA, 2020). Post-foundation programme training for medical
specialties can take 5 to 7 years, whilst general practice training is shorter at just 3 years
(ibid). Doctors electing not to embark on specialty or general practice training, or choosing

to leave before such training is completed, can work within a variety of non-training posts
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(NHS, 2020). NHS secondary care providers receive payments from the Department of
Health and Social Care for delivering undergraduate and postgraduate medical education

placements (Department of Health, 2019).

In England, postgraduate medical education is overseen by Health Education England (HEE),
which is divided into 7 regional offices. Within the regional offices are ‘schools’ for each
specialty training area (for example, psychiatry or general practice), and the foundation
programme (HEE, 2020b). The work of each school is guided by HEE, the GMC and by the
national Medical Royal College or Faculty related to the specialty (ibid). Arrangements are

different in Wales, Scotland and Northern Ireland (ibid).

Within the UK, once doctors have completed their training, or have opted to work in a non-
training post, they must evidence that they are able to keep their knowledge and skills up
to date (Academy of Medical Royal Colleges, 2009). One of the key requirements in
maintaining a licence to practise in the UK is the attainment of a minimum average of 50
hours’ continuing professional development (CPD) per year (ibid). This encompasses a
broad range of activities, including attendance at courses, participation in e-learning,
research and teaching. Importantly, CPD must be tailored to the various roles and
responsibilities of the doctor (GMC, 2020). Therefore, medical educators must ensure that
their CPD encompasses both their clinical and educational roles. Keeping up to date in both
areas can be extremely time consuming, potentially leading to doctors feeling they cannot
achieve the desired standard in their clinical and educational disciplines without
completing well in excess of 50 hours CPD per year (Friedman, 2014, Browne, Webb and
Bullock, 2018). Such difficulties may be mitigated by support from formal and informal
networks, which can provide advice, recommendations for courses and access to mailing
lists and newsletters (Brown, Webb and Bullock, 2018). Fulfilment of CPD requirements
feeds into the annual appraisal process, where doctors must evidence their ongoing fitness
to practise in all areas of their work, including education. Outcomes of the annual appraisals

inform the revalidation process, a 5-yearly review of progress to determine the renewal of
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a doctor’s licence to practise (ibid.). Hence, if a doctor wishes to continue to work in medical

education, suitable educational opportunities must be available.

2.4.2 WHAT IS A MEDICAL EDUCATOR?

Medical education is a distinct profession (Glicken and Merenstein, 2007, Mclean, Cilliers
and Wyk, 2008). However, such is the breadth of the roles held by professionals involved
in this field, that the definition of a medical educator is unclear, with the terms ‘medical
educator’ and ‘medical teacher’ being used interchangeably in the literature (Steinert,
2019). This lack of clarity can lead to difficulties in establishing a professional identity (Sabel
and Archer, 2014). Various attempts have been made to pinpoint the skills and
responsibilities of a medical educator; see, for example, Harden and Crosby (2000),
Molenaar et al. (2009), Hatem et al., (2011), Nikendei et al. (2016). These works have
highlighted that medical educators are required to possess a broad range of skills. Perhaps
the most succinct piece of work in this field is that of the UK-based Academy of Medical
Educators (AoME). Following extensive consultation, the AoME has identified five broad

domains of practice for medical educators, as illustrated in figure 2 (AoME, 2020):

Educational Designing and
management planning
and leadership learning

Educational Teaching and
research and facilitating
scholarship learning

Assessment
of learning

Figure 2: Practice domains of medical educators, adapted from AoME, 2020
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These domains align with the skills identified elsewhere in the literature; for example
Harden and Crosby (2000), Molenaar et al. (2009), Hatem et al., (2011), Nikendei et al.
(2016). Because of this alignment and because the AoME framework was developed within
the UK, the location for this study, a medical educator is therefore defined (for the purposes
of this study) as a medical doctor with responsibility for providing medical education in one
or more of these five domains. In making this definition, | acknowledge that | am excluding
the many non-medical professionals who provide excellent input within the field of medical
education. However, in the interests of homogeneity, this study is focussed on medical
doctors, and my definition therefore pertains only to that profession. The rationale for

sampling is further discussed in section 5.5.6.

2.4.3 THE ROLES OF MEDICAL EDUCATORS IN THE UK

Numerous studies in the UK and internationally have observed that medical education is
perceived to have lower prestige than clinical work or biomedical research; see, for
example Huwendiek et al. (2010), Norman and Dogra (2014), Sabel and Archer (2014)
Browne, Webb and Bullock (2018). This lack of prestige is linked with lack of recognition for
educational work, which is often not included in formal job plans (Norman and Dogra,
2014). Despite the perception that ‘medical education is the ugly duckling of the medical
world’ (Sabel and Archer, 2014: 1474), medical educators report finding their work
enjoyable and fulfilling (Huwendiek et al.,, 2010, Norman and Dogra, 2014, Sabel and
Archer, 2014, Browne, Webb and Bullock, 2018).

Within the UK, the GMC stipulates that the teaching of doctors and students is one of the
expected duties of a doctor who is registered with a licence to practise (GMC, 2019b). The
GMC has highlighted the importance of developing more specific medical educator roles
when doctors have teaching responsibilities. They have identified four areas where medical
educators are expected to meet specified requirements to acquire formal GMC approval

(GMC, 2015):
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i.  Overseeing medical students’ progress at medical school

ii. Lead co-ordinator for undergraduate education at the Local Education
Provider (for example, a GP surgery or NHS Trust)

iii.  Named Educational Supervisor (ES). Responsible for collating evidence of a
postgraduate trainee’s performance in a placement, providing feedback and
agreeing an action plan with a trainee.

iv.  Named Clinical Supervisor (CS). Responsible for the day-to-day educational

supervision of a postgraduate trainee.

All other educational roles within the UK do not require formal GMC approval. The ES and
CS roles are by far the most common medical educator roles (Norman and Dogra, 2014).
Indeed, without approval to function as CS, | know from my own professional experience
that a consultant would be unable to supervise trainees, something which would have a
devastating impact upon a clinical service. In many cases, a trainee’s CS will also be their ES
(HEE, 2020c). A doctor with CS and/or ES approval would therefore not be considered to
have a special interest in medical education, merely to be fulfilling a part of their overall

job role.

The educational roles identified by the GMC represent only a small fraction of the
responsibilities of medical educators in the UK. There is a plethora of potential positions
within clinical environments and at HEE, university, national and international level. To
provide an indication of some of the possible medical educator roles, figure 3 summarises
potential positions as they relate to postgraduate training in UK hospital Trusts. The

glossary in section 12.1.1 provides an outline of the nature of the different job roles.
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Educational
Supervisor

College

Clinical
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Figure 3: Summary of medical educator roles in postgraduate medical education as they relate to Hospital
Trusts Adapted from (Spencer, 2008) ‘ indicates is accountable to. The Royal Colleges cascade
information to HEE. The GMC conduct inspections of HEE local areas. Lines of accountability not directly
related to medical education are not included.

In a well-conducted e-survey, Norman and Dogra (2014) analysed the day-to-day
educational responsibilities of of 518 UK-based registered secondary care trainers. Whilst
there is an administrative separation between the provision of undergraduate and
postgraduate medical education, the majority of teaching provided was found to be
delivered by the same people in conjunction with fulfilling their busy clinical roles. Indeed,
12% of participants reported teaching at all training levels: undergraduates, FY1 and 2s,
core trainees, specialty trainees and general practice. Overall, undergraduate teaching took
up more of the respondents’ time than postgraduate teaching, although the majority of
formal educational roles were postgraduate in nature. In addition to the CS and ES roles,
the participants’ educational work was within their Trust (College Tutor and Director of
Medical education), HEE local area (Postgraduate Dean, Clinical Sub-Dean, Head of School,
Training Programme Director, Foundation Programme Director), universities (Clinical

Professor, Clinical Senior Lecturer) and the specialty Royal Colleges (College Regional
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Advisor). Given the multitude of roles within medical education, it is therefore perhaps
unsurprising that the route to becoming a medical educator is unclear (Sabel and Archer,
2014). Pertinently for the present study, networking has been demonstrated to be essential
for finding out about career and training opportunities (Sabel and Archer, 2014, Browne,
Webb and Bullock, 2018). Indeed, medical educators have reported actively establishing
formal and informal networks to support them in their work roles and in their professional

learning (Lieff and Albert, 2012, Browne, Webb and Bullock, 2018).

2.4.4 EDGE HILL UNIVERSITY COURSES

EHU offer a suite of courses in clinical education. The EHU MA is a multi-professional
programme targeted at doctors, dentists, nurses and allied health professionals. It is
delivered part-time over 2 —5 years via a blend of face-to-face sessions and online learning.
The programme aims are broad, addressing the knowledge, skills and competencies of
medical educators, specifically aiming to assist learners to prepare for leadership positions
in medical education. It is therefore similar to the majority of MCE available globally (Tekian
and Harris, 2012, Tekian and Artino, 2013). To be awarded the MA, learners must first
complete a Postgraduate Diploma (PGDip) in Clinical Education, which consists of three 20-
credit modules, in addition to 60 credits already obtained from a relevant Postgraduate
Certificate (as further discussed below). Award of the full MA requires subsequent
completion of a 60-credit dissertation. Hence, there is substantial overlap between the MA

and PGDip, and it would be appropriate to consider them together.

To be eligible to apply for the MA course, prospective students must be an experienced
clinician with responsibility for education within the clinical workplace. Additionally, they
must have completed a Postgraduate Certificate (PGCert) in a related subject, this
qualification counting as the first 60 credits of the award of diploma. Relevant to doctors,
the specific focus of this study, EHU also offer a PGCert in workplace-based medical
education. The first module of this programme is funded by HEE North West for all higher

specialty trainees in a designated year of their training, in addition to some Consultants
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and SAS doctors. Following successful completion of this module, participants are
recognised by HEE North West as meeting GMC requirements for the role of Clinical
Supervisor. As stated above (p34), without such approval, (via this or another route)
doctors cannot supervise trainees once they become a consultant. Hence, this module is
effectively viewed as mandatory training for higher specialty trainees in the North West of
England. Following on from this module, a second module is geared towards providing the
competencies required for recognition as an Educational Supervisor. Arguably, therefore,
the PGCert in Workplace-based Medical Education attracts a different type of student from

the MA and PGDip programmes and is considered separately.

There is a substantial amount of learner choice on the MA and PGDip programmes. Only
one PGDip module, ‘Research and Clinical Education’, is compulsory, whilst the other two
PGDip modules are chosen from a list of options. In view of the variety of potential medical
educator roles available, such choice is essential. To accommodate busy clinical schedules,
the MA and PGDip programmes offer a ‘step on, step off approach’, whereby learners may
have gaps between their periods of study. Consequently, learners who commence these
programmes at the same time may study different modules and finish at different times.
In contrast, there is a small core of faculty delivering the programmes, hence learners may
encounter them in more than one module. For both programmes, there are a small number
of face-to-face sessions, with asynchronous online delivery constituting the bulk of the
learning experience. To facilitate interactions between learners, they are divided into
‘Online Learning Sets’; groups of approximately 15 learners and one tutor. The learners
complete a series of activities within these groups, using a discussion board and email to
develop their learning within a social context, based on their own and others’ experiences.
This collaborative approach allows learning to be tailored to the needs and interests of the
learner. The overall flexibility of the programmes is ideal for learners, but presents
challenges for evaluation, which must be sufficiently adaptable to account for differences

in learner experience.

38



2.5 EVALUATION AND VALUE IN THE PROFESSIONAL DEVELOPMENT OF

MEDICAL EDUCATORS

To demonstrate the value of professional development to relevant stakeholders, there
needs to be a way to measure value. This is a challenge for professional development in
medical education, particularly if more holistic outcomes are to be considered. Evaluation
measures value and may be defined as ‘the process of judging or calculating the quality,
importance, amount, or value of something’ (Cambridge English Dictionary, 2020). In the
following section, | consider how value may be perceived in the context of the professional
development of medical educators. | then provide a perspective on evaluation processes
in medical education, specifically focussing on professional development and highlighting

the need for alternative evaluation methods.

2.5.1 APPROACHES TO MEASURING VALUE

Value is often understood, demonstrated and measured in financial terms, i.e. ‘the worth
of something compared to the price paid’ (Oxford English Dictionary online, 2018), but also
as ‘the regard that something is held to deserve; the importance, worth, or usefulness of
something’ (ibid). There are both direct and indirect costs to undertaking an MCE. A direct
financial cost would be the price of undertaking the programme, which may vary between
institutions and individuals. For example, in 2021 — 22, the tuition fees for the EHU MA
stand at £4075 payable over the 2 — 5 years of the programme (Edge Hill University, 2021).
Some NHS employers will cover the full cost of attendance at courses, but many will set a
cap (British Medical Association, 2020). For instance, the Trust where | previously worked
caps CPD funding at £450 per doctor per year. In such a case, a medical educator would
therefore have to self-fund a substantial proportion of MCE fees. Other direct costs could
include travel and equipment, such as a new laptop (Foo et al 2020); in my own experience
the latter is highly unlikely to be funded by an NHS employer and the cost would be borne

by the medical educator.
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MCEs also have indirect costs, including the effort of undertaking the programme and the
‘opportunity cost’, or loss of ability to undertake alternate tasks (Flake et al., 2015). NHS-
based medical educators function in a stressful environment, where clinicians of all
backgrounds are overstretched and have high levels of burnout, a situation which has only
been worsened by the COVID-19 pandemic (Bailey, S., 2021). Time spent undertaking an
MCE encroaches upon personal life and clinical work, in terms of both the time taken and
the energy expended. A medical educator must therefore perceive that an MCE can provide

sufficient value to justify the direct and indirect costs incurred.

To obtain approval for study leave from their clinical position, medical educators must also
demonstrate the value of an MCE to their employer. This is a complex process and value is
likely to change between organisations and, over time, within organisations. For example,
an NHS Trust may be looking to recruit more trainees; the deanery may prefer to send
trainees to a Trust where training is co-ordinated by someone with a qualification in
medical education. In this scenario, such a qualification would be valuable to the Trust.
However, that same Trust may then decide to recruit non-training grade doctors instead,
thus potentially negating the need for a clinician with a medical education qualification. In
the second scenario, the value of the qualification is diminished from the employer’s
perspective. Hence, value is very much dependent on context and any evaluative tool must
accommodate this notion, whilst simultaneously appraising value in a way that is
transferrable between the varying situations of different medical educators. Herein lies the
benefit of utilising an underpinning theoretical framework, as this allows the findings from

one situation to be transferred to other, similar settings (Rees and Monrouxe, 2010).

The perspective of the learner is key to understanding the value of health professionals’
education (Sandars and Walsh, 2016). As with the example given above, the ‘value’ the
learner places upon their qualification is likely to vary both between individuals and in
different contexts for the same individual. A higher qualification in clinical education may
be highly valued in the day-to-day work of a Training Programme Director (TPD), but

perhaps of less worth should that TPD wish to become Medical Director, whereby an MBA
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(Master of Business Administration) may be of more relevance. In other words, in the social
world, value is not intrinsic to the object that is being exchanged, but instead lies in how
that object is used, or what it allows the individual to do (Crossley, 2011). Therefore, if we
do not have a more holistic view of value that includes understanding the social world of
the medical educator, we cannot fully appreciate the value that a higher qualification in
clinical education may provide. Social capital and social network analysis play a crucial role
in providing clarity in this regard, allowing value to be measured in a way that is comparable
between different individuals and different programmes. This point will be considered

further in chapters 5 and 10.

2.5.2 EVALUATION IN MEDICAL EDUCATION

Medical education is complex, and research into the value of medical education
programmes needs to reflect this reality (Mattick, Barnes and Dieppe, 2013). As observed
by Lovato and Peterson (2019), one of the most commonly used evaluation approaches in
medical education research is the Kirkpatrick Model (Kirkpatrick Partners, 2018), illustrated
in figure 4. Considering the evaluation of professional development for medical educators,
the majority of studies focus on the second (learning) and third (behaviour) levels of the
Kirkpatrick model (Steinert et al., 2016). The proposed study will be examining change in
behaviour, specifically pertaining to relationships. This is an under-researched aspect of
professional development, with only 5% of studies in Steinert et al.’s (2016) comprehensive

review of the field adopting this approach.

Learning, confidence
and intent to lmplement

Learner satisfaction
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Figure 4 The New World Kirkpatrick model of evaluation (adapted from Kirkpatrick Partners, 2018)

To analyse change in behaviour, industry research utilises the concept of ‘transfer of
training’. This concept is defined in the seminal work of Baldwin and Ford (1988) as the
degree to which a trainee applies knowledge, skills and attitudes learned from a training
environment into their job. A transfer of training perspective is occasionally adopted to
evaluate medical training. For example, simulation-based training in surgery has been
found to be transferable to the operating theatre (Dawe et al., 2014). However, MCEs are
a more complex educational intervention than a simple training procedure. Training is a
one-dimensional, mechanistic approach, focused on a specific outcome: for example, the
ability to perform a lumbar puncture. Education and development are multi-dimensional
and can be tailored more to the needs of the individual (Garavan, 1997). Hence, MCEs
would be considered as providing education and development as opposed to training. In
complex educational programmes such as MCEs, Kirkpatrick’s model is too reductionist to
use in isolation and would benefit from being supplemented by another model (Frye and

Hemmer, 2012).

Within the professional development literature, there have been repeated calls for
alternative approaches to evaluation (O’Sullivan and Irby, 2011, Frye and Hemmer, 2012,
Steinert et al., 2016, Campbell et al., 2019). Currently, the majority of studies evaluating
professional development are quantitative. There is an emphasis on skill acquisition and
studies are often not theory-driven (Steinert et al., 2016). A similar picture is seen in the
general education literature, with Carolan (2014) arguing that reliance on more
guantitative methods has been a way for educationalists to strive for legitimacy in the
scientific community. However, such approaches may miss unintended outcomes of
educational programmes. For any educational programme, there is a formal curriculum
and non-formal learning, or the ‘hidden curriculum’, the latter being defined as the ‘gaps
or disconnects between what faculty intend to deliver...and what learners take away’
(Hafferty and Gaufberg, 2017: 35). Examples of this could include students conversing over

lunch, staff informally talking to students out of class and behaviours of peers and staff

42



within the classroom or online discussion groups. Non-formal learning provides value for
learners (Hafferty and Gauberg, 2017, Eraut, 2000), but it can be difficult for researchers
and faculty alike to know when such learning occurs. Eraut (2000) has emphasised that
learners do not always consciously recall non-formal learning and may simply perceive
social learning to be part of their job role. Hence, whilst an important facet of professional
development, non-formal learning can be very difficult to investigate and research which
considers the socio-cultural context of the programme and the learner remains rare in the
professional development literature (O’Sullivan and Irby, 2011, Steinert et al., 2016).
O’Sullivan and Irby (2011: 425) contest that analyses ‘often fail to account for the social
context of both the [professional] development intervention itself and the realities of the
workplace within which [medial educators] teach and learn’. To address this issue, they
propose a model for research into professional development that considers the social
context of the educator, reflecting both the professional development and workplace
settings. They urge the development of research that considers the community in which
the educator functions, specifically suggesting that a measure of value could be ‘networks
established through the program’ (ibid: 426). Steinert et al. (2016) endorse this call in their
systematic review of 111 studies in the professional development literature. They advocate
broadening the scope of evaluation methods, encouraging more research which is
gualitative or mixed methods, explicitly embedded in a theoretical or conceptual
framework and capable of appraising longitudinal change. Notably, a key feature of many
different types of professional development in their review was intentional relationship
building and networking. This behaviour occurred both during and after the educational
programme, being especially a feature of longitudinal programmes. Steinert et al. (2016)
identify social network analysis as a research approach that should be utilised more to
further understand the value of professional development. Isba, Woolf and Hanneman
(2017) echo this call, stating more broadly that social network analysis is underused in

medical education.
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2.6 SUMMARY

This chapter has highlighted the global and national requirement for trained medical
educators and the need to develop new ways to understand and demonstrate the value of
faculty development in this area. Adopting an international perspective, MCEs were sited
within the context of professional development for medical educators, an area where there
is a drive for internationally recognised credentials. Focussing on the UK, the site of the
present study, a summary of medical education in the UK was provided, to provide context
for the work of medical educators in the UK. The term ‘medical educator’ was presented
as ill-defined in the literature and a UK-focussed definition was provided for the present
study. A summary of the EHU MA and related courses was presented. The broad range of
medical educator roles within the UK was highlighted and it was emphasised that, as a
result, courses intending to develop medical educators beyond the more standardised
roles of ES and CS need to be able to adapt to the individual needs of learners. The social
context of learning and the implementation of learning has been argued to be of
importance to medical educators, who rely on social capital accessed via their networks to
help them in their ongoing professional development. It was noted that there has been a
call within the literature for the development of different evaluation approaches, with
specifically more need for theory driven, mixed methods research which considers the
impact on learners’ social networks. Social capital theory and social network analysis
provide the theoretical and methodological basis for a more nuanced and holistic
examination of value. This use of theory facilitates the transferability of findings to different
contexts, permitting the development of a measurement tool to demonstrate value in a
variety of settings, thus allowing stakeholders to make comparisons between different
professional development programmes. A further understanding of social capital and social

network analysis is therefore essential and will be provided in the following chapter.
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CHAPTER 3: THEORY

3.1 INTRODUCTION

As Rees and Monrouxe (2010) have discussed, an essential component of good quality
medical education research is an explicit consideration of a study’s theoretical basis.
Indeed, reviews of the faculty development literature in medical education have
highlighted that more studies should be embedded within a clear theoretical framework
(Leslie et al., 2013, Steinert et al., 2016). The key theoretical lenses for the present study
are social capital and social network analysis. Social capital (SC) is a theory that proposes
individuals may obtain advantages from their social relationships (Portes, 1998, Lin, 2001,
Dika and Singh, 2002). This chapter presents a brief overview and critique of how SC is
conceptualised in the literature. The relationship of SC with social network analysis (SNA)
is explored, highlighting that SNA facilitates understanding of SC, whilst also providing a
means to measure it. Lin’s (2001) theory of SC is identified as tying together many of the
differing views within this field and as being especially suited to accompany SNA. It is
therefore Lin’s theory which will provide the main point of theoretical reference for the
study. The chapter concludes with a definition of SC for the study and an appraisal of

different means of measuring SC.

3.2 SOCIAL CAPITAL

Social capital is widely recognised as being a major contributor to the achievements and
wellbeing of individuals and communities. Accordingly, international organisations such as
the World Bank, UNESCO and OECD have conducted an array of policy-based and empirical
studies in this field (Kilpatrick, Johns and Mulford, 2010). SC has its origins in Marx’s ‘classic
capital theory’, which concerned the accumulation of physical resources, such as land or
money, with the focus being more on the commodity than the individual (Lin, 2001, Tan,
2014). Attention to the individual is provided by human capital theory, which considers
capital as individual’s acquisition of skills or knowledge via education or training (Schultz,

1960, Tan, 2014). In contrast, SC theory takes a relational approach by examining the
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benefit an individual may accrue from their social relations (Portes, 1998, Lesser, 2000,
Burt, 2001b, Lin, 2001, Dika and Singh, 2002). Education was prominent in the early
development of SC theory, with Bourdieu and Coleman each using different formulations
of this theory to explain variations in educational achievement (Dika and Singh, 2002).
Social capital has been positively linked with educational outcomes. Social connections can
influence academic aspirations and achievements both in general education (see, for
example, Coleman, 2000, Feinstein and Hammond, 2004, Bourdieu, 2010) and within
medical education (Woolf et al. 2012, Vaughan et al., 2015). Additionally, education may
add to an individual’s social capital, directly by providing access to wider networks and
indirectly by boosting confidence in interpersonal interactions (Feinstein and Hammond,
2004). Access to social capital via the social network is also important for the
implementation of medical educators’ learning (Jippes, 2013). Social capital can also
support professional identity in clinical education (Higgs and McAllister, 2007) and protect

against loneliness and burnout in clinicians (Rogers, Polonijo and Carpiano, 2016).

3.2.1 DEFINITIONS AND DESCRIPTIONS

There are varying perspectives on SC, with three main categories being described in the
literature (OECD, 2009, Crossley et al., 2015). Firstly, it is an indirect access to resources,
such as knowledge or information, advice and support. Secondly, it is a form of social
cohesion, which relies on trust and co-operation, with ties between individuals providing
benefits due to their strength, termed ‘bonding’. The third category, ‘bridging capital’,
describes links between different groups. This latter category will be discussed further in
the section on social network analysis, the first and second being outlined in the following

section.

Coleman, Bourdieu and Putnam are credited with the initial development of the concept
of SC (Dika and Singh, 2002, O’Brien and O Fathaigh, 2005). Bourdieu’s concept of SC is

based on conflict, hierarchy and symbolic power and has been viewed as an investment by
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2002). Bourdieu viewed SC as an indirect access to resources and ties to others would
constitute SC only if they allowed access to the resources of another (Crossley et al., 2015).
He considered unequal access to social capital as an explanatory factor for differences in
educational achievement (O’Brien and O Fathaigh, 2005). Coleman viewed SC as different
from other forms of capital, such as economic or human capital, in that it has an aspect of
‘public good’ (Coleman, 1988). He regarded network closure (where most people in a
network are connected) as reinforcing social norms (ibid). In a situation where most people
know each other, it is difficult for an individual to contravene ‘normal’ societal
expectations, as they would suffer damage to their reputation. To illustrate this theory, he
demonstrated an inverse association between high school drop-out rates and attendance
at religious services, the latter being posited as a measure of intergenerational network
closure (Coleman, 1988). Putnam also highlighted that social cohesion was of prime
importance. He emphasised the importance of membership of clubs and associations and
linked civic engagement positively with performance of local government in the US
(Putnam, 2001). His concept revolves around norms, trust and principles of reciprocity and,
like Coleman, SC is perceived to be a positive way of maintaining an orderly society via the

‘bonding’ nature of social connections (O’Brien and O Fathaigh, 2005).

3.2.2 CRITICISMS OF SOCIAL CAPITAL THEORIES

Inherent to most definitions is the assumption that the more SC an individual has, the more

successful they will be, as summarised by Burt (2001b: 202):

Social capital is a metaphor about advantage. Society is viewed as a market in

which people exchange all variety of goods and ideas in pursuit of their

interests. Certain people...do better in the sense of receiving higher returns to

their efforts.
However, SC may also have negative consequences. Siisidginen (2000) criticises Putnam for
not considering the concept of negative SC, pointing out that social norms are not always
positive, and Lin (2001) has a similar criticism of Coleman. A further difficulty encountered

is with the measurement of SC. Portes (1998) points out the circularity in Putnam’s theory

of SC, as it is presumed to exist by measuring the same outcomes it is supposed to cause.
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For example, a town is said to be ‘civic’ if it does things which are considered ‘civic’, such
as having active community organisations. Towns which do not have these are regarded as
‘uncivic’. This criticism would also apply to Bourdieu’s conceptualisation of SC. Portes
(1998) therefore advises separating the resources from the ability to obtain them because
‘equating social capital with the resources acquired through it can easily lead to
tautological statements’ (Portes 1998: 5). Lin’s conceptualisation of SC is able to circumvent

this difficulty and will be further discussed in the section on Lin’s theories.

3.2.3 POTENTIAL CAPITAL

It is important not to conflate an individual’s ability to access SC with the activation of that
resource. An individual’s contacts or position in a network gives them access to differing
resources, which the individual may then utilise to their benefit or detriment. Lee (2010)
identifies that SC may be accessible but ‘un-utilised’, something which Coleman (2000)
refers to as ‘potential’ SC. The present study will therefore attempt to differentiate
between the resources which the participants have ‘mobilised’ and those which they have
access to, but have not used, to be termed ‘potential capital’. This concept is returned to
when considering Lin’s conceptualisation of capital formation in the section ‘definition and
mode of action’. An individual’s social network is essential in understanding their access to
SC, which may be either facilitated or impeded by the strength of ties to other individuals
or groups in addition to the position of the individual in the network. To understand this
further, the following section will provide consideration of the social network and its

analysis in further detail.

3.3 SOCIAL NETWORK ANALYSIS (SNA)

Medical educators are reliant on their networks to function in their role and develop their
careers (Browne, Webb and Bullock, 2018). SNA provides the means of furthering our
understanding in this important area, by facilitating quantitative and qualitative analysis of

SC as bridging, bonding and indirect access to resources. The sociological theories
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underpinning SNA arise from the perspective that individuals engage in relationships which
both shape and are shaped by wider social and cultural mechanisms (Bellotti, 2015). SNA
delivers the tools for analysing and modelling these patterns of relationships (ibid). Hence,
SNA is underpinned by both sociological and mathematical theories, enabling quantitative
and qualitive study of relationships in their social setting (Kilduff, 2003, Marin and
Wellman, 2011). The focus of this section will be on the sociological theories which are
essential to providing a comprehensive answer to the research question. In-depth
exploration of mathematical concepts is beyond the scope of this thesis, but sufficient
detail will be provided in chapter 5 (‘Methods’) for the reader to understand how and why
the quantitative analyses have been performed. Methodological difficulties commonly

encountered in SNA will also be discussed in chapter 5.

A social network ‘consists of a set of nodes or actors, along with a set of ties of a single type
that connect the nodes’ (Borgatti and Ofem, 2010: 19). An actor may be an individual, a
group or an organisation. The fundamental unit of analysis of the network is not the
individual actor, but the dyad (a pair of actors) and the tie(s) between them. The focus is
therefore moved from the attributes of the individual to the benefits and constraints of the
social structure they inhabit. It follows that the actors within the system are not
independent, but rather interdependent, which therefore limits the use of conventional
statistical analyses, requiring specially adapted techniques. Networks can be analysed in
their entirety, for example all the employees of an organisation, or from the perspective of
an individual. The latter is termed an ‘ego-net’, ‘ego’ referring to the individual whose
network is under analysis (Borgatti, Everett and Johnson, 2018); this is the perspective for
the current study. Methodologically, there are two main categories of network studies;
‘theories of networks’ and ‘network theories’. These approaches apply equally to whole
network and ego-net studies. Studies adopting a ‘theories of networks’ approach seek to
understand the mechanisms that produce networks. Conversely, ‘network theories’
consider the consequences of networks (Borgatti, Everett and Johnson, 2018). The
approach utilised in the present study will be considered in chapter 5. Whatever the type
of study, bounding the network is extremely important, as SNA is effectively a case study,

a concept which will be returned to in chapter 5. There are three approaches to bounding
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a network: ‘event-based’ (for example all those who attended a specific conference);
‘position-based’ (for example members of an organisation) and ‘relation-based’ (for
example, who is friends with whom). The latter is the most frequently adopted approach
in ego-net studies (Marin and Wellman, 2011) and will be discussed further in the chapter

5.

3.3.1 THE NATURE OF TIES

There are many different types of tie, the variety of which can affect access to SC. Defining
the type of tie is essential at the outset of a study, as this defines the nature of the network
(Kitts, 2014). Ties can be directed (A lends money to B, but B does not lend money to A) or
undirected (A and B are married to each other), binary (present or absent) or valued (Marin
and Wellman, 2011). Borgatti et al. (2009) summarise three different categories of tie seen
in the literature: social relations (wife of, friend of), affective relations (likes, or dislikes)
and interactions (emails, talks to). Interactional ties permit ‘flow’, which may be exchange
of information or advice and this links in with the concept of SC as indirect access to
resources. Borgatti, Brass and Halgin (2014) observe that the content of ties can be difficult
to study, citing Coleman's (1990) concept of ‘appropriability’, which asserts that one type
of tie, for example friendship, may be appropriated for an alternative purpose, for example
business. This highlights the concept of multiplexity, a situation whereby an individual may
have different types of relationship with the same person (for example, works with, is
friends with, plays tennis with). Multiplexity can also apply to different modes of contact
and has been associated with increased strength of ties; for example, individuals with
stronger ties (measured according to frequency of contact and defined by ego as a ‘close
friendship’) use more types of media for their communications than weaker ties
(Haythornthwaite, 2005). However, multiplex ties may also constrain the actions of ego.
Firstly, it may be more difficult to withdraw from the tie as to do so may jeopardise other
aspects of the relationship. Secondly, ego’s actions may be influenced by obligations
incurred in other contexts, thus contributing to inertia within the network (Kim, Oh and

Swaminathan, 2006).
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An important factor in tie formation is that of propinquity or physical proximity. Put simply,
the closer people are physically to one another, the more likely they are to interact, be it
within a neighbourhood, an organisation or a building (Spillane, Shirrell and Sweet, 2017).
Face-to-face interactions are particularly important as they promote trust and mutual
understanding (Storper and Venables, 2004). The importance of propinquity has been
replicated in a variety of employment settings (Spillane, Shirrell and Sweet, 2017), including
healthcare (Tagliaventi and Mattarelli, 2006) and it is significant for medical educators, who

have reported experiences of isolation (Moses et al., 2009).

3.3.2 HOMOPHILY, HETEROPHILY AND THE STRENGTH OF WEAK TIES

The tendency for people to have ties with those similar to themselves is termed
‘homophily’ (McPherson, Smith-lovin and Cook, 2001). Granovetter (1973) argued that
homophilous ties were unlikely to provide individuals with new information, arguing that
weak ties, such as people infrequently contacted, were more likely to be different or
‘heterophilous’ and therefore able to provide information not already known to ego. This
may help, for example, in finding out about work opportunities, with SC viewed in this
context as access to resources. However, the evidence supporting this theory is somewhat
equivocal (Lin, 2001). The strength of ties between actors has been conceptualised by
Granovetter (1973b: 1361) as being ‘a (probably linear) combination of the amount of time,
the emotional intensity, the intimacy (mutual confiding) and the reciprocal services which
characterize the tie’, but the importance of this concept is disputed by Burt (1992, 2000,
20014, 2001b, 2005).

3.3.3 STRUCTURAL HOLES

Burt (1992, 2000, 2001a, 2001b, 2005) contests that network structure is more important
than the strength of ties or propinquity within a network. He reasons that sparser networks
generate more SC than those exhibiting closure (where the network is highly
interconnected). ‘Structural holes’ exist in networks where there is a lack of interaction

between two separate groups, or ‘components’ of a network. An alter acting as a ‘bridge’
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between the components would be in a position to provide members of each component
with non-redundant (or new) information. They can therefore act as a broker, potentially
playing one group off against another. Burt (2000) develops this concept to argue that the
value of SC to ego is dependent upon the number of people who are undertaking the same
work. He contends that the bridging of structural holes in the network is especially valuable
to individuals whose work roles mean that they have few peers. Bridging may be of financial
benefit, for example, structural holes in the networks of managers have been associated
with receipt of bonuses higher than would be expected for their role and rank (Burt, 2001a).
Brokerage may also help with the introduction of an alteration in practice. Within the NHS,
change agents were more effective when they were located within a brokerage position in
their network (Battilana and Casciaro, 2012). Nevertheless, brokerage is not always
advantageous — individuals may find that they are the focus of conflicting demands from
different groups (Crossley, 2008), something which medical educators with multiple work

roles may experience.

The opposite of brokerage would be closure or constraint (Crossley et al., 2015). If all the
people in ego’s network know each other, then if ego declines to trade with them, they can
simply ask someone else. As a result, the bargaining power of ego is very limited. For
example, a carefully considered study of 160 staff officers in a large financial organisation
demonstrated that network constraint in managers was negatively associated with
performance evaluation and receipt of bonuses (Burt, 2001a). However, closure may be of
value in realising the value of a structural hole (ibid). Within healthcare, closed ties have
been observed to enable exchange of knowledge between medical and non-medical staff
(Scott et al.,, 2005, Benham-Hutchins and Effken, 2010). Indeed, such a network
configuration may also contribute towards resilience of the network. In a tight-knit group
the same resources may be supplied by a number of different alters, so if one alter drops
out of the group, ego will still have access to the same resources. However, in a sparser
network where there are structural holes, the loss of one alter is more likely to have a
negative effect on the SC of ego (Kim, Oh and Swaminathan, 2006). Hence, for a medical
educator to function effectively, one would anticipate a combination of brokerage

positions and dense, closed networks.
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3.3.4 CONTROVERSIES IN SOCIAL NETWORK ANALYSIS

Borgatti et al. (2014) observe that one of the main criticisms of SNA is an emphasis of the
primacy of the network over that of agency. Crossley (2011: 143) disputes that this is an
issue, stating that ‘interaction necessarily entails both the initiative and intelligence of
purposive actors (agency)’. It follows that, without agency, social networks would not exist,
because ‘The social world necessarily involves both agency and structure in some balance’
(ibid: 143). Indeed, where agency and SNA have been combined, it has been demonstrated
that agency can influence the social network — for example, Mehra et al. (2001) and
Sasovova et al. (2010) found that individuals with higher self-monitoring personality traits
were more likely to occupy central and brokering positions in their networks than their low-

monitoring counterparts.

A further criticism is that SNA looks at the network out of context, (Borgatti, Brass and
Halgin, 2014). Crossley (2011: 143) also alerts the researcher to be wary of providing
structure in abstraction, observing that ‘structures are always structures of
something...they are...properties of dynamic and evolving “social worlds” which emerge
from the interactions of actors’. This concept will be returned to in the section on
‘Institutional Fields’. The growth of research utilising mixed methods SNA (Rice and
Holloway, 2014) should help address this issue over time and the benefits of mixed
methods SNA, which will be employed in this study, are further explored in the chapter 5
(‘Methods’).

3.4 LIN’S PERSPECTIVE ON SOCIAL CAPITAL AND NETWORKS

Lin (2001) views the social network as essential to the understanding of social capital. His
meticulously developed perspective of SC encompasses many of the themes discussed in
the above SC and SNA sections and is therefore ideally suited to accompany SNA (Carolan,

2014). As he interprets SC from the perspective of the individual, his viewpoint is especially
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suited to ego-net analysis (Rostila, 2011). His theory links the ‘micro’ and the ‘meso’
enabling an understanding of how the relationships of individuals fit into the wider fabric

of society.

3.4.1 DEFINITION AND MODE OF ACTION

SCis defined as ‘an investment in social relations with expected returns in the marketplace’
(Lin, 2001: 19). To become SC, a resource must be mobilised twice, the first time to invest
and the second to generate a return. These actions, Lin (2001) notes, take time and effort,
thus SC may have negative as well as positive consequences. He views three components
to SC: i) there must be a resource embedded in the network structure, ii) the resource must
be accessible and iii) ultimately mobilised. This ties in with Coleman’s (2000) concept of

potential capital, as described above.

Lin envisages that SC exerts its effects through social ties via: i) facilitation of flow of
information; ii) actors’ influence on decision makers in relation to ego; iii) certification of
credentials and iv) reinforcement of identity. Lin proposes returns on instrumental and
expressive action to be the two main outcomes of social capital. Returns on instrumental
action more frequently come from heterophilous interactions and allow ego to obtain
resources not already in their possession, for example economic, power and social
resources, which can all be viewed as capital. Lin envisages that returns on instrumental
action are achieved via the bridging of structural holes or the activation of weak ties. The
resource benefit is enhanced by the relative hierarchical positions of alter and ego, a
concept which will be further elaborated upon in section 3.4.3. Expressive actions maintain
existing resources, for example via reassurance or public acknowledgement, and are more
likely to come from homophilous ties in a dense (highly interconnected) network. Lin
argues that ties in such networks will be strong (as per Granovetter’s (1973) definition) and
are a source of trust. For example, dense networks of immigrants in the US may not rely on
formal contracts in economic interactions (Portes, 1993). This work highlights the

importance of reputation. Unlike an economic exchange, the rewards generated are not
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immediate and the interactions are not symmetrical. Alter and ego both acknowledge that
a debt has been accrued and public recognition of this increases the reputation of alter,
which Lin (2001: 244) defines as ‘the extent of favorable/unfavorable opinions about an
individual in a collective’. The greater the debt incurred, the more ego and alter must keep
up their relationship. Lin’s theory around debt accrual and reputation have been confirmed
empirically in large survey with 10-year follow up by Wellman and Frank (2001). They found
that support was reciprocated like for like, but individuals who provided support to many

alters received reciprocity from the group, rather than from the individual they had helped.

Lin (2001) asserts that a balance is required between expressive and instrumental actions.
Too much instrumental action may cause tension and disunity in the group, as people try
to move from one position to another, whereas excessive expressive action may lead to
stagnation. Hence, Lin’s theory encapsulates the main types of SC observed in the literature

with bridging and bonding viewed as influencing the mobilisation of social resources.

3.4.2 CRITIQUE OF LIN’S DEFINITION OF SOCIAL CAPITAL

Lin (2001:1) views SC as ‘an investment of resources with expected returns’, thus focussing
on the perspective of the investor. However, the current study will only establish the
expectations of ego, who may be the recipient rather than the investor. Therefore, Lin’s
definition is not suitable if one wishes to look at the experiences of both the resource-giver
and the resource-receiver (Lee, 2010). Even where ego is the investor, Lin’s theory relies
heavily on understanding the motivations for the actions of an individual, as he affirms: ‘it
is assumed that actions are rational and are motivated to maintain or gain valued
resources’ (Lin, 2001:45). This is an extremely difficult area to study, as people often do not
know their true motivations, as outlined in dual process theory, a psychological theory
developed by Kahneman (2011), which has empirical support (Evans and Stanovich, 2013).
The theory observes that it is too cognitively demanding for us to reflect fully on each of
our actions, and therefore we rely on mental short cuts for much of our functioning. Hence,
although Lin’s (2001) theory of SC is highly relevant for the current study, his ultimate
definition is not a practical one to use. The definition which will be used is detailed in

section 3.5.
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3.4.3 RELEVANCE OF STRUCTURE

In order to understand the role of social capital on a societal level, it is important to
consider social structures. Lin (2001) envisages interpersonal interactions as occurring
within a social structure, which he describes as consisting of positions or social units that
possess different amounts of resources. Resources in the structure may be attached to a
position and not the individual. For example, based on my own experience, the Director of
Medical Education in an NHS Trust approves study leave requests and associated funding.
If the individual in the post leaves, this power will pass to the next incumbent. Formal
hierarchical structures have a chain of command. The further up this chain of command an
individual ascends, the more information they have about access to resources within the
structure, with lateral positions having authority over similar amounts of resources. He
argues that position effect is maximised by having a minimal number of levels, with a large
resource differential between levels. Therefore, Lin views structure as affecting access to
SCin a similar way to Burt. For example, location near a ‘bridge’ may allow access to better
SC, but only if there is a resource differential across the bridge. Positions within the
structure are related to one another in a hierarchy of control and access to resources: there
are rules which govern the use of the resources, which can only be entrusted to those who

follow the rules. This links in with Lin’s view of ‘institutional fields’.

3.4.4 INSTITUTIONAL FIELDS

The structures described above exist in what Lin (2001) terms the ‘meso’ level of society,
considered to be society’s main infrastructure. He draws on the work of Di Maggio and
Powell (1983) and North (1990) from the business and economics literature to develop the
concept of ‘institutional fields’ in relation to social networks. Institutional fields are located
within society’s meso level and contain networks, organisations and institutions, the latter
being described as ‘the rules of the game’ (Lin 2001: 187). Lin’s institutions (or ‘rules’) can
be either formally established or informally accepted practices and people may not always
be consciously aware that they are abiding by them. Social interactions are key to

transmitting and reinforcing these ‘rules’. When organisations and individuals submit
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themselves to the rules of a specific institution (for example, rules of behaviour) they are
said to occupy the same institutional field. An institutional field may bound a variety of
relations, such as a specific area of industry (Murray and O’Mahony, 2007), a social
movement (Child, Lu and Tsai, 2007), or a profession (Reay, Golden-Biddle and Germann,

2006), such as medical education.

Within institutional fields is a common understanding of what is required. Such cognizance
has the benefit of reducing the transaction costs of actions and interactions. In the
economics literature, transaction cost is defined as the expense incurred when making an
economic exchange: for example legal and estate agent fees when selling a house (Wallis
and North, 1986). Lin extends this concept to include social interactions. To consider an
example from medical education, a training programme director (TPD) may be
encountering a particular difficulty with balancing their clinical load with the requirement
to attend the Annual Review of Competency Progression (ARCP) reviews. If the TPD’s line
manager also has a background in clinical education, they will understand the ARCP
process, and therefore the problem, far more readily than would someone without such a
background. As a result, the TPD would spend much less time and effort having to explain
the issue, thus representing a lower transaction cost. There is therefore a benefit to co-

existing within the same institutional field.

Situated within the institutional field, Lin has conceptualised institutionalising

organisations which:

train and indoctrinate actors with values and skills in performing rituals and
behaviors associated with the prevailing institutions. They differ from other
organisations in that they process actors but do not employ or keep them (Lin
2001:192).
It can readily be seen how these concepts may be relevant to medical educators with an
MA or PGDip in clinical education. The university can be perceived to be an

institutionalising organisation, situated within the institutional field of medical education,

as illustrated in figure 5.
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Figure 5: The institutional field (adapted from Lin, 2001) (HEE = Health Education England)

The concept of Institutional fields and institutionalising organisations is reflected in the
work of Sethi (2016). He looked at identity development in healthcare professionals with
a postgraduate qualification in medical education. He reasoned that the process of
undertaking the qualification ‘socialised’ the participants into the world of medical
education, with its associated rituals and behaviours, which, in Lin’s view would be the
‘institutional field’ of medical education. Importantly, resources within an institutional field
would have the same value. Hence, as described in the earlier section on ‘value’, a
qualification in medical education would have a certain value or range of values within the
institutional field of medical education, but outside of that sphere its value would be

different and even possibly worthless.

An area neglected by Lin (2001) is the concept of overlapping institutional fields.
Professionally, clinical educators are likely to belong to more than one ‘institutional field’,
often possessing both clinical and educational roles (Castiglioni et al., 2012, Chen et al.,
2017). In a review of the literature on institutional fields, Zietsma et al. (2017: 24) explore

the issue of ‘structural positions between or at the overlap of institutional fields’. They
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assert that these areas, or ‘interstitial issue fields’, frequently ‘form their infrastructures by
combining elements drawn from the fields from which their members come’. Being at the
overlap of different fields has distinct advantages. It may provide a brokerage position, with
the individual having access to resources from two different networks, which may not
otherwise be connected. Kilpatrick, Johns and Mulford (2010: 117) highlight the
advantageous situation of individuals who are able to be ‘boundary crossers’ who ‘speak
the language of the educational institution and community and are able to move freely
between the two’. Such people are able to engage with the wider community, promoting
closer, two-way working relationships with educational institutions (ibid). Conversely, such
diversity can present problems for individuals in these positions. Writing about professional
learning, Eraut (2007: 404) highlights the difficulty that people face if working in both
education and practice settings: ‘They have very different cultures and very different
discourses...People who work in both contexts have to be bilingual’. Indeed, for clinical
educators, such positions can cause conflict, both internal to the practitioner and between
colleagues (Lake, 2013, Chen et al., 2017). Clashing of different worlds can also impact upon
identity development and educational practice in clinical educators (Cantillon et al., 2016).
Hence, whilst Lin’s concept of institutional fields enables further understanding of the
social world of the medical educator, this picture would be incomplete without considering

the areas where the fields overlap.

3.4.5 SUMMARY OF LIN

Lin’s (2001) comprehensive model of SC will provide the main theoretical basis for the
study. It is therefore pertinent to summarise the main points in his theory and highlight
where this theory is not compatible with the current study and where it requires
embellishment. Lin (2001:1) defines SC as ‘an investment of resources with expected
returns’ and his concept of social capital formation is summarised in figure 6. There are two
stages to capitalisation before returns can be generated: i) investment in resources and ii)
mobilisation of capital. The first phase of investment produces ‘potential capital’, with
ego’s ability to mobilise capital being affected by network structure, the collective network

assets and tie strength. SC exerts its effects via enhancing resource flow, exertion of

59



influence, certification of credentials or reinforcement of identity, resulting in instrumental
or expressive action to generate a ‘return’. Hence social capital varies between different
contexts and individuals. Lin’s theory encompasses the differing categories of social capital
in the literature, (bonding, bridging and resource) and his emphasis on structure highlights
the importance of SNA in both identifying and measuring SC. His concept of institutional
fields is essential for understanding the ‘rules’ that govern the interactions of medical
educators. However, it has been highlighted that this aspect of his theory requires
supplementation to consider overlapping of institutional fields. Lin’s definition of SC will be
difficult to apply in the present study and therefore a different characterisation will be

required.
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Figure 6: Lin's process of capitalisation (adapted from Lin, 2001)
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3.5 DEFINITION OF SOCIAL CAPITAL FOR THE STUDY

Social capital stands for the ability of actors to secure benefits by virtue of

membership in social networks or other social structures. (Portes 1998: 6)
Portes' (1998) definition derives from his influential literature review of social capital. This
definition, which places the social network at the centre, will be used for the purposes of
this study. It allows us to look from the perspective of both giver and receiver of SC (where
viewed as an indirect access to resources) and is consistent with Lin’s (2001) model, as Lin
himself has observed. Lin’s conceptualisation of SC is otherwise adhered to, as outlined in
the section ‘summary of Lin’. For the purpose of this study, SC is viewed from the
perspective of the individual: the doctor with a higher postgraduate qualification in medical
education, where SC is relevant to their role as a medical educator. The study will also
distinguish, where possible, between potential capital (capital which is accessible, but not

mobilised) and capital which has been mobilised.

3.6 MEASUREMENT OF SOCIAL CAPITAL

To ensure consistency in measurement and theory, Lin advocates that ‘Social capital
should be measured as embedded resources in social networks’ (Lin, 2001: 211). When
measuring SC, Lin (2001) advises considering a number of variables: the best resource (or
‘upper reachability’); heterogeneity of resources (in terms of both the hierarchical position
of the contact within the social structure and the associated embedded resource); and the
typical or average resource. He asserts that these variables have been positively associated
with instrumental action, citing empirical examples such as job searches and job
promotion. Additionally, network location can be a measure of SC, such as access to a
bridge or functioning as a bridge, which has been demonstrated by Burt to be associated
with enhanced work performance (Burt, 2001a). Importantly, in measuring the resource
and not the outcome, Lin is avoiding the circularity for which he has criticised Coleman and
Portes (1998) has criticised Putnam, as described in section 3.2.2. A further consideration
is whether potential or mobilised capital is being measured, as the former is likely to be
much greater than the latter (Gaag and Snijders, 2004). It will therefore be important to

ensure consistency in measurement to allow comparison between cases in the current
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study. Application of these theoretical points to the present study will be discussed in

chapter 5 (‘Methods’).

3.7 CHAPTER SUMMARY

Social capital theory and SNA have been presented as fundamental in understanding the
intricacies of medical educators’ social relationships. SNA has been demonstrated to
provide unique insights into an individual’s ability to access SC, three types of which have
been identified: bonding, bridging and indirect access to resources. Lin’s (2016) network
theory of SC unites these three variants of SC with a social network perspective to produce
a comprehensive framework, which will provide theoretical scaffolding for the present
study. Portes’ (1998) definition of SC has been demonstrated to be compatible with Lin’s

theory and will be the definition used for this study.

The following literature review chapter will place this theory in the context of existing
evaluations of higher qualifications in clinical education and provide empirical examples of

educational evaluations which have utilised a SC or SNA perspective.
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CHAPTER 4: LITERATURE REVIEW

4.1 INTRODUCTION

In previous chapters, | have argued that SNA and SC can provide important insights in the
evaluation of MCEs. In this chapter | argue that there is currently a gap within the literature
in this area, which this study seeks to address. The chapter opens with a rapid review of
the literature pertaining to the evaluation of MCEs. | then present a more detailed scoping
review specifically focussing on evaluations of MCEs that have utilised a SC or SNA
approach. The chapter concludes with illustrative examples of the use of SNA and SC to

evaluate medical and non-medical education programmes.

Search strategies were discussed with supervisors and search terms were revised
throughout the search process as new terms became apparent. A specialist advisor to the

university on literature searching was also consulted.

4.2 RAPID REVIEW OF EVALUATIONS OF MASTER’S PROGRAMMES IN

CLINCIAL EDUCATION

A rapid review is ‘a form of knowledge synthesis in which components of the systematic
review process are simplified or omitted to produce information in a timely manner’ (Tricco
et al., 2015:1). Terms for this search are listed in table 2 and were derived from Tekian and
Harris's (2012) thorough review detailing institutions offering these qualifications. Terms

were searched for in titles or abstracts.
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Table 2: rapid review search terms

Search la ‘medical education’ OR ‘health profession* education’ OR

‘clinical education’ OR ‘HPE’

Search 1b MSc OR master* OR diploma OR graduate OR
postgraduate

Search 1c Search 1a AND 1b

Databases searched Pubmed, Cinahl, EThOS, Cochrane reviews, Cochrane

register of controlled trials, British Education Index (BEI),

Educational Resources Information Centre (ERIC)

Inclusion and exclusion criteria are listed in table 3. The references from selected articles
returned were searched for further references in a snow-balling or reference tracking

technique (Greenhalgh, 2005).

Table 3: Inclusion/exclusion criteria for rapid review

Inclusion criteria Exclusion criteria

Original research evaluating a PGDip or Opinion or discussion papers
master’s programme in
clinical/medical/health professions

education

Quantitative or qualitative or mixed Paper unavailable in the English language

methods considered

Article written in the English language
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The searches were conducted in January 2018, January 2019 and October 2020. The
searches included all available years on the databases. The final search returned 17
relevant studies, evaluating 12 different master’s degree programmes in Clinical Education.
Six of the studies were published after the first search in January 2018, illustrating that this
is a growing area of interest. The programmes were based in a variety of global locations,
with a range of modes of delivery. Study methods included qualitative, quantitative and
mixed methods approaches. Only 4 of the studies had a theory-driven methodology, with
3 of these studies being conducted on the same programme by the same group of
researchers. The majority of the studies were largely descriptive in nature. Unless
otherwise stated, data collection tools for the studies were designed by the researchers

and not based on existing guidelines or theoretical frameworks.

Five of the studies were conducted in the UK, four of these being evaluations of the MCE
at the University of Dundee. For his PhD thesis, (Sethi, 2016) performed 3 linked studies of
students and graduates of the PGCert, PGDip and master’s degree programmes in clinical
education at the University of Dundee (see also Sethi et al., 2017, 2018). These courses
offer the options of online only, face-to-face only or blended learning, with just under a
third of students being based outside of the UK. The studies were informed by social
cognitive theory and community of practice theory. The level of detail presented within
Sethi’s (2016) thesis demonstrates his studies to be thorough and well planned. The first
study was a mixed methods online survey of 244 graduates from the 3 courses to
investigate graduates’ perceptions of the impact of a qualification in clinical education on
their competence and scholarly activities. Participants were predominantly medical
doctors, 50% of whom were UK nationals. Graduates’ confidence in their abilities as a
medical educator increased with the increasing level of qualification. Participants also
reported increased involvement in educational scholarship activities, such as publications
and conference presentations. The second study entailed semi-structured interviews with
27 graduates to construct a provisional model of professional identity formation in medical
educators. The third study was a prospective 10-month follow up of 9 full-time face-to-face
students, consisting of three interviews per participant. All participants were international

students. The third study built on the model developed within the second study to explore
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the role of the different Dundee clinical education programmes in professional identity
formation. The second and third studies illustrated that the increase in knowledge and self-
confidence following the qualification led to an iterative process with participants
continuing to develop themselves, further increasing a sense of self efficacy and
achievement. Participants felt they were recognised by their peers as an educator, and
peers’ expectancies inherent to such recognition influenced professional identity
development. These findings were summarised in a framework which Sethi (2016) entitled
‘Social Cognitive Identity Theory’. Development as a medical educator was, in part,
contributed to by their peer networks in the workplace, although there was no detailed
discussion of participants’ networks. Participants valued collegiality with peers and the
networking opportunities presented by the course, even in circumstances where the mode
of delivery of the course was solely online. Unfortunately, the networking aspect was not
explored in any detail, so it is unclear to what extent the graduates’ networks developed
during the programme and how any new connections impacted upon the graduates once
they had completed the programme. Additionally, with the doctors in the final study all
being international students, it is unclear how well these findings would translate to
students undertaking an MCE programme within their own country. Sethi (2016)
recommended further studies to investigate the longer-term impact of postgraduate

qualifications in clinical education.

Interestingly not included in Sethi’s (2016) PhD thesis literature review is a further Dundee-
based study by Seneviratne, McAleer and Davis from 2007. This group evaluated the
master’s degree programme at Dundee via a mixed methods postal questionnaire of 53
graduates of the programme. The majority of the participants were medical doctors,
distance learners and internationally-based in a variety of locations in Europe, North
America, Africa, Asia and Australasia. Showing parallels with Sethi’s (2016) study,
participants reported increased confidence in terms of teaching skills and related
knowledge and research capabilities. They reported feeling that the MCE had made them
more credible and that they had obtained more senior educational roles post-graduation.

Respondents claimed to have made an educational impact at institutional and national
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levels, for example developing new courses and designing curricula. As observed in Sethi’s
(2016) study, participants also reported being consulted by others for their educational
expertise. Of note, the retrospective design of the study may mean that the reported
developments in confidence and career progression may have occurred without
participation in the MCE. Additionally, as the participants were internationally-based, the
reported impact of the MCE on obtaining job roles may have been related to the
participants having studied at a UK university, such institutions being held in high regard
internationally (Swain, 2020); they may not have noted the same benefit had they obtained

an MCE in their country of clinical practice.

The final UK-based study in this section was conducted by Bell (2012) for her PhD thesis.
She interviewed 11 medical educators who were a combination of students and graduates
studying for an MA in education at the University of Winchester. All the participants were
medical doctors. At the time of the study, the programme was a part of the university’s MA
in Education, a face-to-face programme aimed towards schoolteachers. However, a
separate pathway existed within the programme that contained additional material
specific to clinical education. This led to the award of MA Education (medical educators),
hence the inclusion of this study within the present literature review. The medical
educators in Bell’s (2012) study felt that at the start of the MCE programme they had been
unaware that they were utilising specific educational approaches in their practice.
Participants reported that involvement in the programme helped them to understand the
techniques they were utilising and therefore to adopt a more critical and informed
approach to their educational roles. Bell’s (2012) thesis also highlighted the conflict
between the nature of educational practice and medical practice, with educational theories
and research methodologies being very different from approaches traditionally used within
mainstream medicine. As with all the Dundee studies above, Bell’s (2012) participants also
described becoming more confident in their educational roles. Bell’s study design was not
underpinned by a specific theoretical perspective, with the theory of ‘technical rationality’
applied retrospectively in the data analysis to contrast the approach of general medicine

with that of medical education.
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There have been four studies of MCE programmes based at universities in North America;
three in the United States (US) and one in Canada. Most recently, Kohli et al. (2020)
conducted a mixed methods study of the clinical education programmes at the University
of Pittsburgh. Graduates from both the master’s and the PGCert programmes were
included in the study, with the majority of participants (89%) having studied on the
master’s degree programme. Results were stratified according to the programme of study
and the authors found no statistically significant difference in responses between
participants from the two programmes. Notably, the small numbers in the PGCert group
may have meant that the study was under-powered to detect any difference between the
groups. The mode of delivery of the programmes was not stated. Graduates from a 10-year
period of the programmes were asked to complete an online survey which asked questions
pertaining to how well their qualification had prepared them in domains relevant to the
work of medical educators. Participants were also asked to upload CVs which were
analysed in terms of educational leadership positions, educational and mentoring roles,
academic rank, and national, regional and local workshops and presentations. All
participants were medical doctors practising in a variety of specialties, with 98% of
participants also holding a formal educational role at the time of the survey. More than
90% of participants felt that the programme had helped them gain competence in a variety
of teaching and learning domains. 47% of participants believed that their qualification had
helped them obtain a promotion. To measure productivity, the researchers calculated the
number of publications per year per participant. 58% (n = 26) published a minimum of 1
peer-reviewed article per year following graduation, with an average of 3.77 publications
per year for those who were publishing. As the study did not examine the participants’ pre-
programme productivity, it is not possible to appreciate if there was any change in
behaviourin relation to attendance at the programme. Aspects of Kohli et al.’s (2020) study
were well conducted, for example examining inter-rater reliability for the CV analyses.
However, as the majority of the questionnaire was quantitative, with limited room for free
text comments, the study only examined what the authors thought would be of value from
the programmes, with very little room for student perspective. Additionally, whilst the
authors report no statistically significant difference between responses of participants
from the different programmes, there is no exploration of what, if any, additional benefit

a master’s degree qualification may confer over a PGCert.
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Skeith et al. (2018) conducted a qualitative case study of ‘recent’ graduates of the
University of Illinois MCE, a programme delivered via blended learning. The focus of the
study was the experiences of students when they were undertaking their thesis. The
participants were described as coming from ‘a variety of clinical backgrounds, with a
varying amount of experience in medical education and research training’ (ibid: 114), but
no further detail was provided, limiting the ability to generalise the results to other
settings. Participants selected via convenience sampling completed an online survey, then
participated in a semi-structured interview. Factors which helped students succeed in their
thesis included a ‘supportive program environment’, and good time management skills.
Students struggled where there was lack of support and with juggling other professional
and personal responsibilities. 50% of the participants appreciated the networking

opportunities presented to them, but this area was not further explored.

Baker and Lewis (2007) performed an evaluation of a Cincinnati-based online MCE via a
guantitative survey of 21 current students and graduates. All participants were medical
doctors. The authors measured effectiveness primarily according to academic output,
including publications, educational grants, national presentations, teaching awards and
academic promotions. As with the study by Kohli et al. (2020), these outcomes were
determined by the authors, and, as the questionnaire was purely quantitative, there was
no opportunity for the participants to provide their own views on value. 29% of participants
had gained publications, 71% had conducted national presentations, 48% had received a
teaching award, 24% had received a promotion and 71% had obtained an educational
grant, these totalling to a value of $3,280,000 for the group. However, as the authors admit,
it is possible that participants may have achieved these outcomes without the programme.
There was no scope within the study methods for the participants to state if or how the
programme had helped them in their work. Additionally, there was no clear attempt to
discern participants’ academic activity prior to the programme. These issues therefore

make it difficult to understand the impact of the Cincinnati MCE programme.
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Goldszmidt, Zibrowski and Weston (2008) conducted a mixed methods study of 73 medical
educators based at the University of Western Ontario, Canada. The participants were
purposively sampled to include individuals who had completed an MCE programme and
those who had not. The participants’ professional background (for example, clinician or
non-clinician) was not stated. Whilst not a formal evaluation of a specific MCE programme,
the study produced some interesting insights into the impact of an MCE. Comparing those
who had completed an MCE with those without such a qualification, there was no
difference in the number of education-related projects, publications or funding
applications. Both groups identified similar levels of support needs in their roles, including
a desire to enhance interaction with educational colleagues and obtain support with
educational research and professional development opportunities. Of those who had
completed an MCE programme, 75% believed that the qualification had helped their career
and 50% felt that the programme had helped them to develop networks of colleagues
within education. No details were provided about these networks and it is unclear if or how
the new network connections related to career progression. There was no attempt to
control for confounding variables between the two groups of participants, hence the
finding of no difference between the groups in terms of both outcomes and support
requirements should be interpreted with caution. However, the finding with regards to the
development of networks is particularly relevant to the present study and mirrors Skeith’s
(2018) finding that 50% of MCE graduates appreciated networking opportunities on the

programme.

There have been 2 published evaluations of the German MCE programme, by Heide et al.
(2019) and Jinger et al. (2020). This is a ‘trans-institutional’ programme, administered by
the University of Heidelberg. The mode of delivery of the programme is not stated. The
articles by Heide et al., (2019) and Jiinger et al. (2020) present the results from a semi-
structured online survey sent to the first 10 cohorts of the programme, representing 246
graduates in total, with a response rate of 64% (n = 157). Jinger et al.'s (2020) article is
best read prior to Heide et al.'s, (2019) publication as the former provides the context
necessary to understand the programme and the specifics of the study. The graduates

came from German, Austrian and Swiss medical faculties, with the majority (68%) working

71



in clinical practice. Being a ‘trans-institutional’ programme initially delivered at 8 different
locations, the creation of regional and national networks were an essential foundation of
the programme (Jiinger et al., 2020). However, there are no details of how these networks

were formed and maintained.

Within the findings reported by Jinger et al. (2020), participants reported feeling they had
improved in the following areas: trainer; promoter of quality teaching; research; manager
and networking skills, these areas being pre-determined by the researchers. Unfortunately,
the authors do not clarify how the programme helped students to improve their
networking skills. Whilst participants reported appreciating ‘productive group dynamics’
(ibid:5) and the interdisciplinary nature of the available expertise, there was no exploration
of if and how the participants’ networks changed whilst on the programme or if

relationships formed on the programme persisted post-graduation.

The second of the German studies, by Heide et al. (2019), focussed on factors affecting
thesis completion, with 30% of the study population having yet to complete their thesis.
Statistically significant hindering factors included other professional projects, non-
educational research and parenthood. Those requiring an interruption of studies for more
than 1 year were also less likely to complete their thesis. In contrast, participants were
significantly more likely to complete if: they had a simple choice of thesis topic; were in
receipt of financial and practical support; received timely feedback; published early in the
course of their studies or already possessed a higher academic degree. These findings echo
those of Skeith et al.’s (2018) work, cited above (p68), and are a useful means of identifying

those who may need additional support in future cohorts of students.

Naeem and Khan (2019) conducted a qualitative exploratory study of MCE programmes
delivered via blended learning by 3 universities in Pakistan. The study entailed semi-
structured interviews of 18 students and 4 facilitators and sought to explore students’ and

facilitators’ perspectives of problems faced with the blended learning approach. The
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professional background of the participants was not made clear and there was no
breakdown of responses according to institution. Issues raised fell into the themes of
learner, teacher, social interactions and institutional support. Students mentioned having
difficulties contacting tutors and obtaining a timely response, leading to loss of motivation
to work. They struggled with the heavy workload and gaining new skills of skim reading and
self-directed learning. Additionally, they experienced difficulties with technical issues, such
as using the virtual learning environment. In contrast to the findings of Jliinger et al. (2020),
students did not appreciate heterogeneity within learning groups, reporting issues with the
variation in academic abilities and professional background of the individuals in the
learning groups. In marked contrast to the reports of positive working relationships in the
studies by both Sethi (2016) and Jiinger et al. (2020), there were reports of bullying within
the learning groups. These results highlight the importance of examining the social
relationships formed during completion of MCE programmes in a way that allows both

positive and negative effects to be revealed.

Sanchez-Mendiola et al. (2019) conducted a clearly documented exploratory qualitative
study of the learning experiences of teachers, current students and graduates of an MCE
programme at the National Autonomous University of Mexico. The programme was
delivered via face-to-face learning. The study authors conducted focus groups with 5
graduates, 7 students and 7 teachers. Participants were mainly medical doctors, but also
included a dentist, a biologist, a psychologist and a university lecturer. The students and
graduates reported gaining in knowledge but had mixed responses to research seminars;
where some found seminars to be helpful, others felt overly criticised. Some students and
graduates felt their tutors did not give them enough time to have proper discussions and
that the tutors lacked skills in mentoring. As with Naeem and Khan's (2019) study, some
students reported that feedback was not timely. Overall, however, students and graduates

felt the course content was helpful for their teaching practice.

Talaat et al. (2014) conducted a quantitative, descriptive evaluation of a distance learning

MCE programme jointly offered by Suez Canal University and Maastricht University. The
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authors conducted an electronic survey of graduates (n = 60), current students (n = 40) and
faculty (n = 8). Graduates and students came from different countries in the Middle East,
Africa, North America and Far East. Their professional background was not stated, limiting
the ability to translate the study results to other settings. The majority of respondents felt
the course improved their ability to undertake their educational job roles and helped to
develop their careers. Participants felt that the programme was relevant to their work and
helped develop skills, knowledge and career, with 100% of graduates and 88% of students
being satisfied with the overall programme. Graduates and students appreciated the
flexibility of online learning. Interestingly, faculty, graduates and current students all
identified that the weakest point of the online learning aspect was the reliance on group
work, with issues noted about lack of co-operation among group members for group
assignments. However, there was no discussion of the quality of relationships between

faculty and students.

Al-Subait and Elzubeir (2012) conducted a mixed methods study of an MCE programme at
the King Saud Vin Abdulaziz University for Health Sciences, Riyadh, Saudi Arabia. The course
was a face-to-face, part-time programme. The survey and interview for the study were
based on World Federation for Medical Education (WFME) quality standards. It is of note
that these were generic standards (WFME, 2000, 2003) as the WFME standards for
master’s degrees in medical and health professions education (WFME, 2016) had not been
published at the time of the study. Al-Subait and Elzubeir's (2012) utilisation of these
standards contrasts with many of the studies reviewed in this section so far, which, with
the exception of Sethi’s (2016, 2017, 2018) studies, have not been theory-based or founded
upon any externally verified frameworks. 32 students and 10 faculty participated in the
study, with 36% of the students being medical doctors. Interestingly, faculty rated the
effectiveness of teaching and learning processes more highly than did the students.
Additionally, some students reported that feedback on their work was either poor or
absent. However, in general, staff and student responses illustrated that the programme
was largely meeting student expectations and the basic WFME standards of the time. The
majority of students felt their skills and knowledge had improved and they reported that

the programme had introduced them to new career and research paths. Students
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particularly enjoyed interacting with peers and faculty and making new connections within
a ‘community of practice’ (ibid: S72), although, as with other studies, the networking and

new connections were not further explored.

The last study in this section was conducted by Mohebi et al. (2017). This study utilised the
theoretical framework of Eisner’s educational connoisseurship and criticism model to
perform a qualitative evaluation of the curriculum for the MCE programme designed at
Shiraz University of Medical Sciences, Iran. Itis not clear from (Mohebi et al.'s (2017) article
where or how the programme is delivered or if, as was the case with the German MCE
above (pp69 — 70), the MCE curriculum was national. The aim of Eisner’s educational
connoisseurship and criticism model is to place a critical analysis of the programme into
the wider context in which the programme is situated. The evaluation process involves a
structure of description, interpretation and evaluation and the evaluator must be an expert
in education, hence the term ‘connoisseurship’. For Mohebi et al.’s (2017) study, the
evaluation was conducted by 30 participants; a combination of professors, students and
graduates. The professional background of the students and graduates was not stated. The
evaluation process began with a Delphi panel; once this process was complete, individual
interviews were conducted and subjected to qualitative content analysis to produce
themes. The themes identified the programme ideals and shortcomings, along with
suitable remedial actions. Whilst elements of the report suggest a robust methodology,
there is unfortunately insufficient information about the programme and the backgrounds
of the students and graduates to enable the study outcomes to be translated into other
settings. | have contacted the authors for further information and am awaiting a response

at the time of writing.

In summary, the research relating to MCE programmes is predominantly descriptive, with
the majority lacking an underlying theoretical basis. Only two of the studies, Seneviratne,
McAleer and Davis (2007) and Sethi (2016) have attempted to discern change in behaviour,
the remainder addressing only the first and second levels of the Kirkpatrick model

(Kirkpatrick Partners, 2018; please see section 2.5.2 for a summary of this model). There is
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substantial variability between the studies as to the professional background of the
participants and the mode of delivery of the programmes. Some studies lack sufficient
detail to allow the results to be translated to other settings; out of the 17 studies, 4 did not
explain the mode of delivery of the programme and 6 did not describe the professional
background of the participants. Only two studies, those by Baker and Lewis (2007) and Bell
(2012) had attempted to ensure homogeneity in their samples, with the participants of
each of these studies all being medical doctors and having studied on the same programme
via the same mode of learning. Heterogeneity in the other studies creates difficulties in
the interpretation and application of results to other, similar, situations. Nevertheless,
some common themes emerged. Overall, participants reported satisfaction that the
programmes were meeting their expectations. Improvement in content knowledge and
teaching-related practical skills were reported in seven studies (Seneviratne, McAleer and
Davis, 2007, Al-Subait and Elzubeir, 2012, Bell, 2012, Talaat et al.,, 2014, Sethi, 2016,
Sanchez-Mendiola et al., 2019, Kohli et al., 2020). These findings do not appear to be linked
with a specific mode of delivery or geographic location, with these studies encompassing
face-to-face, online and blended learning and being widely internationally distributed in
Europe, North and South America, Africa and Asia. Career enhancement was another area
of impact which did not appear limited to a specific mode of delivery or geographical
location. Participants in seven studies (Seneviratne, McAleer and Davis, 2007, Goldszmidt,
Zibrowski and Weston, 2008, Al-Subait and Elzubeir, 2012, Talaat et al., 2014, Sethi et al.,
2017, Skeith et al., 2018, Kohli et al., 2020) reported feeling that their qualification had
improved their educational work opportunities. Although there is very little information
within these studies as to why the participants felt that the MCE programmes had helped
them gain work, a study by Turner et al. (2011) supports this view. They surveyed paediatric
chairs and residency directors of 131 medical schools in the US; 83% of participants were
of the opinion that an applicant for a new faculty position would be at an advantage if they
had an MCE. Hence, it appears that there is a form of consensus that MCEs can make a

graduate more employable.

Participants in all UK-based studies and Skeith’s (2018) US-based study reported increased

confidence following attainment of the qualification, these programmes together offering
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all modes of delivery. The North America-based studies of Baker and Lewis (2007),
Goldszmidt, Zibrowski and Weston (2008) and Kohli et al. (2020) were the only studies to
examine academic output of graduates in detail. That certain reports are confined to
specific geographical areas may be related to the specific cultures present within medical
education in those regions, relating to the learners, the programmes and the researchers.
Conversely, these data patterns may be mere coincidence; with limited research in in this
field, and with such heterogeneity in the studies, it can be difficult to detect specific

patterns.

Networking opportunities available whilst undertaking a higher qualification in medical
education were valued by graduates (Goldszmidt, Zibrowski and Weston, 2008, Al-Subait
and Elzubeir, 2012, Sethi, 2016, Skeith et al., 2018, Jiinger et al., 2020). However, it is not
clear why this aspect was valued or how these opportunities were accessed. Notably, these
programmes encompassed face-to-face, online and blended delivery and were based in
different continents (Asia, North America and Europe), suggesting this finding is not specific
to a particular mode of delivery or culture. However, not all social interactions during the
programmes were positive. Some study participants reported difficulties working within
groups (Talaat et al., 2014, Naeem and Khan, 2019), whilst there were also reports of poor
relationships with faculty, including issues with feedback on work and interactions within
seminars (Al-Subait and Elzubeir, 2012, Naeem and Khan, 2019, Sdnchez-Mendiola et al.,
2019). Further understanding of such issues is important in the ongoing development of
these courses and findings of both positive and negative aspects of relationships formed

during MCE programmes adds weight to the necessity to research this area.

It is of note that in the literature review for his 2016 doctoral thesis, Sethi did not report
the studies by Baker and Lewis (2007), Seneviratne, Mcaleer and Davis (2007), Al-Subait
and Elzubeir (2012), Bell (2012) or Talaat et al. (2014), thus demonstrating the effectiveness

of the rapid review performed for the present study.
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4.2.1 SCOPING REVIEW

The purpose of the scoping review was to identify a gap in the literature, providing
justification for this thesis. Formal systematic reviews can take several months for a full
team of researchers to perform (Centre for Reviews and Dissemination, 2009). A scoping
review is an abbreviated form of systematic review, for mapping the literature and finding
gaps in knowledge. Recent guidelines (Peters, et al. 2015) for the methodology are shown

in figure 7.

Identification of research question and linkage with
search terms

Identification of relevant studies, balancing feasibility
with comprehensiveness of search process

Study selection: team approach

Charting and summarising of data, relating results to
the 'real world'

Consultation with stakeholders

Figure 7: outline of scoping study process, adapted from Peters, et al. (2015)

Differences between systematic and scoping reviews lie in balancing the breadth of the
search (for example, the number of databases, grey literature and hand searching of
journals) with feasibility. There is still an emphasis on a team approach to identifying search
terms; for the present scoping review, search terms were established after consultation
with the supervisory team and an EHU-based expert on literature searching. In the context
of this PhD, there is only one researcher selecting studies and extracting data, hence a
deviation from the outline in figure 7. Consultation with stakeholders occurred during pilot
stages and in supervisory meetings. Inclusion and exclusion criteria are outlined in table 5,

search terms and databases searched are detailed in table 4. Terms were searched in titles
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or abstracts. Reference, citation and ‘related articles’ searches were also performed. Email

alerts from relevant databases were established for the search terms.

Table 4: Scoping review search terms and databases

Search 2a ‘medical education’ OR ‘health profession* education’ OR
‘clinical education’ OR ‘HPE’

Search 2b MSc OR master* OR diploma OR graduate OR
postgraduate

Search 2c ‘network analysis’ OR ‘social network’ OR sociometric*
OR sociogram or ‘network theor*’ OR ‘social capital’ OR
capital

Search 2d Search 2a AND 2b AND 2c

Databases searched Pubmed, Cinahl, Scopus, BEI, ERIC, Education Research
Complete, EThOS, Cochrane reviews, Cochrane register of
controlled trials

Table 5: inclusion/exclusion criteria scoping review

Inclusion criteria

Exclusion criteria

master’s programme in clinical/medical/health

professions education

Original research evaluating a PGDip or Opinion or discussion papers

considered

Quantitative or qualitative or mixed methods Paper unavailable in the English

language

Article written in the English language

Original research underpinned by social capital

and or social network analysis

The scoping review was conducted in April 2018, January 2019 and October 2020. The

searches included all available years on the databases. As illustrated in the PRISMA diagram

in figure 8, only 1 relevant article was returned in the October 2020 search.
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Figure 8: PRISMA flow diagram of scoping review
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Aitken et al. (2019) performed a qualitative study of the Edinburgh online MCE programme,
conducting semi-structured interviews of 13 graduates. The purpose of the study was to
explore the evolution of graduate attributes during and after programmes of professional
study and the manifestation of such attributes in professional practice. Hence, the primary
study objective was not specifically oriented towards SC or social networks. The
participants were purposively sampled from graduates of the programme who were from
a mixture of healthcare professions and international locations. The majority of
participants were medical doctors. The initial data analysis utilised the ‘Graduate Attributes
Framework’ of the University of Edinburgh to interpret the interview data. The authors
then conducted a secondary analysis utilising Bourdieu’s concepts of field, capital and
habitus. To extend their Bourdieusian analysis, they recruited 4 graduates from an online
MSc in Clinical Management of Pain. Data from the different programmes was clearly
demarcated, hence | will only summarise findings from the MCE programme.
Corresponding with the studies in the above rapid review (section 4.2), participants
reported feeling more confident and more credible in their educational roles, with
enhanced credibility being interpreted as a gain in cultural capital. The MCE programme
was perceived to have had a transformative effect on the ‘habitus’ (patterns of behaviour
and thinking) of the graduates, reflecting Sethi’s (2016) work on the development of
professional identity and the process of becoming a medical educator. Such changes
extended into the graduates’ clinical roles and personal lives, the impact of the MCE
therefore not being confined to medical education. Echoing Bell’s (2012) findings (p66),
Aitken et al. (2019) observed that the process of undertaking the MCE could make
participants more aware of the acquisition of cultural capital, which they could then use as
a tool. Participants appreciated having alternative viewpoints provided by an international
student body, which the authors describe as a form of SC. However, further details of this
SC were not provided. Participants were reported to have developed ‘networks of
supportive and influential colleagues...that lasted beyond the programme’ (ibid: 11), but
no further information about the networks is given. Importantly, the authors observe that
as the participants’ SC was enhanced by their collaboration with others, their data are at
odds with Bourdieu’s conflict-based theories of capital. Aitken et al. (2019) conclude that
the acquisition of capital in all its forms helped the graduates to develop agency and that

the ‘Graduate Attributes Framework’ could not facilitate a contextual understanding of the
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impact of an MCE. Aitken et al.'s (2019) study produces some interesting insights into the
value of an MCE. Their comments on the value of heterogeneity in student peer groups and
the formation of networks during the programme reinforce similar findings by Al-Subait
and Elzubeir (2012), Sethi (2016), Skeith et al. (2018) and Jiinger et al. (2020), as reported
above. However, as SC and SNA were not incorporated into the initial design of Aitken et
al.'s (2019) study, and SNA was not utilised at any stage, there is no clarity as to the full

impact of the MCE programme from a SC or social network perspective.

In summary, the findings of Aitken et al.’s study and the studies in the rapid review all
highlight that the formation of networks is a valued aspect of MCE programmes. This is an
area which the studies reviewed have neglected to explore in any detail, thus underlining

the need for research in this field.

4.3 SOCIAL NETWORK ANALYSIS AND SOCIAL CAPITAL IN THE EVALUATION OF

OTHER EDUCATIONAL PROGRAMMES

The previous sections within this chapter have highlighted that students and graduates
value the social connections they make on MCE programmes. | have also illustrated that,
at the time of writing, there is a lack of studies formally appraising the SC and social
network impact of an MCE. As Rienties and Kinchin (2014) and Van Waes et al. (2015, 2018)
have argued, the social impact of professional development programmes has all too often
been reported as an aside in studies, rather than the main focus. In the present section, |
shall provide illustrative examples of studies that have examined the contribution of
professional development programmes towards learners’ SC and/or social networks. These
examples will highlight that SC and SNA provide useful insights into the value of

professional development programmes.

4.3.1 PROFESSIONAL DEVELOPMENT PROGRAMMES IN HEALTHCARE

Moses et al. (2009) conducted a mixed methods social network analysis of the impact of a

US teaching scholars programme on the networks and productivity of graduates. 36
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graduates of the programme retrospectively detailed their educator network pre- and
post-programme completion, the networks consisting of individuals or groups with whom
the participant spoke about education. Participants were mainly medical doctors, with
other professional backgrounds including nursing and pharmacology. Networks increased
from a mean of 2.2 individuals or groups to a mean of 7.7 individuals or groups after
programme completion, such an increase being statistically significant. The number of
connections between scholars on the programme increased from 6 to 36, and connections
between scholars and university faculty and staff increased from 6 to 70. The participants
reported that the programme had helped link them with ‘like-minded’ people, given them
the confidence to expand their network, provided better knowledge of people from whom
they could obtain educational resources and links to regional and national educational
networks. Six participants did not expand their networks at all, a major obstacle to the
formation of new relationships being geographical isolation, such scholars being the only
participant from their educational establishment in the class. Productivity of the
participants was rated on CV analysis for education-related peer-reviewed publications and
presentations, leadership roles, teaching awards and grant development. Of all these
categories, the only statistically significant increase in productivity was seen in leadership
roles. As the authors themselves note, the markers of productivity chosen in the study may
not have been a priority for the programme participants, although they did not explore this
issue further within the interviews. Nevertheless, the study provides clear details of the
new network contacts made through professional development programmes and the value

that medical educators place on such connections.

Morzinski and Fisher (2002) performed a retrospective cross-sectional quantitative
guestionnaire of 351 US family physicians who had attended a range of state-funded
faculty development programmes in US universities. This study aimed to determine the
number of new relationships established from the programmes and the career benefits
associated with these relationships. 65% of participants reported initiating a new
relationship or strengthening an existing relationship, a combined average of 9.1 for each
participant. Unfortunately, the authors did not provide separate figures to differentiate

between new and strengthened relationships. A mean of an additional 3 relationships were
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identified as having the potential to offer support in the future. Hence, the findings were
analogous to mobilised and potential SC, although these theoretical concepts were not
explicitly discussed. Peers on the programme constituted the most common new or
strengthened relationship. 69% of participants said the colleagues they met through the
programme had been important or very important to their career, in comparison with their
overall work-related network. Connections from the programme provided support with
teaching administration, regional or national presentations, publications and preparations
for grant applications. However, these support categories were pre-determined by the
authors, the nature of the questionnaire not allowing participants to provide their own

perspective of the value of their network connections.

Foo, Moody and Cook (2019) utilised SNA to evaluate a year-long clinical fellowship
programme in Singapore, targeted towards clinical educators from various healthcare
professional backgrounds. They retrospectively constructed the ego networks of 47 fellows
before and after the programme, in relation to people from whom and to whom the fellows
sought and gave education-related advice. Following completion of the programme, the
ego networks of the fellows were more interconnected, with the largest group of
interconnected individuals increasing from 30 to 71 by the end of the programme. The
quality of existing relationships also changed. Trust in colleagues’ advice showed a
statistically significant increase, as did the frequency of advice seeking and providing
behaviour. Unlike Moses (2009) and Morzinski (2002), Foo and colleagues (2019) did not
contextualise any new relationships within the fellows existing networks, thus limiting

understanding of the observed network impact of the programme.

4.3.2 NON-HEALTHCARE PROFESSIONAL DEVELOPMENT PROGRAMMES

Rienties and Kinchin (2014) conducted an exploratory mixed methods SNA case study of 54
academics who had participated in a professional development programme at a UK
university. Adopting Lin’s (2001) perspective on SC, the authors aimed to examine new

relationships formed in the course of the programme. Participants from 17 different
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academic departments and 19 different nationalities worked together in small, randomised
groups on educational problems and had already completed 2 modules when they were
enrolled in the study. Network data was collected via the roster method, with participants
being asked to state which of their peers from the programme they had learned from,
‘worked a lot with’ (ibid, p. 127) or were friends with. The authors sought to contextualise
the programme-based network by asking the participants to list individuals with whom
they discussed teaching and learning issues outside of the programme. To help interpret
the quantitative network data, a subgroup of participants were asked to reflect on
anonymised networks. On average, participants reported 3.37 friendship connections and
4.00 learning and teaching relations on the programme. Multiple regression found
friendship ties to be significantly predicted by two factors; the group allocations for
modules 1 and 2, and being in the same academic department. The learning and teaching
network of the participants was predicted by group division in modules 1 and 2. Of note,
participants were allowed to self-select their group members for module 2, hence the
multiple regression findings are perhaps to be expected. Participants averaged 3.63
learning and teaching ties to people outside of the programme, with 24% of these being
from outside the university. Participants demonstrated homophily with most of their non-
programme ties being with colleagues in same department and academic field. Overall, two
thirds of the participants discussed learning and teaching with non-programme contacts at
least once per week, thus underlining the importance of examining contacts made from
the programme within the context of participants’ wider support networks. Whilst this was
generally a very well planned and executed study, a major limitation is that the authors did
not appear to have established whether connections between peers on the programme
were present prior to commencement on the course. Therefore, it is difficult to fully

appreciate the impact of the programme from a SC and network perspective.

Van Waes et al. (2015) performed a well-considered prospective mixed methods ego
network analysis of the interactions of 16 teachers attending a 16-month professional
development programme at a Belgian university. The objective of this programme was to
improve the teaching-related practical skills and knowledge of university teachers who had

been appointed within the previous 7 years. The authors examined how value was created
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through networks, changes in networks over the course of the programme and
mechanisms supporting or constraining these changes. Data from questionnaires and
interviews were collected prior to programme commencement, during the programme and
up to 12 months post-completion. Any new connections made via the programme were
contextualised within participants’ broader education networks, with participants being
asked to note down with whom they communicated about their teaching practice. Over
the course of the programme, ties increased from an average of 4.25 to 7.31, the most
change occurring between the first and second network data collections. The majority of
these contacts were not related to the programme. Prior to commencing on the
programme participants averaged 0.31 relations on programme, this figure increasing to
an average of 1.69 at the programme’s end. As observed in the studies of Moses et al.
(2009) and Foo, Moody and Cook (2019), participants’ networks became more
interconnected throughout the duration of the programme. Before the start of the
programme, 6 of the 16 participants had a network connected with another participant,
with 12 out of 16 networks being interconnected at the end of the programme. In keeping
with the findings of Rienties and Kinchin (2014), the beginning of the programme saw the
largest growth in network connections. Interestingly, 11 out of 16 did not discuss teaching
practice with other participants over the course of the programme. A larger increase in
network size was observed with contacts external to the programme, the average number
of ties increasing from 3.94 pre-programme to 5.63 after programme completion.
Unfortunately, the authors did not explore any underlying rationale for this with the
participants, so it is unclear if the programme had a more general influence on education-
related inter-personal behaviour. Advice-seeking behaviour was influenced by trust and
friendship, proximity and access to contacts, chance encounters, the perceived expertise
of the individual and time. Resources were categorised as providing expressive or
instrumental value, in keeping with Lin’s (2001) network theory of SC. Van Waes et al.'s
(2015) study provides evidence that educators’ support networks can change during a
professional development programme. Their data offers interesting insights into the
nuances of educators’ support networks. However, the role of the programme in

contributing to such networks is not fully explored.
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The studies reviewed in this section illustrate that educators can make new connections on
professional development programmes, with numbers of new relationships varying
substantially between studies. It is not clear if such variation is due to the nature of the
course, the participants or the study methods. Qualitative data generated by these studies
highlight the varied nature of support provided by new connections, with value being of an
instrumental or expressive nature. Van Waes et al. (2015) have identified factors that help
and hinder advice seeking in educator networks, work which can help inform the future
delivery of professional development programmes (see Van Waes et al. (2018) for an
example of a network intervention in a professional development programme). Also
highlighted is the role of educators’ networks outside of the professional development
programmes. Within the studies by Rienties and Kinchin (2014) and Van Waes et al. (2015)
educators turned most frequently for support to their non-programme related networks,
which were also larger in size than programme-related networks. Hence, any study of the
network impact of a professional development programme would be incomplete without

an understanding of educators’ general educational support networks.

4.4 CHAPTER SUMMARY

The rapid and scoping reviews have illustrated that much of the research into MCE
programmes is methodologically poor. The majority of studies only addressed the first and
second levels of the Kirkpatrick model (Kirkpatrick Partners, 2018), were lacking a
theoretical basis and did not provide sufficient detail to allow the study findings to be
translated into different settings. Nevertheless, a finding common to a number of the
studies was the value placed on the network formation opportunities presented by the
MCE programmes. | have demonstrated that, at the time of writing, there are currently no
studies which have provided a theoretically informed, detailed analysis of the SC and
network impact of an MCE programme. Whilst Aitken et al. (2019) interpreted some of
their findings from a SC perspective, this was a secondary analysis, thus the study was not

designed to provide a comprehensive SC and social network perspective.
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Utilising examples from other areas of education research | have shown that professional
development programmes can result in measurable and important changes to the
networks of both clinical and non-clinical educators. The strengths and weaknesses of the
studies reviewed also provide important methodological considerations for the present
study. The most complete picture of the SC and social network impact of an MCE
programme would adopt a mixed methods approach, collecting both qualitative and
guantitative data. There should be clarity as to the origins of relationships with peers and
faculty from an MCE programme, as such connections may have arisen in other
circumstances and could not therefore be considered an outcome of the programme.
Furthermore, the SC and network impact of an MCE cannot be fully understood without a
detailed examination of medical educators’ wider educational support network. The
following ‘Methods’ chapter provides a critical discussion of the methods | have adopted

in all stages of study design and implementation.
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CHAPTER 5: METHODS

5.1 INTRODUCTION

This chapter details the procedures that were utilised to collect and analyse the data
presented in chapters 6 - 9. The chapter opens with clarifications of terminology, before
moving on to set out the research question and study aims and objectives. The study design
may be summarised as mixed methods social network analysis (MMSNA), which utilises a
series of cases to address the study question. To contextualise the study design, there is a
concise, critical discussion of mixed methods research (MMR), focussing on MMR in the
field of SNA. This is followed by a succinct critical discussion of case study research. Building
on these foundations, the study design is presented, with justifications for the steps taken
at each stage. The chapter concludes with details of important ethical considerations

during the research process.

5.2 NOTES ON TERMINOLOGY

5.2.1 METHODOLOGY VS METHOD

Hammersley (2006) observes the importance of distinguishing between ‘methodology-as-
philosophy’ and ‘methodology-as-technique’. The former involves reflexivity of the
researcher to form an appreciation of the values that have framed their area of study. The
latter refers to the utilisation of specific techniques; for example, a questionnaire. It is
essential that we understand exactly what steps the researcher has taken, so that a) we
can understand and appraise the procedural technique of the study and b) we can replicate
it, if required. However, as Hammersley (2006) notes, this procedure in isolation has the
limitation of neglecting the philosophical assumptions that have been made in adopting

the approach of choice. In so doing, we are guilty of reducing an area of research simply
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down to the reproduction of a technique, whilst ignoring the world in which the research
has been situated. He accuses educational researchers of too readily falling into this trap.
Nevertheless, he stresses that philosophy cannot inform the researcher as to the best way
of investigating their topic and emphasises how both approaches are essential to achieve

a balanced perspective.

Throughout this document, the term ‘methodology’ will be used to mean Hammersley’'s
(2006) ‘methodology-as-philosophy’ and his ‘methodology-as-technique’ will be referred
to as ‘method’ or ‘methods’. As discussed in chapter 1, my positioning is that the data l am
collecting is socially constructed. This positioning is aligned with the theoretical
perspectives detailed in chapter 3 and is also aligned with the methods outlined in this
chapter. Potential strengths and biases of the research approach are discussed in this

chapter and chapter 10 (‘Discussion’).

5.2.2 TRIANGULATION IN THE CONTEXT OF THE PRESENT STUDY

There are longstanding debates within the literature as to the role of triangulation in mixed
methods research (Ritchie et al., 2014, Flick, 2017). In a review of the topic, Flick (2017)
observes that the initial perspective was that triangulation was important for achieving
more ‘accurate’ results. However, this position has evolved over time. In this study, | adopt
the more contemporary view that triangulation in MMR is to give ‘a fuller picture of
phenomena, not necessarily a more certain one’ (Ritchie et al., 2014: 41). The aimis to look
for both complementary and contradictory findings, to provide the richest possible picture.
This aim can be achieved via the combination of qualitative and quantitative data, or by
combining different types of qualitative data. The benefits of MMR and MMSNA are further

discussed in sections 5.4.1 and 5.4.2.
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5.3 RESEARCH QUESTION

What is the value of undertaking a higher qualification in clinical education?

5.3.1 RESEARCH AIM

To understand the value of undertaking a higher qualification in clinical education in terms

of the social capital of graduates as it relates to their work as a medical educator.

5.3.2 RESEARCH OBIJECTIVES

1. To identify the social capital of a medical educator after completing a higher
qualification in clinical education.

2. To identify the factors that help and hinder the development of social capital after
completing a higher qualification in clinical education.

3. To identify the perceived benefit of social capital for a medical educator with a

higher qualification in clinical education.

The study therefore adopts both ‘theories of networks’ and ‘network theories’ approaches.
Objectives 1 and 2 consider the role of the MA in producing medical educators’ networks,
a ‘theories of networks’ perspective. Objective 3 involves ‘network theories’, as it considers
the consequences of the networks. To address these objectives, sub-questions were

developed. These are listed in table 6, along with the linked research objective.
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Table 6: research objectives and linked sub-questions

Research Objective

Linked sub-question

1. To identify the social capital of a medical
educator after completing a higher
qualification in clinical education

How is social capital conceptualised in the
context of the medical educator?

What social capital is available to the
medical educator?

2. To identify the factors that help and
hinder the development of social capital
after completing a higher qualification in
clinical education.

What factors impact upon the formation of
ties?

What factors impact upon the mobilisation
of social capital?

3. To identify the perceived benefit of a
higher qualification in clinical education in
terms of the social capital of a medical
educator.

How does the MA contribute to the social
capital of the medical educator?

When conducting MMR, it is essential to ensure that there is clarity in how different data
types address the research objectives (Bryman, 2006, Teddlie and Tashakkori, 2010). Table
7 indicates how these objectives and sub-questions are linked to both the theoretical

framework presented in chapter 3 and the methods utilised in the study.
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Table 7: Linkage of objectives, sub-questions, theoretical framework and methods. SC = social capital

Research Relationship to Linked sub-
- . . Methods
Objective theroretical framework | questions
Mobilised capital (Lin
(2001) vs potential How is SC

1. To identify the

capital (Coleman,
2000)

conceptualised
in the context of

Template analysis
of interview data

SCof a medical Returns on SC are the medical
educator after instrumental or educator?
completing a expressive (Lin, 2001)
higher :
qualification in SC depends on the Ana'\'?'S (?f
clinical education |cgllective assets of the |What SCis quantitative '
network (Lin, 2001) available to the |network data via
’ medical UCINET and Excel
SC varies according to |educator? Template analysis
context (Lin, 2001) of interview data
2 To identify th H hilv. h hil What factors
. To identify the omophily, heterophily impact upon

factors that help
and hinder the
development of SC
after completing a
higher
qualification in
clinical education.

3. To identify the
perceived benefit
of a higher
qualification in
clinical education
in terms of the
social capital of a
medical educator.

(Lin, 2001) and
propinquity (Spillane,
et al, 2017) are
important in the
formation and
mobilisation of social
capital.

formation of SC?

What factors
impact upon
mobilisation of
sC?

SC depends on
accessibility of
resources, which is
related to the position
of the individual in the
network structure (Lin,
2001)

How does the
MA contribute to
the SC of the
medical
educator?

Template analysis
of interview data

Analysis of
quantitative
network data via
UCINET and Excel
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5.4 CONTEXT FOR STUDY DESIGN CHOICE

This section provides contextual information and a critical discussion regarding MMR, both
generally and within the field of SNA. | argue that MMR can provide rich data, generating
a holistic picture of the phenomenon under investigation. | also present the argument that
SNA is a case study method and outline the advantages and limitations of this approach as

it relates to the present research study.

5.4.1 MIXED-METHODS RESEARCH — DEFINITION AND ADVANTAGES

Creswell (2015: 2) argues that MMR is a method in its own right. He defines MMR as:

An approach to research .. in which the investigator gathers both
quantitative (closed-ended) and qualitative (open-ended) data, integrates
the two, and then draws interpretations based on the combined strengths of

both sets of data to understand research problems.

Hence, the emphasis is on the combination of quantitative and qualitative data, wherein
lies the strength of the approach. Such triangulation of different methods and ensuing data
provides a richer picture of a phenomenon than may be obtained via the use of a single
method (Ritchie et al., 2014). MMR allows the researcher to choose the tools which best
answer the research question (Teddlie and Tashakkori, 2010), with different research
perspectives ‘triangulated to complement their strengths and to show their limits’ (Flick,
2017: 54). As Mason (2006) observes, life is multi-dimensional and therefore our analyses
should be too. Life occurs simultaneously on a micro and macro scale and research needs
to account for this; quantitative data can tell us what is happening on a large scale whilst

gualitative data can explain why.

5.4.2 USE OF MIXED-METHODS IN SOCIAL NETWORK ANALYSIS

SNA is ideally suited to the use of MMR (Crossley and Edwards, 2016). Modern SNA has

been shaped by a diverse range of disciplines, being based on a convergence of graph
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theory with 1930s research on interpersonal relations and ‘cliques’, this combination being
subsequently built upon by Manchester-based anthropologists (Scott, 2000). Crossley and
Edwards (2016) advocate for the use of MMSNA, observing that the combination of
guantitative and qualitative data provide a more in-depth understanding than either type
of data could alone. Quantitative network data allows precision in the mapping of networks
and provides understanding in a way that would be very difficult to convey with qualitative
data. It is very difficult to concisely describe and analyse reports of even small numbers of
actors using a traditional qualitative approach, since the account would become too
lengthy to follow. As Crossley (2010) points out, within a group of only 10 nodes, up to 90
directed or 45 undirected ties are possible. A graph or matrix, however, enables the reader
to acquire a rapid overview of the data. Such representation of the data also brings to light
that which would not otherwise be seen; for example, structural holes, which would not
be clearly apparent in a purely qualitative account. Qualitative network data can build upon
the quantitative data by providing rich, contextual detail to further understanding. For
example, Bellotti (2008) performed MMSNA study of the ego-nets of 23 single people in
Milan, looking at friendship networks. No meaning of the word ‘friend’ was given — this was
for people to interpret for themselves. This led to the interesting outcome that some
participants only included very close friends with whom they would share their intimate
thoughts, whilst others included people with whom they would socialise, regardless of how
close they were. Without using a qualitative approach, network stories which inform us
about how people actually function, such as those discovered by Bellotti (2008) would

remain hidden.

5.4.3 CASE STUDIES

SNA is a case study approach (Crossley and Edwards, 2016). The strength of the case study
is the ability to provide rich, contextual data (Ritchie et al., 2014). With reference to
educational research, Newby (2014: 625) observes that ‘the purpose of a case study is to
understand why what happened actually happened’. However, there are varying views
within the literature as to the definition of the case study (Bassey, 1999, Savin-Baden and

Howell Major, 2013, Ritchie et al., 2014, Yazan, 2015, Harrison et al., 2017). Savin-Baden
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and Howell Major (2013) provide a helpful overview of 3 different perspectives of case
study research in the literature. A case study may simply refer to the way a case is
delineated or bounded: in other words, clear inclusion and exclusion criteria. Secondly,
some researchers see it as a specific research approach. The third perspective is that it is
the final written product of a qualitative study. Savin-Baden and Howell Major (2013)
propose that it is all of these things. They emphasise the importance of understanding the
difference between the case study as a method (the approach to collection and analysis of
data) and the case study as a narrative (the written description of the case). When

performing case studies, they assert, method and narrative must both be attended to.

Key authors in the field of case study research have been identified as Yin, Stake and
Merriam (Creswell et al., 2007, Yazan, 2015). Yin (2014) provides a post-positivist view of
the case study (Yazan, 2015, Harrison et al., 2017). There is an emphasis on the use of mixed
methods to minimise lack of full understanding and get as close to ‘the truth’ as possible
(Yin, 2014). Qualitative data may be transformed into quantitative data in order to perform
statistical analysis. Associated with this design is the falsification of hypotheses, seeking
rival explanations and the use of multiple methods. Although there is the aim of objectivity,
Yin (2014) does acknowledge that the case study has interpretive and descriptive aspects,
with a key feature being the ‘real world’ context of the investigation. Stake (1995) is more
constructivist and interpretivist in his approach (Hyett, Kenny and Dickson-Swift, 2014,
Yazan, 2015, Harrison et al., 2017). The researcher is seen as a participant in the study and
any knowledge gained is seen as relative to the context and the time of the study (Stake,

1995).

Merriam (2009) has been identified as occupying a middle-ground between Yin’s (2014)
and Stake’s (1995) perspectives (Yazan, 2015), an approach in keeping with mixed-methods
studies. She defines the case study as ‘an in-depth description and analysis of a bounded
system’ (Merriam, 2009), thus aligning with Savin-Baden and Howell Major's (2013)
perspective, as detailed above. If it is not possible to bound the system, then, in Merriam’s
(2009) opinion, it is not a case study. This definition of case study research aligns with

Crossley and Edwards' (2016) assertion that SNA adopts a case study approach. As
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discussed in the theory chapter (p47), a network must be bounded; for example, who is
friends with whom. Without such a boundary, there is no network and no case. Crossley
and Edwards (2016) observe that, as with a case study, SNA does not assume that the
networks being considered are statistically representative of a wider population, but that
the findings may ‘shed light’ upon other cases. In other words, it is not possible to
statistically generalise the results to other populations, but, as Bassey (1999) notes, a case
study ‘reports that something has happened in one place and it may also happen
elsewhere...There is an invitation to try it and see if the same happens for you’ (Bassey
1999: 52). Bassey (1999) refers to this concept as ‘fuzzy’ generalisation. Hence, any theory
produced from the proposed study has the potential to be transferred outside EHU to
other, similar medical education contexts, this process being facilitated by the rich data

inherent to the case study (Tracy, 2010).

5.5 CONDUCTING THE STUDY

The following section provides detailed information of the steps taken during each stage

of the study, commencing with a brief overview of the study.

5.5.1 STUDY OVERVIEW

The study utilises MMSNA, following a convergent parallel design (Creswell and Plano
Clark, 2011). Figure 9 illustrates the basic design of the study, whereas figure 10
demonstrates the feasibility studies and data collection processes in detail. As
demonstrated in these figures, qualitative and quantitative data were collected
simultaneously, analysed separately, then merged for the purposes of interpretation. The
simultaneous collection of data is useful where there is limited time (ibid), an important
consideration for this study due to the hectic work schedules of the participants. A total of
12 participants took part in the study, producing a series of case studies of individuals who
have completed the EHU MA in Clinical Education. As may be seen from figure 10, the

predominant data form is qualitative.
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DATA COLLECTION
Quantitative and qualitative
data simultaneous

DATA ANALYSIS

QUANTITATIVE (QUANT)
Excel
UCINET

QUALITATIVE (QUAL)
Template analysis

DATA INTERPRETATION
QUAL and QUANT combined

Figure 9: illustration of the study’s parallel convergent design. Qualitative and quantitative data were collected simultaneously and
analysed separately. Data were combined at the stage of data interpretation. The data collection process is detailed further in figure
10.

eFebruary 2018
eFocus group of ineligible MA students

Feasibil ity eQualitative
study 1

eQutcome - method substantially revised

Feasibility pTS
(O[c\APAN ° QUALITATIVE> quantitative

eAugust 2018 - June 2019

oSelf-report template

eDemographic and contextual information
*QUALITATIVE> quantitative data

eOctober 2018 - June 2019

eSemi-structured interview (face to face, phone or vide
conference)

*The support network

*QUALITATIVE> quantitative data

*April 2018
*Trial of method with ineligbile medical doctor
eOutcome - minor amendments to semi-structured
(}

*Missing data from interview relating to ties - e.g. alter
alter ties

*October 2018 - July 2019
eSpreadsheet
*QUANTITATIVE> qualitative data

Figure 10: Stages of feasibility studies and data collection

98



There is precedent within the MMSNA literature for the study design, the present study
sharing structural similarities to Bellotti's (2008) mixed methods egonet study of friendship.
Bellotti’s (2008) study consisted of a series of case studies of individuals living in Milan. In
the data collection phase of Bellotti’'s (2008) study, quantitative egonet analysis was
conducted alongside qualitative interviews. Quantitative and qualitative data were
analysed separately, and the results combined to provide an in-depth, rich picture of

conceptualisations of friendship.

5.5.2 QUALITY

It is essential to ensure research is of good quality (O’Cathain, 2010). In this section, |
provide a summary of the relevant literature in this field to provide context for the quality

framework that was used to inform quality within the study.

There are a variety of quality frameworks for mixed methods studies (Caracelli and Riggin,
1994, Onwuegbuzie and Johnson, 2006, Dellinger and Leech, 2007, Tashakkori and Teddlie,
2008, Leech et al., 2010). To identify the most useful standards, Bryman et al. (2008)
surveyed social policy researchers in the UK, presenting them with the quantitative
research evaluation criteria of reliability, validity, replicability and generalisability. They
requested that respondents state which criteria were useful for the evaluation of MMR and
asked them to volunteer their own standards. The overall preference was for using a
combination of quantitative and qualitative criteria, with these criteria being applied to the
relevant aspects of the research study; for example, quantitative criteria to the quantitative
part of the study. They found more difficulty in obtaining agreement for the qualitative
aspects of MMR than for the quantitative. The majority of respondents were of the opinion
that validity was an important criterion, but Lincoln and Guba’s (1985) qualitative
evaluative criteria of credibility, transferability, dependability and confirmability did not
receive much support. O’Cathain (2010) has summarised the various approaches that have
been made over the years, beginning with the very thorough 94 quality criteria developed
by Caracelli and Riggin (1994). O’Cathain (2010) based her framework largely on the work
of Caracelli and Riggin (1994) and Tashakkori and Teddlie (2008), with additions from the
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work of Onwuegbuzie and Johnson (2006), Creswell and Plano Clark (2007) and Dellinger
and Leech (2007). The framework is outlined in table 8. As O’Cathain (2010) herself
observes, this is a very detailed framework and perhaps contains too many items to be
used by those who would wish for more general criteria (Creswell and Plano Clark, 2011).
However, from the perspective of an early career researcher, such detail is welcome.

Aspects of this quality framework will be returned to in chapter 10 (‘Discussion’).
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Table 8: Quality framework for mixed methods research, adapted from O'Cathain (2010)

Quality domain Domain items

Planning Comprehensive and critical literature review

Justification of MM approach provided

Details of paradigm, design plan, data collection and analysis and reporting

All aspects of the study are feasible

Design quality Key aspects of design are from known typology, if available typologies
insufficient to describe design utilised

The design:
e Addresses the research question
e Complements the reason for mixing methods
e |s appropriate for the paradigm

Strengths and weaknesses of methods:
e Are considered in a way to minimise bias
e Maximise the depth and breadth of the study

Methods are implemented consistent with initial design

Data quality Transparency of method description

Methods are implemented with rigor

Appropriate sampling technique and sample size

Appropriate and adequately performed data analysis techniques

Robust data integration — e.g. defensible data transformations

Interpretive rigour Clarity regarding which methods have resulted in which findings

Inferences are consistent with findings

Inferences consistent with theory or current knowledge

Others would reach the same conclusions of the findings

Conclusions drawn are more credible than alternative conclusions

Meta-inferences (covering the whole study) incorporate findings from
guantitative and qualitative aspects of study

Inconsistencies between findings and inferences are explained

Inferences relate to the study question

Inference e Ecological transferability: transferability to other contexts and

transferability settings

e Population transferability: transferability to other
individuals/groups

e Temporal transferability: transferability to the future

e Theoretical transferability: transferability to other methods of
behaviour measurement

Reporting quality Study completed within allocated resources

Key aspects of study reported according to GRAMMS (Good Reporting of a
Mixed Methods Study) criteria (O’Cathain et al. 2008)

The whole of the study is more than the sum of its parts

Application in the
real world

Utility Research findings are implemented
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SNA is a very specialised field. Therefore, prior to embarking on the study, | consulted with
experts from the Mitchell Centre for Social Network Analysis at the University of
Manchester to ensure that the study design was viable and appropriate. | was fortunate to
have ongoing contact throughout the study with these experts so that | was able to access
advice where needed. As a further quality check, the external examiner for my progression
viva was an expert in MMSNA and ego-network analysis. At the time of submitting my
report for the progression viva, | had conducted 8 interviews, and therefore this expert was
able to thoroughly appraise the methods and both the quantitative and the qualitative

analyses.

5.5.3 FEASIBILITY STAGES

The first feasibility study was a focus group conducted with two students on the MA course
who were not doctors and therefore ineligible for inclusion in the study. The decision to
only include those not eligible for the study was made to keep the potential pool of
participants in the final study as large as possible. This focus group substantially changed
the proposed method for the study. It was initially proposed that the network data would
be collected electronically via a questionnaire. The network would then be mapped out
using UCINET and discussed with the participant in a semi-structured interview. The
purpose of the focus group had been a ‘trial run’ of focus groups | had been intending to
conduct to develop the questionnaire. The question used to elicit the network in the
proposed questionnaire was ‘Who supports you in your role(s) as a medical educator?’
However, from the focus group, it became apparent that participants may have difficulty
interpreting this question and that the use of verbal prompts was required. The format of
the focus group therefore changed, from a structured attempt to develop a questionnaire
to a more open discussion about the format of the study. To inform the study protocol, |
asked the students to elicit each other’s support network as it related to their educational
roles. Observation of the different phrasing they used in their questioning and the prompts
that helped to promote recall greatly informed the design of the semi-structured interview.
At the outset of the study, | had planned to consider both mobilised and potential capital

within the participants’ networks. However, this feasibility stage also indicated that to do
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so would be far too time consuming and very difficult to establish. The study design was
ultimately amended to a differently formatted two stage study. The first stage was
collection of demographic and contextual information via completion of a Word document
(Microsoft, 2020a) or self-report template (SRT). The second stage entailed a semi-

structured interview, where the social network would be elicited.

Yin (2014) has emphasised the importance of having a full trial of a case study to assist with
the refinement of data collection procedures. The second feasibility study involved a trial
of the new method (SRT, followed by semi-structured interview) with a medical doctor who
was ineligible for the study. This pilot established the feasibility of the method. The SRT
guestions were phrased in an understandable way and the semi-structured interview
allowed collection of data on 20 alters in under 1.5 hours. Discussion with the focus group
for the first feasibility study, the participant for the second feasibility study and my
supervisory team had concluded that 1.5 hours was the maximum time it would be

reasonable to request from the participants, who are extremely busy professionals.

The third stage of data collection, as detailed in figure 10, was added once the study had
commenced. During the first interview, it was identified that it was difficult to collect alter-
alter ties on a relatively dense network within the time constraints of the interview. The
participant helpfully offered to input this information into a spreadsheet. This was found
to be successful and was subsequently adopted as the third stage to the study, following
an amendment to ethical approval. The study stages 1 — 3 are as illustrated in figure 10. No

further changes were made to the structure of the study.

5.5.4 MEASUREMENT OF SOCIAL CAPITAL WITHIN THE STUDY

Considerations of the measurement of SC informed the design of the data collection tools
outlined in the below sections. As discussed in chapter 3, SC is considered to be a resource

embedded within the participants’ networks. In measuring the SC embedded in networks,
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Lin (2001) has advocated considering the quantity, range and heterogeneity of resources
in addition to the structure of the network. How this was achieved is detailed in the below

sections on data collection tool design and in the data analysis section.

5.5.5 CONSTRUCTION OF THE SELF REPORT TEMPLATE AND SEMI-STRUCTURED
INTERVIEW

The SRT and semi-structured interview were developed from the literature that had been
reviewed at the time (as presented in chapter 3), in combination with the outcomes of the
feasibility studies, input from the supervisory team and my many years’ experience of
interviewing patients. This mode of development is consistent with the framework
established by Kallio et al. (2016) following their systematic review of the literature on the
methodology of semi-structured interviews. Care was taken to ensure that the tools only
collected data required for the research, as to do otherwise would be unethical (Gibbs et
al., 2007). The SRT and semi-structured interview were designed to collect a mixture of
guantitative and qualitative data, the latter being the predominant data mode. The final

SRT and semi-structured interviews are presented in sections 12.14 and 12.15.

The SRT is a Word (Microsoft, 2020) document that was used to collect demographic and
contextual information. Its main purpose was to inform and shorten the interview process.
Additionally, SRT questions relating to participants’ views on the MA helped to indicate
transferability of the results from this study to other situations, as these responses could
be compared with the existing MCE literature, as reviewed in chapter 4. The list of
educational roles provided by participants in the SRT was used as a prompt in the semi-

structured interviews.

Semi-structured interviews contain pre-set broad questions with probes that can be
adapted to obtain more specific information, as required (Savin-Baden and Howell Major,
2013). This approach facilitates cross-case comparisons, whilst allowing the interviewer the

flexibility to follow up on participants’ comments. They are thus extremely useful when
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there is only one opportunity to conduct an interview with a participant (ibid). In case study
and social network research, it is essential to bound the case (Savin-Baden and Howell
Major, 2013, Crossley et al., 2015, Creswell and Poth, 2018). As indicated in the interview
protocol, the participants’ networks were bounded by the use of a name generator, in the
form of the question ‘Who are the people who support you in your role(s) as a medical
educator?’ Some participants required verbal prompting to clarify the meaning of this
guestion, the list of educational roles provided by participants in the SRT being used to
generate semantic cues (Rice and Holloway, 2014); for example, ‘Who supports you in your
role as Training Programme Director?’. These cues were especially important, as name
generators can be prone to recall bias (Lin, 2001, Rice and Holloway, 2014). Of note, the
ties in the participants’ networks are directed, with the final networks only showing who
provides support to the participant and not vice versa. Additionally, the ties are binary and
not valued. Accompanying questions elicited details about the alters, such as the nature of
the resource provided. The initial phrasing for the name generator was influenced by
Marsden's (1987) seminal work on the core discussion groups of Americans, where people
were asked to name all the ‘people with whom they discussed important matters within
the past six months’ (ibid: 123). Following the feasibility studies, the decision was taken not
to include a time limit on the networks, since it was considered that this could unduly limit
the networks due to the sporadic nature of medical education work. To clarify which ties
had been made via the EHU MA programme, the participants were asked how they had
met their contacts. Where necessary, further probing questions included, ‘Do you maintain
contact with anyone from the MA programme?’ For some participants, contacts from the
MA programme therefore represent both potential and mobilised capital, the distinction
being made clear within the results as presented in chapter 9. Whilst semi-structured
interviews allow flexibility, there remains a possibility that the structure may result in
important issues being missed (Savin-Baden and Howell Major, 2013). Therefore, as
advised by Arthur et al. (2014), each interview was concluded by asking the participant if

there was anything else that they would like to discuss.

The mode of questioning in the semi-structured interviews evolved as the study

progressed. | found that asking participants for detailed information as to the frequency of
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contact with their alters and the duration of their relationships interrupted the flow of the
interviews. | had initially intended to use frequency of contact and duration of relationship
as measures of SC, but, as collecting this information was interfering with the overall quality
of the interviews, | reconsidered this approach. Instead, | opted to ask more general
guestions about these variables for the purpose of contextualising the answers to facilitate

my qualitative data interpretation.

In terms of the measurement of SC, the semi-structured interview generated data that was
related to the quantity and heterogeneity of resources. Some of the interviews also
provided information about alter-alter ties, data that was necessary to draw out the
networks to allow analysis of the network structure. For the majority of participants,
however, this data was obtained from the spreadsheet. In developing the semi-structured
interview, it was anticipated that it would be difficult to ascertain the ‘best’ or hierarchically
most important resource, something Lin (2001) refers to as ‘upper reachability’. This was
borne out by the data that was ultimately collected. The participants had multiple roles
with contacts in a variety of settings, with the hierarchy of the contacts depending on the
setting and the role. For example, a Director of Medical Education may require support
from their Trust Medical Director for issues relating directly to Trust activities, whereas a
Postgraduate Dean or Training Programme Director would be able to provide support in
relation to HEE matters. Hence, it was the specific role that an alter had in relation to the

role of the participant that was of importance.

5.5.6 RECRUITMENT AND SAMPLING

Participants were all medical doctors who had graduated from EHU with an MA in clinical
education. Although doctors constitute the majority of students on the course, other
participants include dentists and nurses. These three professional groups all have different
professional bodies with varying requirements, which may be a strong influence both on
motivations to embark upon the course and subsequent implementation of knowledge and

skills in the workplace. Additionally, professionals from different clinical backgrounds work
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in diverse ways with demonstrably different work-related social networks and SC, even
when they are working in the same setting (Tasselli, 2015). The sample was therefore
restricted to medical doctors to allow the development of theory within as homogenous a
group as possible. This is consistent with Stake's (1995) advice for studying the
‘instrumental’ case, a case which is studied to gain further insight into an area of interest

and to potentially develop or refine theory.

Ethical approval was initially sought for the following groups:

1. EHU graduates with MA in clinical education.

2. EHU students on the dissertation module of the MA in clinical education (these
students are all eligible for the award of PGDip if they discontinue prior to
completing the dissertation).

3. EHU students who have graduated with a PGDip in clinical education.

As stated in section 2.4.4, there is a substantial overlap between the PGDip and MA, hence
the rationale for considering the inclusion of those with the PGDip or the MA. To attempt
to maximise homogeneity in the study sample, participants were initially recruited from
group 1. Data saturation (see below, p106) was reached solely using participants from

group 1, therefore no participants were recruited from groups 2 and 3.

Due to data protection legislation, the only graduates who could be contacted for
recruitment into the study were those who remained in personal email contact with the
programme lead. Indeed, as discussed in the introduction to this thesis, this restriction led
to the decision to study SC and social networks, as it led me to question why graduates
would remain in touch in this manner. Such means of recruitment is consistent with
Flyvbjerg's (2006) concept of the critical case, a situation whereby one does not require
multiple trials to demonstrate a point if the case is chosen carefully. He provides the
example of how Aristotelian concepts of gravity were disproved with a simple experiment
using a vacuum tube, metal weight and feather. According to Aristotelian gravity, the metal

should have fallen faster because it is heavier, but the experiment showed both fell at same
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speed. The typical or average case, therefore, may not always be the richest source of
information. Atypical cases may reveal more information about the phenomenon under
investigation. To identify the critical case, one looks for the case which should either
confirm or refute a proposition. In the present study, the participants have all, by virtue of
inclusion in the study, gained at least one addition to their social network. It would
therefore be appropriate to treat them as a critical case; arguably, if the MA has not
contributed to their SC, it is unlikely to have contributed to the SC of those who have not

remained in contact with the programme lead.

For recruitment purposes, the programme lead developed a list of medical doctors who
had graduated within 5 years of the recruitment process commencing. It was considered
that individuals who had graduated prior to this may have difficulty recalling the required
information. The eligible individuals were listed in reverse order of graduation date. For
the first recruitment round, the programme lead emailed the first 10 from the list with a
Participant Information Sheet (PIS; see sections 12.8 and 12.9) and requested that they
contact me if they were interested in participating. This process continued until the point
of data saturation, defined as ‘the point in data collection and analysis when new
information produces little or no change to the codebook’ (Guest, Bunce and Johnson,

2006: 65). Response rates are detailed in section 6.1.1.

In summary, the sampling method was therefore a purposive sample (Tufford and
Newman, 2010) of medical doctors who had graduated from the EHU MA within the 5 years
preceding study recruitment. This purposive sample was nested within a convenience

sample (ibid) of graduates who had maintained personal contact with the programme lead.

5.6 DATA COLLECTION

The participants for this study were extremely busy professionals, whose workloads could
be unpredictable. Throughout the study process, the aim was to minimise the burden to
the participants. SRTs facilitated this goal and were received from all participants. Where

possible, interviews were face-to-face (FTF), but telephone interviews were conducted
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where this was more convenient for the participants. FTF interviews were prioritised to
allow the participant to draw out their network on paper and for this to be a visual focal
point of the interview. Attempts were made with two participants to conduct interviews
via video conferencing software, but repeated technical glitches resulted in this mode of
communication being abandoned in favour of telephone interviews. Reviews of different
modes of interviews have produced mixed views about the superiority of FTF interviews
over alternatives (Schober, 2018). The limited number of studies that have compared FTF
with telephone interviews found the two techniques comparable in terms of quality (Carr

and Worth, 2001).

Kvale and Brinkmann (2009: 123) have observed that the process of conducting an
interview entails the creation of knowledge which is “inter” the points of view of the
interviewer and interviewee’. Hence, adopting a reflexive approach is essential practice;
details of how | achieved this are contained in sections 1.2 and 5.7.1. As outlined by Kvale
and Brinkmann (2009), and based on my years of training and experience as a psychiatrist,
| ensured good interview technique. The SRT data facilitated the development of rapport
and allowed me to pose some introductory questions, which opened up the conversation
to follow-up questions. Where possible, questions were kept open, although this was not
always appropriate; for example, in establishing alter-alter ties, a simple ‘yes’ or ‘no’
response was sufficient. In FTF interviews, | maintained open body language, at times
reflecting the body posture of the participant where this was pertinent; for example, if the
participant leant forward to emphasise an important point, | would also lean forward to
demonstrate that | was paying attention. Silence could be useful in encouraging the
participant to reflect; however, this technique was not possible with telephone interviews,
as participants thought there was a problem with the phone signal if | left too long a pause
in the conversation. As is good interview practice (Kvale and Brinkmann, 2009), | utilised
the participant’s own words when following up on statements they had made, or asking
interpreting or clarifying questions, such as ‘When you said ‘X’, am | correct in thinking you
meant...?" All interviews were digitally recorded and transcribed verbatim, resulting in 217
pages of transcripts. Data were inputted to NVIVO (QSR International, 2018) for storage

and analysis. After interviews with 11 participants, no new themes of relevance to
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addressing the research objectives were identified; a 12t interview was performed to

successfully verify data saturation.

Spreadsheets were not required for participants P1 and P12, as their networks were
sufficiently small for all of the alter-alter ties to be collected during the interview stage.
One participant, P9, did not return their spreadsheet; hence, the data on their alter-alter

ties is missing.

5.7 DATA ANALYSIS

As outlined in figure 9, qualitative and quantitative data were analysed separately. Of note,
some of the qualitative data was quantified to facilitate intra- and cross-case analysis.
Where and how this occurred is detailed in the following section on qualitative analysis.
Overall, the volume of qualitative data exceeded that of quantitative data. Data analysis
was continuous throughout the data collection period, as this helped to inform subsequent
interviews. As advised by Teddlie and Tashakkori (2010), the process of analysis was
dynamic with an ongoing compare and contrast process between qualitative and

guantitative data prior to the eventual integration of data.

Member checking ‘consists of taking data and interpretations back to the participants in
the study so that they can confirm the credibility of the information and narrative account’
(Cresswell and Miler, 2000: 127). Lincoln and Guba (1985) advocate this process as a means
of establishing credibility. However, the decision was taken from the outset of the study
not to undertake member checking. Firstly, as stated above, the participants were
extremely busy professionals and the study was designed to take up as little of their time
as possible. Secondly, it can be difficult to resolve issues whereby the researcher and
participant disagree and there is little guidance available to direct practice in this regard
(Tufford and Newman, 2010). An exception was made for two participants who had
disclosed information of a sensitive nature regarding work-related difficulties. They

reviewed the data which was used in the study to ensure that they were happy for it to be
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included and that sufficient steps had been taken to preserve their anonymity. Please see

section 5.8 for a further discussion of anonymity in case study research.

Measurement of SC involved both qualitative and quantitative data, as outlined in table 9.

Details of the analyses are provided in sections 5.7.1 and 5.7.2.

Table 9: summary of social capital measures

Social capital
measure

Qualitative data

Quantitative data

Heterogeneity

Different types of resource

Number of ties providing the
resource

Professional background of
alters

Context of the relationship
in which the resource was
mobilised

Measures of the network
connectivity of contacts made
through the EHU MA.

1. Whole network measures:
efficiency, constraint,
structural holes, density
and component analysis

2. Nodal measures: mean
degree and mean dyadic
redundancy of EHU
contacts

Quantity of resources

Different types of resource

Number of ties providing the
resource

Structural social
capital

Analysis of interview data
for factors which were
influential in the formation
and mobilisation of social
capital. For example, the
participant perceived a
hierarchical relationship
between themselves and
the alter to be important.

Measures of the network
connectivity of contacts made
through the EHU MA.

1. Whole network measures:
efficiency, constraint,
structural holes, density
and component analysis

2. Nodal measures: mean
degree and mean dyadic
redundancy of EHU
contacts
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5.7.1 QUALITATIVE ANALYSIS

Qualitative data were analysed utilising template analysis (King and Brooks, 2017). For this
technique, a list of a priori themes and subthemes were generated based on the existing

literature at the time (see table 10) and used for preliminary coding.

Table 10: a priori codes utilised for template analysis

Theme Subtheme Basis in literature | Study objective
addressed
Qualification | New contacts in education Moses et al (2009) |1
outcomes Credibility Sethi (2016) 28&3
Knowledge 2&3
Confidence 28&3
Change in work role 1&2
Social Capital | Outcome Lin (2001) 3
Instrumental 1. Wealth
action 2. Reputation
3. Power
Social Capital | Outcome 3
Expressive 1. Physical health
action 2. Life satisfaction
3. Mental health
Factors 1. Homophily Lin (2001) 2
affecting 2. Heterophily Spillane et al
access to 3. Hierarchy (2017)
capital 4. Propinquity
5. Position at or near
‘bridge’
6. Potential capital
Reciprocity 1. Resource seeker Lee (2010) 2
2. Resource giver

The existing themes were refined where necessary, and new themes and subthemes
created as they became apparent from the data. The process was therefore a balance
between deductive and inductive reasoning (ibid), termed ‘abduction’ (Onwuegbuzie and
Combs, 2010). The qualitative data analysis computer software package, NVIVO (QSR
International, 2018) facilitated this procedure. As themes were developed and refined,
they were discussed with the supervisory team along with representative examples of
anonymised sections of data. This process was iterative, until the final template was

developed; the differing aspects of the template are presented in chapters 6, 7, 8 and 9.

To aid the process of analysis and maintain reflexivity, | maintained a diary throughout the
period of the study (Savin-Baden and Howell Major, 2013). A particularly important aspect

of this procedure was the facilitation of ‘bracketing’ (Tufford and Newman, 2010). With the

112



support of my supervisors, | utilised my diary entries to acknowledge my existing beliefs
and biases so that | could maintain an awareness of the potential impact of these issues
throughout all stages of the study. The use of a theoretical framework, (table 8) and a
theory-informed a priori coding template (table 11) were useful tools in guarding against
bias (Flyvbjerg, 2006). During the processes of transcription and data analysis, | made
memos of emergent ideas. Additionally, as suggested by Savin-Baden and Howell Major
(2013), I regularly drew data maps, as | found that visual representation of the data

facilitated my thought processes.

The themes identified from the final template were quantified in terms of the number of
ties where each theme was present and presented in graphical and/or tabular form as
appropriate. This process facilitated a rapid overview of each theme to aid understanding
of the more detailed textual content. Where relevant, figures were also expressed as
percentages to provide a summary of the study group as a whole. Full details of which

participants each theme was linked with are provided within sections 12.3 and 12.4.

5.7.2 QUANTITATIVE ANALYSIS

5.7.2.1 SOFTWARE

Data were entered into Excel (Microsoft, 2020b) for formatting prior to analysis with the
SNA software package UCINET (Borgatti, Everett and Freeman, 2002). UCINET utilises
algorithms to perform positional analysis and graph theoretical procedures to enable the
manipulation of network data according to different network measures. Situated within
UCINET is a complementary software package, NetDraw (Borgatti, 2002) which utilises
UCINET files to create visualisations of the networks. These visualisations can be
manipulated within NetDraw to change the shape, size and colour of the nodes that
represent the participants’ contacts. This process allowed better interpretation and
demonstration of the findings. Prior to commencing the study, | attended a week-long

course at the University of Manchester for training on the use of UCINET and NetDraw.
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5.7.2.2 NETWORK ANALYSIS

As illustrated in table 8, the purpose of the quantitative analysis was i) to contribute to the
understanding of what SC was available to participants and ii) how the MA had contributed
to that SC. For each participant, analyses were performed at the node level and at the level
of the whole network. As | have not seen the approaches | have used elsewhere in the
literature, | consulted with experts in SNA, who verified that the processes were
appropriate. In the interests of accuracy, the EHU contacts were placed into the following

categories for all analyses:

i.  Contacts made through the MA programme
ii.  Contacts made through the PGCert programme.
iii.  Ties from which SC had been mobilised

iv.  Ties which represented potential capital

Separating the EHU out in this manner has provided the fullest picture of the MA's
contribution to the SC of the participants. Of note, the non-EHU aspect of participants’

networks is mobilised capital only.

For the node level analyses, comparisons were made between measures for the EHU
contacts and average node measures for the rest of the participant’s network. Calculation
of the mean degree of the alters helped to demonstrate how well connected the alters
were within the network. If the EHU contacts were less well connected than the rest of the
participant’s network, this would support the idea that the EHU contacts were able to
provide more heterogeneous resources. ‘Redundancy’ is a measure of the proportion of
nodes connected to a given node in the network. This calculation provides a more nuanced
picture than mean degree, as the calculation also considers the interconnectedness of the
alter’s ties. This is calculated for each node and the nearer the measure is to 1, the more
‘redundant’ the tie is for ego. In other words, information from the node in question may
also be obtained from other nodes (Hanneman and Riddle, 2005). Therefore, if the

redundancy of the EHU nodes is lower than the average redundancy of non-EHU nodes,
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this would also support the concept that EHU contacts may provide more heterogeneous

resources.

Whole network measures were calculated both with and without the inclusion of the EHU
contacts. This provided an understanding of the impact of the MA contacts upon the SC of
the participants, therefore addressing study objectives 1 and 2. ‘Constraint’ is a measure
of the interconnectedness of the network; the nearer the measure becomes to 1, the
higher the constraint. High constraint offers less opportunities for ‘bridging capital’
between unconnected alters, this being indicated by the calculation of the absolute
number of structural holes. A less well-connected network with more opportunities for
‘bridging capital’, will have a lower ‘density’, which ranges from 0 (where ego has no
connections) to 1 (all network members are connected) (Hanneman and Riddle, 2005). Care
must be taken when comparing the density of a small network with a much larger network.
In a small network, it can be quite possible for everyone to know one another, whereas in
a much larger network this may be more difficult (Borgatti, Everett and Johnson, 2018).
Less sensitive to the size of the network is ‘efficiency’. This whole network measure
considers the extent to which people are connected to one another in a given network; in
other words, the extent to which ego’s ties are ‘non-redundant’. The more efficient a

network is, the nearer the measure is to 1 (Hanneman and Riddle, 2005).

As the networks were relatively small, ‘brokerage’ opportunities were visualised directly
using NetDraw. The participant (or ego) was removed from each network visualisation and
the resulting network visually analysed for ‘components’ (discrete segments of network
that are not connected with other sections of the network). The initial plan had been to
compare the densities of the components containing EHU contacts with other components,
as suggested by Crossley et al. (2015). However, on inspection of the data, visual analysis

was sufficient, as will become apparent in section 9.6.4.
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5.7.2.3 STATISTICAL ANALYSES

Traditional statistical methods cannot be utilised in SNA. Although the cases are all
separate ego networks, they are interrelated because all the participants are linked to the
EHU MA programme lead. Additionally, the cases were not randomly selected. UCINET
(Borgatti, Everett and Freeman, 2002) contains software which can perform a modified
version of the paired t test, which may be used to analyse networks. The standard t test is
for use with paired, parametric data (Lawrie, McIntosh and Rao, 2000), whilst the data from
this study is non-parametric. However, the randomisation process involved in the UCINET
t test allows this test to be used with both parametric and non-parametric data. | was
unable to ascertain this important information about the t test in any relevant literature
but received confirmation of this detail in an email from Professor Nick Crossley ([University
of Manchester], 2020, pers. comm., 27 July). Of note, the statistical analyses were
performed to understand the contribution of the MA to the SC of the participants. These
analyses were not undertaken in an attempt to generalise the results statistically to other
populations, which would be inappropriate given the non-randomised nature of the study
sample. To determine if any differences observed between groups were statistically
significant, t tests were performed to compare i) mean EHU and non-EHU node measures;
and ii) whole network measures with and without the EHU contacts. All t tests were at the
5% significance level and were 2-tailed to allow for both positive and negative outcomes of

the MA programme (Lawrie, McIntosh and Rao, 2000).

5.8 ETHICAL CONSIDERATIONS

Ethical approval was obtained from EHU Faculty of Health and Social Care Ethics Committee
(FREC) in July 2018 (Project ref: FOHS218). An amendment to this approval was obtained
for the addition of a spreadsheet in October 2018 (see sections 12.11 — 12.13 for approval
letters). A further amendment was obtained in April 2019 for a minor change to the consent
form for the addition of a clarification about the difficulties of anonymisation of case study
data. This information was already in the Participant Information Sheet (see section 12.8)
and was verbally discussed with participants. However, after conducting interviews where

sensitive information had been revealed by the participants, | wanted to ensure that the
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difficulties of anonymisation were as clear as possible to the participants. In addition to the
maintenance of anonymity, other ethical issues were related to recruitment and consent,

data management and ‘insider’ researching, the latter being discussed in section 1.2.

5.8.1 MAINTAINING ANONYMITY

As discussed in section 5.4.3, SNA adopts a case study approach (Crossley and Edwards,
2016). The benefit of this perspective is the rich description of a case to promote in-depth
understanding. However, this benefit is also a disadvantage, in that it can be hard to truly
anonymise participants. Pseudonyms have been used throughout, but participants may be
identified via other descriptors, such as their clinical or educational roles. Therefore, small
and unique details of personal information have been changed or withheld, where they
have not affected the overall direction of the research. Some participants disclosed
extremely sensitive personal information in their interviews. Some of this information was
excluded from the analysis as it was considered that to include it would too readily identify
the participants. Where sensitive issues were discussed in interviews, participants were
given the opportunity to review the quotes that were to be used, prior to the final
submission of the thesis. | was the only researcher who dealt with raw, non-anonymised

data.

5.8.2 RECRUITMENT AND INFORMED CONSENT

The participants are all former students of EHU. A central concern in recruitment was to
ensure that potential participants did not feel coerced into contributing to the study. To
recruit the participants, the programme lead emailed her relevant contacts to ask if they
would be happy for her to pass on their email address to me for the purposes of the
research. The contacts were made aware that they could decline and that this would not
in any way impact on their relationship with the programme lead. Contact of ex-students
in this manner was compatible with the Data Protection Act, 2018, including General Data

Protection Regulations (GDPR) considerations (Information Commissioner’s Office, 2018)

117



and the University’s Research Ethics Policy (EHU Research Ethics Sub-Committee, 2012). All
participants were made aware that they could withdraw consent up to 7 days after data
collection, after which time it may not have been possible to withdraw their data. The
programme lead was not aware of who had consented to participate and only saw

anonymised data.

5.8.3 DATA MANAGEMENT AND STORAGE

The raw data collected during this study consists of sound files, transcripts, electronic self-
report templates, electronic consent forms, spreadsheets and handwritten notes. Non-
anonymised electronic data is stored on a password-protected file on the University server
and the encrypted One Drive. Such data includes scanned copies of the hand-written
notes, audio files, spreadsheets, consent forms and the self-report templates. Interviews
were recorded on a Dictaphone and transcribed by me as soon as possible. Anonymisation
occurred at the point of transcription. Audio files were deleted from the Dictaphone once
they had been uploaded and stored as described above. The originals of the handwritten
notes are kept in a locked cabinet in a locked office in EHU. Hence, storage is compliant
with the Data Protection Act, 2018, including General Data Protection Regulations (GDPR)
considerations (Information Commissioner’s Office, 2018) and the University’s Research

Ethics Policy (EHU Research Ethics Sub-Committee, 2012).

The participants all consented to have their anonymised data (SRT, interview transcript and
spreadsheet) stored for 10 years for future research. However, after discussion with the
supervisory team, it was considered that adequate anonymisation of the data would render
it meaningless to anyone studying it. Therefore, the SRTs, transcripts and spreadsheets will

be destroyed on completion of the study.
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5.9 SUMMARY

In this chapter, | have presented both the methodology and methods utilised within the
study, providing justification for the approaches | have taken. | have argued that MMSNA
is a case study approach, which allows for the collection of rich data, ultimately providing
a holistic perspective from which to address the study aim and objectives. The study
methods and methodology have been shown to be aligned with the aim and objectives of
the study. There has been an emphasis on quality throughout all stages of the research
process, from design through to data analysis and interpretation. In the following four

chapters, | will now present the results of the study.
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CHAPTER 6: RESULTS PART 1 -
OVERVIEW OF PARTICIPANTS

6.1 INTRODUCTION

This chapter presents contextual information on the participants and an analysis of their
medical education support networks. Such information is necessary to understand the
resources provided by the support networks and, ultimately, the impact of contacts made

via the EHU MA. To maintain anonymity, only general descriptions are provided.

The chapter commences with an overview of the demographics of the participants and
their clinical and educational roles. To facilitate a more in-depth analysis of the
characteristics of the participants and their networks, participants are then grouped
according to the stage in their careers at which they completed the MA. Sociograms for
each participant illustrate the size, structure and heterogeneity of the networks. Network
measures are provided to assist understanding of how the network structure may impact
upon access to and mobilisation of the embedded SC. The chapter concludes by comparing
and contrasting the participants and their support networks. Consideration is given to the

meaning of the findings in relation to the evaluation of the MA.

6.1.1 PARTICIPANT CHARACTERISTICS

In total, 12 participants were interviewed — 9 females and 3 males. This represents a
response rate of 37.5%, with 32 medically qualified graduates of the MA programme (21
female and 11 male) having been contacted by the programme lead. Only two eligible
medically qualified graduates (1 male and 1 female) were not contacted, the programme
leader having lost touch when these individuals moved overseas. Hence, the gender
imbalance seen in the study was not an artefact of with whom the programme lead had

maintained contact. To help maintain anonymity, participants are referred to in gender
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neutral terms throughout. All 12 participants completed the self-report template (SRT) and
semi-structured interview. One of the participants, P9, did not return the spreadsheet,
hence there is missing information for this network regarding alter-alter ties and group
size. Seven of the interviews were face-to-face (in person), with five being over the
telephone. Attempts were made to utilise video telephony for the phone interviews, but

repeated technical glitches made the process unworkable.

The participants were interviewed between 6 months and 5 years post-MA completion.
The mean time from graduation was 2.8 years, median 2 years. Participants held a variety
of educational roles: except for P9, all had formal educational roles above the level of
Educational Supervisor (ES). Roles were based in Trusts, HEE North, universities and within
national bodies. All participants held clinical roles within the National Health Service (NHS)
in England — eleven participants were consultants and one, P12, was a general practitioner
(GP). The participants had appreciably variable amounts of clinical experience. With the
exception of P9, who graduated from the MA whilst still a senior trainee, the participants
had been in their substantive post as consultant or GP for 1.5 — 24 years (mean 13.2 years,
median 11 years) at the point of graduating from the MA. Education accounted for between
10% and 80% of the participants’ workloads (mean 29%, median 26%). 8 participants felt
that their job plan adequately accounted for their educational workload. 3 participants felt
that their educational workload exceeded their job plan, whilst one participant, P9, did not
have a job plan at all. P1 was the only participant to have completed their primary medical
qualification outside of the UK prior to becoming registered with the GMC. For a

breakdown of this overview per participant, please refer to section 12.2.

In the following sections, the participants’ networks are grouped according to the point in
their clinical career at which they graduated from the MA. Table 11 provides a key for this
classification, which groups participants as ‘early career’; ‘early — mid career’; ‘mid-career’
and ‘mid-late career’. The classification was developed for two reasons. Firstly, to avoid
provision of more specific information which may have identified participants. Secondly, it

is @ means of facilitating comparisons between cases.
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Table 11: classification of career stage at point of MA graduation

Number of years in substantive Career stage classification  Participants in category

GP or consultant post at time of
graduating from MA

<5 years Early P3, P8, P9
5 -9 years Early - mid P1, P4, P12
10 — 19 years Mid P5, P6, P11
2 20 years

Mid - late P2, P7, P10

Referring to table 11, the classifications are placed in 10-year divisions of early, middle and
mid — late career. However, the first 10 years of a substantive senior post was divided into
two categories. This decision was based upon my own experience and that of friends and
colleagues of the length of time it can take to settle into a substantive position, in terms of
managing one’s clinical workload and taking on additional responsibilities. The term ‘mid-
late career’ was preferred to ‘late career’ because one cannot know at what point people
may retire. As can be seen from table 11, there was an even distribution of participants

throughout the different levels of clinical experience.

Regarding the coding of the participants and their alters, the following nomenclature
system was used. Participants were numbered from 1 - 12 according to the timing of their
response to the interview request. The participants’ alters were then coded according to
which network they belonged and whether the alter was an individual (denoted ‘A’) or a
group (denoted ‘G’). For example, P2A1 is an individual in P2’s network, whereas P2G1 is

a group in P2’s network.
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6.2 ANALYSIS OF PARTICIPANTS’ NETWORKS

To understand and measure the SC of an individual, Lin (2001) has advocated consideration
of a number of factors, including network size, network structure and the heterogeneity of
social positions and resources. These variables are discussed in further detail in section 3.6.
To appreciate the impact of the MA on the SC of a medical educator, it is therefore essential
to have an understanding of the participants’ existing SC as it relates to their medical

educator role(s).

To lay the foundations for this work, the current chapter therefore presents information
on the size, structure and heterogeneity of the participants’ educational support networks.
This includes any contacts that may have been made via the EHU programme. A further
breakdown of the number of contacts made from the MA, the resources they provide and
the impact upon the structure of the networks is detailed in chapter 9. For each participant,
two sociograms are presented. The first illustrates network size, whilst the second
illustrates heterogeneity, the latter being presented in terms of the context of the
supportive relationships and contacts’ professional backgrounds. All sociograms were
plotted using UCINET (Borgatti, Everett and Freeman, 2002). Network structure is apparent
in both types of sociogram and further analysed by the network measures of constraint,
efficiency, density and structural holes. As discussed in section 5.7.2.2, these measures
provide an indication of how the network structure can affect access to and mobilisation
of SC. For each career subgroup, figures are presented in combination with the mean,
median and range for the study group as a whole, to facilitate comparisons and provide
context. Taken together, these variables provide the basis of a picture of the potential
capital available for the participants to mobilise as SC. This picture will be built upon in

subsequent results chapters.
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6.2.1.1 INTRODUCTION TO NETWORK SIZE

In terms of the size of participants’ networks, figures are given both for network degree
and the number of individuals in the network, as some of the participants nominated
groups as providing support. On the sociograms relating to size, nodes are sized according
to the number of individuals in the group to provide a visual impression of network
magnitude. Groups are represented by a blue node on the network size sociograms. Where
there are large groups, the number of individuals is an estimate provided by the participant.
Since many of the nodes are individuals, they will appear as a small dot. On the sociograms,
codes for individual alters are in black, whilst those for groups are in red, to give further
clarity. To provide context, network measures are presented for participants and compared
with study group’s mean, median and range. The inclusion of the group median is
particularly important in the analysis of small groups such as the present study, as the mean

is more easily affected by outliers (Rugg, 2007).

6.2.1.2 INTRODUCTION TO NETWORK MEASURES AND HETEROGENEITY

Network measures are presented along with sociograms illustrating heterogeneity. These
results are co-displayed for ease of analysis, as each form of data enhances understanding
of the other. For example, a high-constraint network may be demonstrated on a sociogram
to have a large clique contributing to the level of constraint. The network measures
presented have been calculated using UCINET (Borgatti, Everett and Freeman, 2002).
Although efficiency, constraint, density and structural holes are presented in tabular form
for each participant, only those measures which highlight pertinent points will be

discussed.

For the purposes of this study, heterogeneity of the networks is considered to be a
combination of: i) the context of the relationships; ii) the alters’ professional backgrounds
and iii) the resources embedded within the network. This chapter examines aspects i) and
ii), aspect iii) being examined in chapter 7. The context of the relationship between ego and

alter is defined as being where the individual, or group of individuals, are based for the
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purposes of the support they provide the participant, as indicated from the interview data.
This links with Lin’s (2001) contention that SC varies according to the context. For example,
a participant may rely on support from an alter acting in a HEE North role. That same alter
may also have a clinical position in a hospital Trust, but they are placed in the HEE North
category as it is in this context that the support takes place. Although some work
relationships extend into the participants’ personal lives, the personal relationship context
category is assigned where the support is primarily provided in the context of the
participant’s personal life. In terms of relationships in the EHU category, most were made
via the MA. However, there are some relationships within this category which were made
outside of the context of the EHU programme, something which will be clarified when
presenting the relevant participants’ networks. Relationships established during the MA
are revisited and examined in detail in chapter 9. The relationship contexts were initially
placed in 12 categories, as listed in table 12. However, such a high number of categories
would have made the sociograms unclear, hence the final classification was refined to nine

categories, as illustrated in figure 11.

Table 12: Initial relationship context categories

Initial relationship context classification
Same site, same

Same trust same site clinical employer
Same clinical
Same trust different site . e.mployer, different
site
EHU . Different clinical
employer
Edge Hill Universit
Non EHU university 1 D g Y
D Other university
Non EHU university 2
D Health Education
Overseas England North
D Geographically
Geographically dispersed group regional distributed nationally
D Personal
Geographically dispersed group national . Overseas
Participant
HEE North . P
Different trust 1 Figure 11: sociogram key for relationship contexts

Different trust 2

Personal



Professional background of alters was chosen as an additional descriptor of heterogeneity
as this variable was consistently mentioned by participants during the semi-structured
interviews. Hence, professional background was clearly of importance to the participants.
Where background is defined as ‘clinical’, this denotes someone whose job role involved
the care and treatment of patients — for example, doctor, nurse, physiotherapist,
paramedic. All networks contained alters from a mixture of clinical and non-clinical
backgrounds. Five of the twelve networks included learners as a source of support. Figure
11 provides a key for the depiction of relationship contexts in the sociograms. Figure 12 is
a sociogram key for the professional background of the alters. Both keys apply for all of the
sociograms which depict network heterogeneity in this chapter. Of note, on the
heterogeneity sociograms, ego is omitted to demonstrate the presence or absence of

structural components within the networks.

@ | Non-clinician Group of clinicians and non-

‘ clinicians
A Clinician Participant

Learner

|

Figure 12: sociogram key for professional background of contacts
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6.2.2 EARLY CAREER

This group includes P3, P8 and P9. All these participants undertook educational fellowships
prior to obtaining their substantive consultant posts. P3 and P8 completed a 2-year medical
education fellowship (MEF) programme which ran concurrently with their senior clinical
training. This programme was developed by the former North West Deanery (NWD — now
part of HEE North) for trainees who aspired to take up future lead roles in medical
education. The fellowship provided a range of opportunities including the observation of
NWD educational activities (such as shadowing an Associate Dean), undertaking an
educational project and part funding of a PGCert in Workplace-Based Postgraduate
Medical Education. As noted in chapter 2, all trainees and some consultants and staff grade
doctors from the former NWD (now part of HEE North) had at least one module of this

PGCert funded. The MEF programme funded a second module of this PGCert.

P9 took a year out of their senior clinical training to work as a clinical teaching fellow and
was the only participant to complete their MA prior to obtaining a substantive position as
a consultant or GP. At the time of interview, P8 had national and Trust-based educational
roles, which they felt fitted within the job-planned allocation of 20% of the overall
workload. P3’s Trust and HEE North educational roles reportedly accounted for 50% of their
overall workload, in excess of their job-planned hours of 30%. P3’s university role was
separately remunerated and undertaken in study leave and personal free time. Although
P9 had no formal educational roles beyond ES, they participated in a variety of Trust-based
educational activities, which, they stated, accounted for approximately 30% of their overall
workload. P9 did not have a job plan for either clinical or educational work activities. P3
made some EHU contacts from the EHU PGCert programme, others being made through
the MA. This will be explored further in chapter 9. P8 and P9 both made their EHU contacts
via the MA.
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‘6.2.2.1 NETWORK SIZE

Table 13: Network size P3, P8, P9

Degree Number of

Participant
individuals in
network
P3 38 271
P8 27 1964
P9 37 a7
Study 24.1 301.33
mean
Study 225 61.5
median
Figure 13: P3 network size
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Figure 15: P9 network size

Referring to table 13, it is notable that the networks of P3, P8 and P9 each have more nodes
than the average and median values for the study group as a whole. If and how this may

be related to the educational fellowships is considered in chapter 8. However, it is
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important to appreciate that network degree is not always a true reflection of the full size
of the network. Merely considering degree, it would appear that P8 has the smallest
network of this subgroup. However, table 13 and the sociograms in figures 13, 14 and 15,
demonstrate that P8 has the largest network, with a total of 1964 individuals. P8 is an
outlier in the study group as a whole, with the next largest network consisting of 629
individuals (P10’s). Indeed, reviewing table 13, it can be seen how an outlier such as P8’s
network has skewed the results of the whole study group, with a substantial difference

between mean (301.33) and median (61.5) numbers of individuals in the network.

P8’s network contains an extremely large group, P8G10, the largest group in the study.
P8G10 consists of 1743 Twitter contacts whom P8 follows, some of whom are also groups.
The figure of 1743 was provided by P8 from their Twitter account. Quite how these contacts
provide educational support to P8 is detailed further in chapter 7. It is notable that P8 is
the only participant in the study to include Twitter in their support network, a finding
further explored in chapter 8. The largest group in P3’s network consists of 168 junior
doctors. Unfortunately, due to missing data, the group sizes for P9 are unknown. The total
number of individuals in P9’s group was therefore calculated on the basis of 2 individuals

per group; however, the total number is likely to be higher.

Both P9 and P3 have substantially more nodes in their networks than P8. P3’s educational
workload exceeds their contracted hours, P9 has no job plan, whereas P8 stated that their
educational working hours were consistent with their job plan. For the purposes of this
study, it is considered that P9’s educational workload is more than contracted. A standard
consultant contract in England allows for 25% of time to be spent on supporting
professional activities, some of which time may be spent on educational roles (British
Medical Association, 2020). Hence, at 30% of their workload, P9’s educational roles are in
excess of a standard contract. It is possible that P3 and P9 developed more connections to
help them manage their workloads. Conversely, the number of ties P3 and P9 require to
support them may take up more time to manage than P8’s network, hence educational

work taking up more time than allocated.
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6.2.2.2 NETWORK MEASURES AND HETEROGENEITY

Unfortunately, as there is no information on alter-alter ties for P9’s network, it is not
possible to calculate the network measures of density, efficiency, constraint and structural

holes. Therefore, only P3 and P8 can be compared with these measures.

Table 14: Network measures P3 and P8

Participant Efficiency Constraint Density Structural
Holes

P3 0.742 0.099 0.265 1034

P8 0.767 0.129 0.242 532

Study mean 0.680 0.193 0.343 458

Study median 0.735 0.155 0.271 276

Study range 0.500 - 0.830 0.082 - 0.371 0.179 - 0.545 22-1510

Referring to table 14, the networks of both P3 and P8 have lower than average densities,
indicating a below average proportion of interconnections in their networks. P3 and P8
each have above average network efficiency — in other words a higher proportion of non-
redundant ties. In theory, this would contribute towards heterogeneity in the networks of
P3 and P8 and facilitate instrumental action. P3 and P8 also have below average constraint,
with P3 having lower constraint than P8, reflected in the markedly higher number of
structural holes in their network (1034 vs 532). The higher number of structural holes in
P3’s network is also a reflection of the larger size; 38 nodes, compared with P8’s 27 nodes.
This figure gives an idea of the vast number of potential interactions P3 could make in their
network linking unlinked alters, which could place them at an advantage in terms of
bargaining power and instrumental action. However, such interactions can be time-
consuming, which may ultimately place P3 at a disadvantage — indeed, they commented

that their educational workload was well in excess of their job-planned hours.

Considering figures 16, 18 & 19, below, P3’s network consists of just one component, there
being ties between members of all of the different relationship contexts. In contrast, P8’s
network consists of two components, one of these components being the contacts made

through the EHU MA. Separation into separate components places P8 in the position of
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broker, the significance of which will be discussed in chapter 9. It is not known if there are

components in P9’s network, due to the lack of information on alter-alter ties.

P9 has the greatest heterogeneity of this subgroup in terms of the context of relationships,
receiving support from 7 out of a possible 9 categories, as illustrated in figure 19. This
heterogeneity is a reflection of the variety of P9’s roles, with each relationship context
providing support for a different aspect of their work. In contrast, whilst P3 had fewer
relationship contexts, they utilised support from all five contexts for both their Trust and
HEE-North roles. P3’s university work role will be discussed separately in chapter 9. P8
related that alters from the personal relationship context provided support for all of their
educational roles. Indeed, nodes from this context form just over a quarter of P8’s network,

indicating the importance of personal relationships to P8.

Regarding professional backgrounds, P3’s network had the highest proportion of clinicians.
It is of note that some of P8’s personal contacts were clinical, some being people P8 had
trained with at an undergraduate or postgraduate level. P3 was the only participant in this
subgroup to include learners in their support network, this potentially adding to

heterogeneity of P3’s network.
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Figure 16: P3 network heterogeneity
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6.2.3 EARLY - MID CAREER

P1, P4 and P12 each completed their MA within the first 5 — 9 years of their substantive
senior positions. P1 and P4 were both hospital consultants, whilst P12 was the only GP in
the study. At 80% of their workload, P12’s medical education role accounted for the highest
proportion of overall workload in the study. They had taken on a senior university-based
role just months prior to completing their MA, a post which had resulted in a substantial
increase in educational workload. P4’s educational role was also based at a university, this
accounting for 25% of their workload. Prior to obtaining this role, P4 had undertaken a 2-
year fixed term role whilst a consultant, which was designed to develop leaders in medical
education. This differed from the fellowship roles undertaken by P3, P8 and P9 in that the
role was aimed at existing consultants, rather than doctors in training. Neither P12 nor P4
had any Trust-based educational roles. At the time of interview, P1 had both Trust and
university roles, the latter being based within their clinical workplace. Combined, these
roles constituted 20% of P1’s overall workload. P1 and P12 both felt that their educational
workload fitted into their job plans. However, P4 felt that they were working in excess of
their contracted educational hours. All members of this subgroup made their EHU contacts

via the MA.

6.2.3.1 NETWORK SIZE

Referring to table 16, P1 has the smallest network in the study, both in terms of degree and
number of individuals. They are one of only 2 participants not to have any groups in their
network. Whilst P12’s network only has 7 nodes, 4 of these are groups, the largest of which,
P12G3, is 200 learners. At a total of 283 individuals, P12’s network is above the median
value, but below the mean, the latter being skewed by the large number of individuals in
P8’s network. P4 has one of the smaller networks in the study, with a degree of 15 and a

total of 20 individuals.
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Number of
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Figure 21: P1 network size
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6.2.3.2 NETWORK MEASURES AND HETEROGENEITY

Table 17: network measures P1, P4 and P12

Participant Efficiency Constraint Density Structural
Holes

P12 0.592 0.371 0.479 22
Study mean 0.680 0.193 0.343 458
Study median 0.735 0.155 0.271 276

Study range 0.500 - 0.830 0.082 - 0.371 0.179 - 0.545 22 - 1510

Reviewing table 17, P1 and P12 both have levels of constraint which are high relative to the
whole study group. Indeed, P12 has the highest constraint of the study group as a whole
(0.371). Such a network configuration may be consistent with expressive action, whereby
ego wishes to maintain their current position. These findings can be accounted for by the
small degree of P1’s and P12’s networks and the cliques which constitute the majority of
their networks (circled in figures 24 and 26, below). The relatively low number of structural
holes also reflect the presence of these cliques, combined with the small network degree.
P4 also has cliques in their network, the largest being circled on figure 28, below. Whilst
this clique is the same size as the clique in P12’s network (n = 5), P4 has the larger network
and therefore has lower constraint (0.197). In theory, higher constraint and lower numbers
of structural holes could limit the bargaining power of P1 and P12. However, these
measures are calculated for the network as a whole and do not convey the more nuanced
picture that can be seen in figures 24, 26 & 28 of areas of low and high constraint.
Inspecting these figures, it is striking that the networks of all three participants are in three
components. Both P4 and P12 have a component which is solely from the personal
relationship context, whilst P1 is the only participant in the study to describe receiving
support from an overseas alter. Such separation of the network means that each
component can potentially provide a completely different resource to the other
components, with ego being able to act as broker between the components. This concept

will be returned to in chapter 9 with an analysis of the impact of the MA.
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AP Table 18: network measures P1, P4 and P12

P1A1

Participant Proportion of

network clinical

P1 0.571
3160 P4 0.4
P12 0.429
Figure 24: P1 network heterogeneity Study mean 0.623
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[ g Study range 0.4-0.762
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Figure 27: key for professional background

136



Referring to table 17, above, P4’s network has the highest efficiency within this subgroup
(0.787). In other words, P4 has the highest proportion of non-redundant ties, which can be
a marker of a network’s heterogeneity, as unconnected ties are considered to offer
differing resources (Borgatti, Everett and Johnson, 2018). Additionally, considering figures
24, 26 & 28, P4 has the most heterogeneous network in this subgroup in terms of
relationship context, drawing from 5 contexts for their university educational role.
Interestingly, almost half of P4’s network is from the personal relationship context; the
highest proportion in the whole study. P4 was also the only member of this subgroup to
report that their educational workload was in excess of job-planned hours. Therefore,
whilst possibly advantageous, co-ordinating a network of disconnected alters could present

difficulties for P4. These issues are returned to in section 7.2.5.

Whilst P4 drew from the broadest range of relationship contexts in this subgroup, P12
gained support from more professional backgrounds by including learners, who are not
included by either P1 or P4. Referring to table 18, P4 and P12 had the lowest proportions
of nodes from a clinical background in the whole study group, P4 with the lowest and P12
the 2" lowest. They are also both the only participants in the study whose sole educational
role was university-based, with no formal educational role in their clinical place of work.

Hence, this may explain why there are fewer clinicians in their networks.
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6.2.4 MID CAREER

P5, P6 and P11 all completed their MA at the mid-point of their clinical careers as NHS
hospital consultants. At the point of graduating from the MA, all three participants were
already established in senior educational roles at a Trust and HEE North level, whilst P11
also held a national educational role. P6’s educational role comprised 10% of their overall
workload, whereas P5 and P11’s roles accounted for 20% of their jobs. P5 felt that their
educational workload was consistent with their job plan. Conversely, P6 and P11 felt that
they were putting in more hours for education than they were paid for. All three

participants made their EHU contacts via the MA.

6.2.4.1 NETWORK SIZE

Referring to table 19 and figures 29 — 31, below, the networks of P6 and P11 are below
average for the study group, both in terms of degree and number of individuals. P6 had no
groups in their network, whereas P11 had 3 small groups. The larger of P11’s groups, P11G2
and P11G3, consisted respectively of 10 and 7 individuals who provided support in relation
to P11’s national educational role. It is perhaps surprising that two such experienced
medical educators have amongst the smaller networks in the group, especially P11 who
held a national educational role. However, it is possible that, once a medical educator is
established in a career path, they can afford to be more selective in the people they turn

to for support.

P5’s network size is in the middle of the study range. In terms of degree, P5’s network was
not substantially bigger than P11’s (24 vs 20). However, at 218 individuals P5’s network
contained substantially more people than P6 and P11. This was largely due to two of P5’s
groups: P5G3, which contained approximately 70 junior doctors (learners) and P5G5, a
group of approximately 100 medical educators. P5 and P6 held relatively similar
educational roles, yet P6 did not mention such groups. Hence, variation in network size

may be a result of different interpretations of ‘support’.
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Figure 29: P5 network size

Figure 30: P6 network size
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Figure 31: P11 network size
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Table 19: Network size P5, P6 and P11

Participant Degree Number of

individuals
in network
P5 24 218
P6 12 12
P11 20 35
Study 24.1 301.33
mean
Study 22,5 61.5
median

Study 7-46 7-1964
range



6.2.4.2 NETWORK MEASURES AND HETEROGENEITY

Table 20: network heterogeneity P5, P6
and P11

P5G4
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Figure 32: P5 network heterogeneity
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Considering figures 32, 34 & 36, above, P11’s network is somewhat distinctive in consisting
of four separate components. The largest component makes up the majority of the
network and is composed of 6 different relationship contexts. The two small components
in light blue (same site, same clinical employer category) consist of junior doctors. These
components, in conjunction with the largest component, provided support for P11’s Trust
and HEE North roles. The remaining component in P11’s network comprises two nationally
dispersed groups, P11G3 and P11G2. These groups supported P11 in their national
educational role. Hence, whilst the Trust and HEE North roles required a somewhat
heterogeneous mix of support, social resources required to perform the national role
would appear to be quite focussed. P11 has the highest proportion of alters from a clinical
background in the study group as a whole, which may indicate less heterogeneity in

support.

Table 21: network measures P5, P6 and P11

Participant Efficiency Constraint Density Structural
Holes

P5 0.521 0.155 0.500 276

P6 0.500 0.294 0.545 60

P11 0.830 0.148 0.179 312

Study mean 0.680 0.193 0.343 458

Study median 0.735 0.155 0.271 276

Study range 0.500 - 0.830 0.082 - 0.371 0.179 - 0.545 22 - 1510

The splitting of P11’s network into 4 components is reflected in the network measures.
Referring to table 21, P11’s network has the lowest density (0.179) and highest efficiency
(0.83) of the whole study. Conversely, P6’s network had the highest density (0.545) and
lowest efficiency (0.5) in the whole study and their small network was composed of just 1
component. Relatedly, P5’s network also had low efficiency and high density and their
network was also one component. Theoretically, therefore, the high levels of
interconnections between the ties in P5’s and P6’s networks would suggest redundancy of
resources. However, it is notable that, as with all participants, the networks of P5 and P6
contain a mix of clinicians and non-clinicians, whilst P5 also has learners. Hence, with such

differences between the alters, redundancy may not be an issue. Although both P5 and P6
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had Trust and HEE North roles, P5’s network demonstrates greater heterogeneity than
P6’s. P5 draws support from 6 different relationship contexts, double the number of
relationship contexts seen in P5’s network. P5 also includes learners within their network,
whilst P6 does not. Both P5 and P6 draw support from their alters in all relationship
contexts for each of their Trust and HEE North roles, rather than utilising specific

relationship contexts for the different job roles.

6.2.5 MID — LATE CAREER

P2, P7 and P10 all completed their MAs after being in substantive senior clinical positions
for 20 years or more. Prior to studying for the MA, all had held numerous educational roles
throughout their careers. At the time of interview, all three participants worked as NHS
consultants and performed educational roles at universities and their employing Trust, P10
having involvement with three different universities. P7 also had a national educational
role. Both P7 and P10 were part time faculty at EHU when they began studying for the MA.
Their EHU nodes are therefore considered to be contacts they have made whilst working
for EHU. For this reason, in chapter 9, their EHU contacts are considered separately to other
participants. P2 had two EHU contacts, P2A14 and P2A9. P2 met P2A14 in the course of
studying for the MA, whilst P2A9 was a longer standing relationship made in the course of

P2’s other work.

P2’s educational roles took up a third of their overall job. P10’s educational workload was
similarly time consuming, accounting for 30% of their workload, with additional hours
worked for universities. P7’s Trust educational role took up 10% of their overall workload,
again with extra hours worked for the university and national roles. All three participants
described their educational workloads to be compatible with their job plans. Additionally,
they described how their university roles were separately remunerated and conducted
either during study leave or in their own free time. Such encroachment of education into
personal time is indicative of how important the educational roles were to these

participants.
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It is of note that, at the time of interview, P10 was in the process of scaling down their
educational work, pending imminent retirement from clinical practice. The support
network was therefore that which P10 had relied on 6 —9 months prior to interview, when
they still occupied all their educational roles. The decision to adopt this perspective was
made in conjunction with the participant, as it was felt that this provided the richest picture
of their work, allowing full contextualisation of the impact of the MA. P10 graduated from

the MA approximately 5 years prior to the interview.

6.2.5.1 NETWORK SIZE

Referring to table 22 and figures 37 - 39, P10 had the largest network in the study group in
terms of degree (46), and the second largest number of individuals (629). The largest group
in P10’s network (P10G2) was a group of 450 individuals who were directly involved in
medical education. With 15 groups and 31 individuals who provided regular educational
support, P10 had a large support base, but such a network may have been time consuming

to manage.
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Table 22: network size P2, P7 and P10

Participant Degree Number of
individuals

in network

P7 35 70
P10 46 629

Study 24.1 301.33
mean

Study 22.5 61.5
median

Study 7-46 7-1964
range



P7 had a larger than average network in terms of nodes (35) and slightly above the median
level for number of individuals (70). Whilst the national educational body to which P7 was
affiliated had approximately 400 members, P7 did not describe obtaining support from the
whole group, but rather subgroups within the organisation. The largest of these subgroups,
P7G3, consisted of approximately 12 individuals. At the time of interview, P7 was still
building educational roles; they had been appointed to a new position just 10 months prior

to interview. Hence, P7’s network was potentially still evolving.

P2’s network was below the mean and median study values in terms of both the number
of nodes and number of individuals. The largest groups, P2G4 and P2G5, each consisted of
approximately 10 people who provided support with medical students and junior doctors.
Whilst P2 described regularly engaging in new educational projects, their job roles were
relatively long-standing. Hence, as suggested with P6 and P11 above, P2 may have

developed a more focussed network.

6.2.5.2 NETWORK STRUCTURE AND HETEROGENEITY

Referring to figures 40, 42 & 44, below, all three participants’ networks were in one
component. This level of interconnectedness is perhaps not surprising, as all three
participants’ networks included alters they had known for over 20 years and with whom

they had worked in varying contexts.
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Table 23: network heterogeneity P2,
P7 and P10

k P2G4

P2A13

Participant Proportion of

network
clinical

P2 0.619
P7 0.735
P10 0.7

Study mean 0.623
Figure 40: P2 network heterogeneity

Study median 0.64

Study range 0.4—-0.762
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Considering table 24, below, P2 has a relatively high-density network, with a density of
0.476. In part, this may be due to the smaller size of their network, but this finding is also
contributed to by a dense group of contacts, encircled in red on figure 40. With the
exception of P2A9, this group constitutes a clique, and contains more than half of the alters
within P2’s network. It is this group which therefore also contributes to the lower efficiency
(0.546) seen in P2’s network. The alters in the encircled group are primarily based at P2’s
clinical place of work, but also include P2A9 from EHU and two personal contacts. One of
the personal contacts is P2’s spouse, the other is a former work colleague of P2, who is now
a personal friend. However, with the exception of the EHU contact made through the MA
(P2A14), the rest of P2’s network provided support for their Trust role. P2 therefore drew
from a broad range of support for their Trust role, these alters being from 5 different

relationship backgrounds.

Table 24: network measures P2, P7 and P10

Participant Efficiency Constraint Density Structural
Holes

P2 0.546 0.177 0.476 220

P7 0.749 0.104 0.259 882

P10 0.735 0.082 0.271 1510

Study mean 0.680 0.193 0.343 458

Study median 0.735 0.155 0.271 276

Study range 0.500 - 0.830 0.082 - 0.371 0.179 - 0.545 22-1510

Contrastingly, P7’s network had relatively high efficiency (0.749) and lower constraint
(0.104). These findings are contributed to by the three distinct subgroups apparent in their
network (figure 42). These groups are not separate components, as there are some

interconnections, but there are distinct clusters, as shown on the dendrogram in figure 45.
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Figure 45: clusters in P7's network aligned with educational roles

Reading the dendrogram from right to left, one can follow the branches to identify the 3
main clusters. These clusters correspond with P7’s different educational roles, as indicated
in figure 42. Referring to figure 42, the group within the green oval provided support for
P7’s EHU teaching role. This group included P7’s spouse, who was also a medical educator.
The largest group within the red oval supported P7 in their national educational position.
It is notable that the smallest group, circumscribed by the blue oval, delivered support for
P7’s Trust educational role. Hence, the vast majority of P7’s educational support network
was for roles which they undertook in their own time or during study leave. With the
support for these roles constituting the larger part of the network, it is not surprising that
this is where there is most heterogeneity, including support from 5 different relationship

contexts. In contrast, P7’s Trust role only required support from Trust colleagues.

P10’s network also had relatively high efficiency (0.735). Despite the density in P10’s
network being in the mid-range of the study group, the relatively large size of P10’s
network has contributed to the lowest constraint (0.082) in the study and the highest
number of structural holes (1510). As constraint is effectively an inverse measure of
structural holes, it is therefore unsurprising that P10’s network contains two extremes of
value for these measures. Such a high number of structural holes indicates the bargaining

potential within P10’s network. However, as discussed with P3’s network above, such
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interactions may be extremely time-consuming. In contrast with P7, but similar to P2, the
majority of P10’s network provided support for their Trust educational roles. Referring to
figure 44, this included the Trust connections, encircled in blue, the HEE North connections
in orange and the nationally distributed contacts (pink). Support for the university roles is
less heterogeneous. Demarcated in green, support for the EHU role includes EHU
connections and P10’s spouse, who is also involved in medical education. The nodes in
yellow delivered support for P10’s roles at two different universities. Hence, the majority
of the network, in terms of size and different relationship contexts, was providing support

for P10’s day to day work in their employing hospital Trust.

All three participants named their spouse as part of their support network. Referring to
figures 40, 42 & 44, the spouses appear well connected to other parts of the participants’

networks, indicating some overlap between professional and personal lives.

6.3 CHAPTER SUMMARY

The most notable aspect of the results presented in this chapter is the marked diversity of
the participants and their networks. In terms of size, networks varied from just 7 nodes and
7 individuals (P1) to 46 nodes (P10) and 1964 individuals (P8). The distribution of network

size is summarised in figures 46 and 47.

Network degree
50 46
40 38 35 37
21 20
20 15
12
, 1 [
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Number of nodes in network
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Figure 46: Network degree of study participants
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Figure 47: Number of individuals in participants' networks

Considering the career stage at which the participants completed the MA, participants
ranged from senior trainee to within five years of retirement. Hence, the participants would
have embarked upon the MA with widely varying experience, knowledge and expectations.
The participants held a variety of educational job roles at Trusts, HEE North, universities
and with national bodies. Hence, it is difficult to make comparisons when the participants
and their job roles are so diverse. Even where job roles and level of clinical experience were
similar, as was the case for P5 and P6, support networks could still be markedly different.
This difference may have been due to discrepancies in availability of support, or variations
in interpretation of the question ‘Who are the people who support you in your role as a
medical educator?’. Participants also differed in how they utilised their networks. Some
accessed specific nodes to support a particular educational role (for example P9), whilst

others relied generally upon their entire network for all their work (for example P4).

A further area of variation between participants was in the educational workload, which
accounted for between 10% (P6) and 80% (P12) of participants’ workloads. Seven
participants (P8, P1, P12, P5, P2, P7, P10) felt that their job plans were consistent with their

educational workloads, whereas five participants (P3, P9, P4, P6, P11) were of the opinion
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that they were working in excess of the hours for which they were paid. There did not
appear to be any discernible relationship between those who reported working excessive
hours and network size, network measures or heterogeneity. Interestingly, none of the
most experienced participants, P2, P7 and P10 reported working in excess of paid hours.
Hence, with experience, educators may delegate responsibilities more often than their less
experienced colleagues or cease undertaking roles which are not adequately remunerated.
Additionally, four participants, P2, P3, P7 and P10, all held university roles which they
undertook in their own time or during study leave. Such findings demonstrate the

dedication of the participants to their medical education roles.

With such commitment to education, it is therefore surprising that only 5 out of the 12
participants included learners in their networks. How learners can be beneficial to
educators is discussed in chapter 7. However, all networks included non-clinicians. In terms
of relationship context, 50% of the sample (P2, P7, P8, P9, P10 and P12) named a spouse
or partner within their network as providing support. The spouses of P2, P7 and P10 were
well connected to these participants’ work colleagues, which is likely a function of the
length of time these individuals have been in their work roles. Considered alongside the
extra educational work, paid or unpaid, that participants undertook in their own time, such
inclusion of personal relationships demonstrates how medical education can become
intertwined with the personal lives of some medical educators. Attitudes towards mixing

personal and work relationships are further discussed in chapter 7.

In terms of network measures, a broad variety of networks are present. From small, highly
interconnected networks such as P6, with high density (0.545) and low efficiency (0.5), to
P11’s more sparsely connected network, with low density (0.179) and high efficiency (0.83).
How these medical educators work with their support networks is therefore likely to be
quite different. However, whilst network measures can provide a framework for
understanding participants’ networks, they cannot produce a complete picture. For
example, P12 had the highest constraint network, which one may suppose provided P12

with lack of bargaining power. Nevertheless, when viewing P12’s sociogram, we can see
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that this network is actually 3 separate components, providing brokerage opportunities
and heterogeneity that would not be apparent from basic network measures. When adding
in the qualitative analysis, it becomes evident that these components are from different
contexts — workplace, personal life and EHU. Hence, a combination of qualitative and
guantitative data is required to provide the clearest picture of the SC of a medical educator

and subsequently understand the impact of an educational programme upon that SC.

In summary, the marked diversity in learners and their support networks presented in this
chapter clearly presents a significant challenge to institutions in planning, delivering and
evaluating educational programmes. However, without an approach such as mixed
methods social network analysis (MMSNA), these differences may not even be apparent.
Building upon this analysis of the participants’ support networks, the following chapter

presents an examination of the resources embedded within those networks.
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CHAPTER 7: RESULTS PART 2 - SOCIAL
CAPITAL RESOURCES OF THE NON-EDGE
HILL UNIVERSITY NETWORK

7.1 INTRODUCTION

This chapter examines the social resources, or SC, that participants have mobilised from

their non-EHU networks. Non-EHU networks are defined as the social connections made
outside of the context of the EHU master’s degree programme. As illustrated in the
previous chapter, the non-EHU network contacts greatly outnumber the contacts made via
EHU. Consequently, the bulk of resources mobilised by medical educators is likely to be
accessed from the non-EHU aspects of the networks. Analysis of the resources supplied by
non-EHU connections will therefore provide an understanding of the varieties of resources
that medical educators require to perform their roles. It is against this backdrop that the
impact of the EHU master’s may subsequently be examined and understood. Template
analysis produced themes and subthemes of resources, which will be presented along with
illustrative quotes from the participants. Factors affecting formation and mobilisation of

these forms of SC will be covered in chapter 8.

7.2 THEMES

In total, seven overarching themes of support were developed: delivery of education;
organisational support; collegiality; career support, flexibility; personal support beyond the
workplace and support with academic activities. These themes are summarised in figure
48, along with the related subthemes, all of which will be sequentially defined throughout
the chapter. Figure 49 presents a summation of the mobilised resources offered by each
tie in the participants’ non-EHU networks. Looking at figure 49, the most frequently
mobilised resources fall into the ‘delivery of education’ and ‘organisational’ categories.

Figure 50 illustrates how resources are spread between the participants. Delivery of
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education and organisational support are the only two resources that are mobilised in

every network, with variable presence of the other resources in the different networks.

It is important to note that labels of themes and subthemes are abbreviated for the
purposes of the tables and figures. Longer, more descriptive titles are used in the main
body of the text. Lack of reporting of a resource for a specific participant does not mean
that they lack the resource, but merely that they have not chosen to include this as an

important aspect of their network.

Social capital of medical educators

Clinical cover
Home life

Flexibility

Work Career
Development

Personal
— Delivery of
political Organisational education el
Co-teaching
Administrative . Enjoyment
Information technology Academia

Delivering teaching
Learning through teaching
Learning through observation

Qualifications Development

Research &
publications

Themes and sub-themes

Figure 48: Themes and subthemes of mobilised social capital
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Figure 49: Distribution of non-EHU resources in combined networks of all participants
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Figure 50: non-EHU resources per participant
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7.2.1 DELIVERY OF EDUCATION

‘Delivery of education’ is the largest theme, both in terms of the quantity of ties offering
the resource and the number of subthemes identified. This overarching theme
encompasses comments which relate to the different aspects of delivering medical
education to the learner. It may include helping ego to deliver teaching or the benefits that
ego gains from the social interactions involved in teaching. The overarching theme is
broken down into seven subthemes: ‘knowledge’, ‘co-teaching’, ‘enjoyment’, ‘learning
through teaching’, ‘delivery of teaching’ (by an alter), ‘learning through observation’ and
‘development of teaching’. Figure 51 illustrates the total number of ties offering these
resources — the figures are derived from the addition of the ties of all the networks

combined. Figure 52 details the distribution of these ties amongst the participants.

Delivery of education subthemes: non EHU network

Development [ 3
Learning through observation [l 2
Delivering teaching [N /!
Learning through teaching | ©
Enjoyment [l 5
Co-teaching [N ¢0
Knowledge [l 5

0 10 20 30 40 50 60 70

Number of ties supplying resource

Subtheme

Figure 51: Number of non-EHU ties providing delivery of education subthemes in all networks combined
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Delivery of education subthemes per participant
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Figure 52: delivery of education subthemes — non-EHU ties per participant

7.2.1.1 CO-TEACHING

‘Co-teaching’ is a situation where ego and alter share responsibilities for teaching. This is
the most frequently occurring subtheme in the delivery of education category and P3 is the

only participant not reporting a tie delivering this resource.
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Co-teaching: number of ties per participant
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Figure 53: Number of non-EHU ties per participant providing co-teaching resource

As can be seen from figure 53, P7 has the largest number of ties in this category. P7 had a
national educational role, which involved working with a team of people on a variety of
educational projects. Unfortunately, P7’s quotes could not be used in this section, as their

examples were so specific that they would breach the participant’s anonymity.

The following quotes from P1 and P10 illustrate how widely co-teaching interactions can
vary. One of P1’s roles involved the organisation and delivery of medical student teaching

in the clinical workplace:

Teaching the medical students...I share the role [with my colleague] so that
makes it easier because if I’'m not there then [they] cover and [if they’re] not
there then | cover...as well. So those are the things, which | think practically

makes things a bit easier. (P1)

P10 described how they co-supervised a trainee with another consultant:

We had to plan the trainee’s actual work. | mean, obviously, they had a
personalised work plan, that said ‘you’ll be in [x and y place]” but actually,

working it out between us, in terms of ‘What are we going to do with these
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people? How are we going to make sure they get enough experience in [x]?
What are they covering in [x]? Have they actually seen people with [x
condition]? Oh, they haven’t actually. OK, we better make sure, the next half
dozen patients we see, we’ll make sure they see them’. And making sure
they’re getting enough of their [specified activities] and WBAs [workplace-
based assessments] and...conversations about writing the supervisor report.

(P10)

These quotes serve to highlight that resources provided within this subtheme are not
uniform. P1 is essentially describing cross-cover, which may not require much in-depth or
regular communication. However, P10’s account is one of a much more involved
interaction, emphasising the intensive organisation and planning required to ensure the
provision and monitoring of a detailed, comprehensive and personalised postgraduate

training plan.

7.2.1.2 SUPPORT WITH THE DELIVERY OF TEACHING (DELIVERING TEACHING)

This subtheme was derived from descriptions of situations where an alter delivers teaching
which assists ego in some way. It is different from co-teaching, in that alter and ego do not
share responsibility for the delivery of the teaching. There is frequently an element of ego
delegating the teaching to the alter. Despite the element of delegation, the spread of ties
amongst the participants (figure 54) does not necessarily relate to the seniority of the
participant’s teaching role. For example, P9 had 5 ties that delivered teaching, but was the
only participant who did not have a formal educational role beyond educational supervisor.
It was perhaps this lack of formal, paid teaching roles which led P9 to delegate teaching to
others. Conversely, P8 had a senior trust educational role and a national role, yet did not
cite anyone delivering teaching on their behalf. This may be because they had developed a

way of managing their time, which will be explored further in section 8.2.7.2.
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Figure 54: Number of non-EHU ties per participant providing delivery subtheme

Both P3 and P7 had senior roles which entailed responsibility for large groups of learners.
One of P3’s trust roles entailed responsibility for co-ordinating the training and supervision

of 168 junior doctors. Here, P3 described how a team of clinicians provide this resource:

We’ve got the [teaching] team and there’s two leaders in particular to that
team and they’re clinical educators...These guys are absolute stars, they’ve
seen it all, they go out on the wards, they’re the ones that...help supervise the

[junior] doctors. (P3)

P7 described the process of utilising networks to deliver a national teaching programme

for approximately 400 learners (P7 did not include these learners in their network):

The other thing where networking comes in is pulling the programme
together. And that is either trawl through who you know, or you’re looking at
the programmes of things like ASME and AMEE and thinking, ‘Oh that looks

interesting, | wonder if he’ll come and do that?’ (P7)
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When dealing with such large numbers, it is clearly not going to be possible for one
individual to personally deliver all the teaching. However, P7’s comments are suggestive of
targeting individuals for a particular skill or knowledge area, something which will be

returned to in the section 8.2.1.2 with the consideration of heterophily.

7.2.1.3 DEVELOPMENT OF EDUCATIONAL MATERIAL (DEVELOPMENT)

This subtheme originated from participants’ accounts of a creative process whereby the
participant and an alter developed work or ideas together to produce something more than
either would potentially attain alone. Figure 55 provides an overview of the distribution of

this subtheme amongst the different participants.
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Figure 55: Number of non-EHU ties per participant providing development resource subtheme

P8 had the greatest number of ties providing support with education development, one of
these ties being to a Twitter group of 1743 Twitter users. P8’s descriptions of how the
various groups helped with teaching development are explored in the following chapter,

where the importance of heterophily is considered. Whilst P11 and P4 do not have the
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highest number of ties in this subtheme, their comments provide clear examples of the

reciprocal nature of educational development.

P11 described how group working helped curriculum development in a national

educational role:

It started as brainstorming and focussed down...[We were] sparking ideas off

each other. (P11)

P4 detailed the nature of development of university-based educational programmes:

We bounce ideas off one another, we develop courses together. (P4)

Both P4 and P11’s comments highlight that the development of education is a dynamic
process. In contrast with the delivery subtheme, where ego may passively receive a
resource, the development resource only exists because of an ongoing, active and possibly

quite intensive process.

The remaining delivery of education subthemes are only described by 3 or fewer
participants. Hence graphs showing the distribution of ties amongst participants will not be

provided for the rest of this theme.
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7.2.1.4 LEARNING THROUGH OBSERVATION

This subtheme was developed from descriptions given by P2, P7 and P10 of situations
which enabled them to learn teaching skills by either observing an alter teaching or co-

teaching with an alter.

P2 described how learning through observation was so important that co-teaching is built

into their educational programmes:

We have quite a philosophy here for trying to co-facilitate things and although
that’s an expensive way of doing things you get a much better...educational
input because you’ve got two people bouncing ideas off one another and then
those two people then learn from one another about different ways of doing
things, so particularly for new educators we always get them to co-facilitate

with people till they feel confident. (P2)

P7 also noted the benefits of co-teaching:

It’s always useful to see how other people do things...It means that you can
see other people in action and [think] ‘1 like the way that works’, or ‘that
doesn’t work very well’ and you can learn from that, so you can pick that up

and put it into other things. (P7)

P10 valued observing others teach:

You see how they go about things. Particularly, you know, how do they
construct a session? What do they think of putting into it? All teachers

ruthlessly pinch other people’s ideas. (P10)

Hence, for these participants, the learning through observation resource was supplied in

conjunction with the co-teaching resource. Additionally, P2’s comments highlight that
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there can be a developmental aspect to co-teaching, with a jointly taught session
potentially becoming a different entity than if a session had been delivered by either

educator independently.

7.2.1.5 LEARNING THROUGH TEACHING

This subtheme was derived from descriptions of situations whereby the process of teaching
an alter helped ego to learn. Only three participants, P12, P7 and P5 described this
subtheme. The majority of P12’s work is within a university, with only 1 day a week of
clinical work. In discussing the difficulties of keeping up to date with both clinical and
educational roles, P12 remarked how the 200 students in their network helped them

maintain their knowledge base:

I think that being an educator in medicine, you do keep up to date by virtue of
the job, ‘cos the students keep you updated and you have to be on the ball. So,

I think the two complement each other very well. (P12)

P7 echoed these thoughts:

I think [teaching] keeps it current in your mind. And | think as you teach it and
as you interact with the participants and bounce ideas off each other [you

think]: ‘oh, I never thought of doing it that way’. (P7)

P5 completed their master’s in mid-career and identifies a generational gap between
themselves and their trainees. Regular interactions with trainees helped to bridge this

divide and potentially assist P5 to learn new skills:

| think it helps you keep a bit more with what that generation's thinking... |
mean like they're all brilliant on their phones, like | can't get on FaceTime...But

you know, they're very good at all that. (P5)
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The quotes from P5, P7 and P12 demonstrate the importance of workplace learning and
the presence of ongoing learning following completion of the master’s programme. Whilst
all the participants delivered some form of face-to-face teaching, looking back to section
6.3, only 5 out of 12 participants included learners within their networks. P5, P7 and P12
all arguably describe generic benefits from the learners, which could be present in a variety
of learning scenarios encountered by medical educators. Hence, those participants who do

not cite learners as part of their network may be neglecting an important source of SC.

7.2.1.6 ENJOYMENT OF TEACHING

‘Enjoyment of teaching’ describes a relationship whereby ego teaches alter and is rewarded
with feelings of enjoyment and/or fulfiiment. Hence, figure 51 only records this subtheme
in those participants who included learners within their networks. P3 and P5 were the only

participants who reported ties within their networks supplying this resource.

P5 described a parental attitude towards their group of 70 junior doctors:

A lot of [the job is] interactions with the trainees, which | quite like. You have to
like it really, or you wouldn't do it. | quite like the interaction with them, they're
all young and cheerful...l quite like that, seeing...what they're like, watching
them develop and stuff. That sounds a bit naff, but it is quite good seeing them
all grow up and fly off. (P5)

P3 included a group of 168 junior doctors within their network:

it’s not fair to say | don’t get anything back from them because they’re one of

the reasons | do my job. Just if they’re happy, I’'m happy. (P3)

Although P4 did not specifically include learners in their network, they described a more
general enjoyment of teaching, likening their university teaching to an antidote to their
mundane clinical work. In addition to the enjoyment they obtain from teaching, experience

with teaching helped P4’s self-confidence:
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[Teaching] keeps me interested in going to work...I've always had really [low

self-confidence], but | get a real buzz out of teaching now. (P4)

P3, P4 and P5’s comments illustrate how the process of teaching can have a positive impact
on the mental wellbeing of educators. It may therefore follow that the presence of ties
which reward ego in this way may have a more general impact on the rest of their work,

both educational and clinical.

7.2.1.7 KNOWLEDGE

The ‘knowledge’ subtheme is derived from accounts of situations whereby alter supplied
fact-based or procedural knowledge. P8 and P9 were the only participants who described

being able to obtain this resource from their non-EHU network.

P9 wanted to know how a private sector company was implementing a specific type of

practice, so they went to observe the company at work:

[They] agreed to allow me to attend as long as | didn’t take any of what I learnt

in specifics outside of the room. (P9)

P9’s statement illustrates the specificity of the knowledge that P9 wanted to acquire, in
addition to the perceived commercial value of the knowledge to the company. Indeed, P9
went to great lengths to obtain this resource. They spoke to a variety of people at different
meetings and conferences before being placed in contact with the person who provided
them with access to the above company. In so doing, they had to create a chain of new
network contacts to obtain the required resource. In contrast, P8 mobilised resources

already within their established non-EHU network:

I've used the experience of the previous head of school in the [specialty] and

kind of the course director of the [national course]. [They’re] in [their] 60s and
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[have] a zillion years of experience. | do kind of lean on them a little bit for

that, really. (P8)

Both P8 and P9’s experiences demonstrate that the requirement for knowledge can only
be fulfilled by specific individuals, as it is focussed towards achieving a particular aim. This
necessity is in marked contrast to the more generic benefits obtained from learners

described in the previous two subthemes.

7.2.2 ORGANISATIONAL SUPPORT

The ‘organisational support’ theme was developed from comments pertaining to behind-
the-scenes arrangements that did not directly relate to face-to-face teaching, but which
were necessary for it to be delivered. This theme is divided into 3 subthemes:
‘administrative support’; ‘political support’ and ‘information technology (IT) support’. As
can be seen from figure 56, all participants had at least one tie providing ‘organisational,
political support’. Indeed, ‘organisational, political support’ is the only resource subtheme

to be present in each of the networks.
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Figure 56: number of non-EHU ties per participant supplying organisational support
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7.2.2.1 POLITICAL SUPPORT

The ‘political support’ subtheme was derived from participants’ accounts of systems of
power within the workplace. This subtheme includes the following: provision of advice on
how systems work; an alter providing their political clout to help ego achieve their aims;

and ego informing their line manager or equivalent of a difficult or important situation.

The ‘political support’ subtheme is the largest within the ‘organisational’ theme. As can be
seen from figure 56, political support’ was a prominent feature for P10. Interestingly, P10
had been practising as a doctor for longer than any of the other participants at the time
they completed their master’s. They had the largest network in terms of degree (number
of nodes), and second largest in terms of number of individuals. P10 had numerous roles
within their employing trust, in addition to working with three different universities. Thus,
P10 had multiple organisational structures to navigate. P10’s quotes are not used below
but will be used in later sections as they serve to highlight more of the complexities of
‘political support’. Despite P10 having the greatest number of ties offering ‘political
support’, P10 felt that this was a resource which was lacking within their clinical educational
work. This issue is further discussed in section 7.2.9, with consideration of ‘unavailable

resources’.

P3 discussed how ‘political support’ was important in resilience in their trust educational

role:

it’s them [the senior managers] saying, yes, you’re right, go ahead, your
principles are right, we’ll support you and then that helps with resilience,

because you’re not taking things on yourself. (P10)

P4 described how a senior, more experienced colleague assisted them in navigating the

system in their university-based educational role:

168



whenever | have queries... just generally about how things work in the medical

school, [they’'ve] always been there to point me in the right direction. (P4)

P6 and P11 outlined the importance of ensuring a senior person is aware of difficult
circumstances. The person in the senior position isn’t necessarily expected to do anything;

it is sufficient that they merely are aware of what is happening:

I would contact [my line manager] about anything | was unsure about, I’d copy

[them] into emails, a lot of emails, just so [they’re] aware. (P6)

I’m one of those people who likes to tell people what I’'m doing. | don’t want

them to do anything, but | just like them to know. (P11)

Whilst P4 describes a more active role for the alter in the provision of ‘political support’,
the other quotes highlight that this can be quite a passive role. In some ways this is a form
of moral support, in that it reinforces the position that has been adopted by ego. However,
this reinforcement is only possible because of the political context in which it occurs; line

manager to employee or equivalent. This is discussed further in section 8.2.5.1.

7.2.2.2 ADMINISTRATIVE SUPPORT

The ‘administrative support’ subtheme was developed from comments relating to

assistance with the administrative aspects of an educational role.

As can be seen from figure 56, only P4 and P9 do not report any ‘administrative support’.
Indeed, P9 reported that this was a resource which was missing from their network (see
section 7.2.9). P1 described how their ‘administrative support contact’, P1A4, was useful

as a ‘go-between’ in their hospital-based university role.
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When the medical student comes into the dept, [P1A4] gives out the list and
takes the photos and all that kind of stuff...[They] also circulate information
about the training and the courses coming from the medical school and also,
if you want to pass something to the medical students then you would go

through [P1A4] because [they’re] the one who knows where they are.

P2 described the wide variety of functions performed by the administrative assistant for

their clinical educational role:

Where’s such and such, have | got a handout for this? Have we got a manual
for that? Can you get the thingy to work? Liaising with other people, for
instance [if] one of the tutors hasn’t got access to [the VLE, P2A2] will do it for
me. (P2)

P6 described the importance of having good ‘administrative support’ in making their HEE

North educational role run smoothly:

The person | haven’t mentioned who makes a huge difference to the whole of
my life is my secretary. ‘Cos I’ll just say I’m doing [an educational activity] and
[they’ll] sort it and if | say I’'m expecting this, or | need to meet with a trainee,

[they’ll] just liaise. (P6)

The comments from P1, P2 and P6 reveal the diverse range of activities that administrative
staff perform. P6 is deeply appreciative of the vital role played by their secretary, whilst
P1’s admin support provides a communication hub between educators and learners.
Hence, whether in a trust, HEE North or university role, good administrative support is an

important factor in being able to function as a medical educator.
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7.2.2.3 INFORMATION TECHNOLOGY (IT) SUPPORT

This subtheme relates to participants’ descriptions of assistance with the IT aspects of their
educational roles. Five of the participants, P2, P4, P5, P7 and P10, reported having ‘IT
support’ within their network. Interestingly, none of the participants who mentioned IT as
being important completed the MA early in their career. This may be pure coincidence, but
it is possible that younger educators may consider themselves to be more au fait with
technology and therefore perceive themselves as requiring less support in this area. There
does not appear to be any link between the mobilisation of ‘IT support’ and participants’
educational roles. Of those mentioning ‘IT support’, only P5 did not have a university role
and their IT support took the form of assistance with literature searching to inform both
clinical and educational roles. However, P1, P3 and P12 all had university roles and did not
mention IT support as part of their network. P4 and P10 outlined the IT support which they

found useful in their university educational roles:

[They're] so helpful in terms of getting the technical aspects of [the VLE] to
run. Not just for us, but for the trainees, cos often it’s quite an off-putting thing

for learners that they can’t quite work the technology. (P10)

The e-learning team...helped to develop things like the i-books, they helped to
develop online learning resources, so they’re quite practically really helpful.

(P4)

These statements demonstrate that ‘IT support’ is quite specialised in nature. Those
providing ‘IT support’ can complete tasks such as development of i-books and maintaining
smooth running of the VLE. Such tasks may be difficult for someone with a clinical
background. Arguably, it would also be an inefficient use of an expensive resource for a
clinician to perform these roles. Additionally, P10’s statement shows that IT staff do not

only support the educator directly but help with student engagement and satisfaction by
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ensuring smooth delivery of educational programmes. Hence, it is possible that P1, P3 and
P12 may be neglecting an important source of assistance for their university roles if they

do not regard IT as being an important part of their support network.

7.2.3 COLLEGIALITY

This overarching theme encompasses comments participants made in relation to the
importance of friendly relationships with work colleagues. There are two subthemes:
‘moral support’ and ‘feeling valued by colleagues’ (abbreviated form: ‘feeling valued’). Only
two participants, P4 and P9, reported the ‘feeling valued’ resource, therefore figure 57,
below, simply shows the number of ties per participant for the overarching theme of
‘collegiality’. Neither P1 nor P12 neither reported ‘collegiality’ and both had the smallest
networks with a degree of 7. Superficially, it may therefore appear that educators who do
not feel they require a great deal of support may also not see the importance of
‘collegiality’. However, P12 has a relatively large number of individuals in their network —
283 in total. Additionally, in those reporting the resource, the number of ‘collegiality’ ties
does not necessarily reflect the number of overall ties in the individual network. For
example, referring to figure 58, P7 has the 4™ largest network degree, but only reports 1

tie providing ‘collegiality’ in their non-EHU network.
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Figure 58: EHU and non-EHU combined network degree per participant

7.2.3.1 MORAL SUPPORT

The ‘moral support’ subtheme was derived from participants’ descriptions of the
importance of receiving encouragement and psychological support from colleagues. Their
comments were consistent with the Cambridge English Dictionary definition of moral

support: 'If you give someone moral support, you encourage that person and show that
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you approve of what they are doing, rather than giving practical help.” (Cambridge English

Dictionary, 2019a)

P8 identified that being a medical educator was ‘potentially...a lonely place’. As can be seen
from figure 57, collegiality was an important feature in P8’s network, with 8 out of 18 non-
personal ties from the non-EHU network offering this resource. P8 provided their own

definition of ‘moral support’:

People have ups and downs, it can be really busy and stressful for a couple of
weeks, something that’s bothering you, and the people around you can see,
spot that and just kind of intervene, however, they see fit, really. That’s how

I’d say about the moral support. (P8)

P3 described how a group of managers provided moral support:

And when there’s something going on, it’s like they wraparound me, basically.

(P3)

P6 experienced a challenging phase at work when there had been clinical and educational
adverse events which were under investigation. A work colleague provided informal

support:

[They'd] just come into my office and say, ‘How are you today?’ and I’d say, ‘A
bit shit’ and then [they’d] just hug me and...walk out. And that was great,
[they] got me through, really. I’d hear [them] coming along the corridor and

think ‘Oh, thank goodness it’s you’. (P6)

P8, P3 and P6 all describe the importance of having supportive colleagues when problems
arise. Such situations range from the day-to-day ups and downs experienced by P8 and P3
to the more prolonged and intense period of difficulty faced by P6. However, ‘moral

support’ is also important even when work is progressing smoothly:

174



[It's] making sure that you’re not doing anything silly...You know when you just

want somebody to say you’re doing a good job? Cos you don’t always think

you are. (P11)

Here, P11 observes the importance of simple reassurance, or positive reinforcement for
simply carrying out a job to the best of one’s ability. It is likely that medical educators will
routinely be providing such reassurance to their learners. However, the comments of P11,
who was mid-career when they completed their master’s, demonstrate that even

experienced medical educators still need encouragement.

7.2.3.2 FEELING VALUED BY COLLEAGUES (FEELING VALUED)

This subtheme was developed from P4 and P9’s interviews which highlighted the
importance of feeling useful and valuable to colleagues. Whilst some similarity can be seen
between the moral support described by P11 above, it is important to note that what P11
was describing amounted to reassurance, whereas feeling valued progresses beyond that

to something more active. ‘Feeling valued’ was so important for P4 that they changed

educational roles:

When | was doing my undergraduate tutor roles in my clinical work,... | didn’t
feel trusted to lead the programme. | felt that | was being told what we had
to do, rather than given the ability to develop the course and the teaching. So,
I pulled out of doing med ed in my trust and came to do it in the medical school
where | feel that my work is somewhat more appreciated and that’s a big one.

(P4)

Such support can encourage medical educators to take on new challenges:
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They’ve always seemed to have faith and confidence in me, which | perhaps
haven’t had in myself. So, they’ve pushed me towards doing things, they give
me tasks to do that | might not feel qualified to do, but then | learn and do
them. (P4)

P9 also experienced not ‘feeling valued’ in clinical posts. Below, they describe their

experience in their year’s fellowship in medical education:

It was the first time that people valued me as a person and with my skills and
it really showed me how important it is to put value on people and what they

can do, rather than what they don’t. (P9)

In fact, P9 was valued so much that a job was written for them:

And | came out on cloud nine thinking ‘wow’ I’d absolutely no idea that | had
that much value to somebody, an institution like this, so it made me really,

really believe in myself. (P9)

Hence, ‘feeling valued’ amounts to more than just reassurance. P4 and P9’s comments
demonstrate that when a medical educator feels valued, they have more self-confidence,
which encourages them to further develop their skills, which ultimately will be beneficial

to both colleagues and learners.

7.2.4 CAREER SUPPORT

The ‘career support’ theme relates to support the participants described in relation to
obtaining jobs and with personal development necessary for career progression. The
overarching theme encompasses two subthemes: ‘obtaining educational work’

(abbreviated to ‘work’) and ‘career development’.
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Figure 59: Number of non-EHU ties delivering career resources per participant

Referring to figure 59, It is notable that P9 has by far the greatest number of ties providing
career support. Of all the participants, P9 completed their MA at the earliest point in their
career, graduating prior to becoming a consultant. They had been in a substantive
consultant post for just 18 months prior to interview and were the only participant who did
not have a formal educational role beyond ES. Hence, they were still in the process of trying
to establish themselves as a medical educator, which may explain the number of ties

providing ‘career support’.
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7.2.4.1 OBTAINING EDUCATIONAL WORK

This subtheme originated from participants’ accounts of support in obtaining educational
work. Such support includes: delivering ad hoc teaching sessions; involvement in
educational projects or committees; and obtaining a job. This subtheme is abbreviated to

‘work’ for the purposes of charts (for example, figures 48 and 59).

P10 obtained CPD via P10G2, a group of approximately 450 individuals. This group was also

a source of educational work:

[obtaining educational work] was mostly done ad hoc, informally, often at the
[national annual CPD meeting] because that’s when I'd meet up with people.
And it would be very much ‘Ok, we’re looking at doing this course, would you

mind if | have a chat with you about this?’ (P10)

Following P9’s fellowship year, a post combining educational and clinical roles was created
specifically for them. Unfortunately, the clinical aspect of the role fell through and the job

did not come to fruition. However, P9 maintains contact with the centre:

they sometimes ask if | can go back as faculty. In my dream, I’d quite like to
carry on [teaching a specialist topic].../t would be quite nice to go back and do

some stuff for them.

P1 kept in contact with P1A7 to find out about job availability in a university in their country

of origin:

I do keep in touch [with] the medical college in [my home country] from time
to time by email and when | visit home. The job is available whenever | want

it. (P1)
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P9 and P10 described a more passive experience of being approached with offers of
educational work. Conversely, P1 was actively seeking information about educational work
in their home country. However, whichever the direction of communication, it is evident
that a medical educator’s social contacts can greatly facilitate the process of obtaining work

in medical education.

7.2.4.2 CAREER DEVELOPMENT

The ‘career development’ subtheme incorporates descriptions of support with the
developmental aspects of the participant’s career in medical education, for example,
career advice. P3 and P8 both described mentors — P3’s was a formal arrangement,
whereas P8’s relationship with a senior consultant colleague evolved informally throughout

their career and had informed both clinical and educational work:

It would be intermittent, kind of those important junctions of your training,
you know, for example, when you’re thinking what...training to go into or the
ups and downs of ... training, and what to do for your [senior training] life,
when you’re thinking about consultant jobs. They’re the junctions where |

would find a mentor come in handy. (P8)

P3’s mentor relationship had only been established a few weeks prior to interview. P3

describes what they hope to gain from the relationship:

It’s about my [educational] leadership role and where I’'m going. (P3)

Therefore, the mentorship relationships offer support in planning career steps and making

important career decisions.

P9 spoke about support with developing skills to obtain both educational and clinical work:
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[P9A30] has been instrumental in getting me jobs, purely because [they’re]
very good at interviews. | am crap at interviews, so [they] gave me some
structure to my interview answers. So, | regularly go back to the structure
[they’ve] given me. [They] grilled me for hours on end in [their] house before

my consultant interview.

Hence, P9’s ‘career development’ support equipped them with the skills to obtain further

educational work.

7.2.5 FLEXIBILITY

The ‘flexibility’ theme was derived from descriptions of support which provided the
participant with the flexibility to perform their educational role(s). This theme is broken
down into two subthemes; ‘covering clinical duties’ (abbreviated to ‘clinical cover’) and

‘managing home life’ (abbreviated to ‘home life’).
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Figure 60: Number of non-EHU ties per participant supplying flexibility
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7.2.5.1 COVERING CLINICAL DUTIES (CLINICAL COVER)

All participants had clinical roles in addition to their educational roles. Some of the
participants described the importance of ensuring their clinical duties were covered when
performing their educational roles. For this, they relied on the support of clinical
colleagues. In addition, they may also have required their clinical line managers to approve
study or professional leave. These two categories are considered together as they are both
concerned with ensuring that there is no gap in clinical cover whilst the educator is

performing their educational role(s).

P11 described how their clinical colleagues were the most important supports in their

network, both in terms of providing clinical cover and approving leave:

Because to do educational roles, you need the support of your home base, your

home trust, and you need to have clinical flexibility and | get given that. (P11)

P5 described the need for formal approval of leave:

The trust are very good about releasing me... When | put in the leave forms,

it's never questioned. (P5)

P3 described how they and their colleagues provided reciprocal arrangements for covering

clinical duties:

Between us, actually, we’ve all got these other roles, so | think there’s that
understanding really, so one of us it always at the [clinical] site, so we cross-

cover. (P3)
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For some participants, flexibility was of central importance in being able to perform their
educational role. P4 was in a clinical role which left them clinically isolated, so they applied

for another role:

It was a place where I've always wanted to work, | would have been working

in a team with my very best friend. (P4)

However, P4 turned the role down, as it would have required them to have fixed days for

clinical and educational work:

But that doesn’t work in med ed...We’re having a meeting on a Tuesday, or
we’re doing standard setting on a Friday or on Wednesday we’re going to be
interviewing and you’ve got to be there, so | need that flexibility and my
current colleagues are great at swapping and just letting me be here
[university], as long as I’'m working my hours there [clinical workplace], letting

me be here when | need to be.

Hence, there is a dynamic interplay between medical educational and clinical roles, with

colleagues helping to maintain a workable balance for the medical educator.

7.2.5.2 SUPPORT MANAGING HOME LIFE

This subtheme incorporates comments which relate to the way in which responsibilities in
the home can impact upon an individual’s ability to work as a medical educator. P4 was the
only participant to have active ties providing this resource. Four of their personal context
relationships (P4A9, P4A10, PAA11 and P4G3) offered flexibility by providing childcare and

support looking after the home.
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I have a team. | have a cleaner,...a gardener... [and] a childminder who does
some of the childcare. | have 2 or 3 babysitters who pick up the extra hours if
I’'m at meetings late or if | need to go somewhere, so yea, you need a whole
team when you’ve got three kids... Actually, if | didn’t do the med ed, | wouldn’t
need many of those people cos I’d just be working 6 sessions, 4 short days and

I could do it all myself. (P4)

This statement demonstrates the commitment some medical educators have towards their
role and suggests that a high level of organisation and effort is needed to co-ordinate all

these different support contacts in addition to educational and clinical work roles.

7.2.6 PERSONAL SUPPORT BEYOND THE WORKPLACE (PERSONAL SUPPORT)

This theme is developed from comments about the importance of relationships which
extended beyond work. The theme includes both educational work relationships that reach
into the personal sphere and relationships which have started outside the workplace, but
which somehow help the participant in their educational role(s). The support described is
of the nature of moral support, defined as per section 7.2.3.1, and/or friendship, consistent
with the Cambridge English Dictionary definition: ‘a person who you know well and who
you like a lot, but who is usually not a member of your family’ (Cambridge English
Dictionary, 2019b). Occasional socialising outside work without the participant providing
any further description of personal support was not included within this category, as such
contact by itself is not clearly providing support to the medical educator. Further discussion
of how socialising outside work can impact upon relationships is contained in section
8.2.1.1. This theme should not be confused with the relationship context category
‘personal’, which is reserved for those contacts who provide support primarily only in the

participant’s personal life, although there is some overlap, as illustrated in figure 61.
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Figure 61: number of non-EHU ties per participant supplying personal support displayed according to the context of the relationship

Figure 61 illustrates the total number of ties per participant that supply ‘personal support’,
relating to educational roles. These ties are further broken down to indicate the primary
context in which that tie exists; work-related or within the personal context. It is perhaps
unsurprising that most ties offering personal support are situated within the personal
relationship context. P8 and P11 are the only participants who have reported receiving
support in their personal lives from their educational work colleagues, with each of these
participants describing specific work colleagues as ‘friends’. P4’s network is somewhat
unusual in comparison with the other networks, with almost half of their network (6 out of
14 non-EHU nodes) coming from the personal relationship context. P4 did conduct
educational work with friends: P4A5, P4A6 and P4A7. These contacts are classified within
the personal relationship context as P4 viewed them primarily as friends. However, P4 also
worked with these alters within their educational roles. Indeed, P4 helped some of these

people get into medical education.

my best friend [P4A6]. | trained with [them] and because we’ve both been so
busy and for whatever reason, we kind of had two years where we didn’t have
much contact and we didn’t seem to be quite so close. But | knew [they] had
an interest in med ed and I’'ve tried my best to support [them] in terms of roles
and keep scanning the horizon for opportunities that might be of interest

because [they've] just changed locality and through that we’ve started to
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work on some of the curriculum together and through that we’ve got close

again. (P4)

Hence, there is a circular connection between medical education and personal
relationships, with each aspect enriching the other. Medical education can also be a way

of making friends, as in the case of P4:

One of my best friends at home as well, because | have the teacher group, we
put the business together. | needed to find people who might be interested in
doing that and one of the lasses who was interested is now one of my best

friends, so I’'ve made friendships. (P4)

P4’s experience contrasts with P9, who described the importance of keeping work and

personal life separate:

Generally, | tend to separate my social and work. My [spouse] said to me, ‘your
workmates are your workmates, you can be friendly with them, but generally,
they’re not your best friends and they won’t come to your support if things go
wrong’ and actually, [they’re] right and things have happened and I’'ve gone,
‘I’'ve thought you were a friend’. We have dinner parties together, yea, ok, fine,
it’s just easier to separate it out now. And whilst they do cross sometimes,

don’t get me wrong, but | tend to not. (P9)

P8 and P11 outlined the importance of having good personal support outside of work:

Family, my partner, my friends. The people who | would call friends outside of

work, they’re the most important thing and the stability for me. (P8)

I've got two good friends from university who, you know when you’ve got that

best mate who thinks you can do no wrong and they’re always supportive of
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whatever you do? She’s one of those. And whereas the other one’s a bit more

my conscience. (P11)

These comments suggest that support obtained from personal relationships can be as
important in functioning as a medical educator as relationships within the work
environment. The ways in which personal relationships can inform educational practice is

further explored in section 8.2.1.2.

7.2.7 SUPPORT WITH ACADEMIC ACTIVITIES (ACADEMIA)

The ‘academia theme’ was developed from participants’ descriptions of support with
scholarly activities, from which were derived two subthemes: ‘research and publications’
and ‘qualifications’. Assistance in studying for qualifications predominantly refers to
support that participants received from their non-EHU network in completing their
master’s qualification. This support will be discussed in chapter 9, which focusses on the
master’s degree programme. Hence, the present section will only discuss support with

research and publications occurring outside the context of the MA.
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Figure 62: number of non-EHU per participant supplying academia subthemes

Strikingly, figure 62 illustrates that only five participants described support with research

as being an important aspect of their non-EHU networks. Of all the participants, P3
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reported the most involvement with research. They described how they were enabled to

conduct research via links with another university (not EHU).

I’m not naturally inclined to be a [researcher] I’'m more a doer, the planning,
then the rest, | think, | don’t have to. So, for example, we’ve got some links
with [another university] and out of the bid money, we’re gonna get a
research assistant, then | can do it. And it’s knowing that it doesn’t have to be

me. (P3)

Other participants were less descriptive, for example, P2 explaining the role of a university
contact [P2A9] as: ‘[they] came to do some research for us here’. Interestingly, P2A9 was
also from EHU, but initially met P2 outside of the MA course during their research work.
Both P2’s and P3’s comments suggest that they do not view research as a core part of their
roles. P3 explicitly stated that they are ‘not naturally inclined’ to be a researcher. P2
commented that P2A9 came to do research ‘for’ the hospital and not with, suggesting that
P2 had separated themselves from the research process. Indeed, P2 also described
themselves as ‘not a researcher by nature’. P4 was the only participant who declared that
they were personally becoming more involved in research; they had established a medical
education research group with P4A13. Other participants either did not mention research

at all, or said they simply did not have the time.

7.2.8 POTENTIAL CAPITAL

Some of the participants reported having resources in their non-EHU networks that they
had not yet mobilised. As described in section 3.2.3, a resource which is accessible, but
which has not yet been mobilised, is referred to as ‘potential capital’. P11 explained that

they kept hold of contact details for former trainees in case they (P11) needed support:

most of the tutors were my trainees, so if I’'ve got a problem, | just ring

somebody up. (P11)
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P2 had been without a senior trainee for about 8 years, due to lack of funding. Over that

time they had continued to attend a group for educational supervisors:

In the hope that one day we might get a trainee, or somebody might say we’ve

got nowhere to put this person. (P2)

P9 described keeping in touch with a group of people in relation to an educational tool they

might use in the future:

I have kept in touch with them. So, from that point of view, I think they are
potentially useful. That sounds an awful thing to say about people. But you

know, they’re really nice and they want to be involved for some of it. (P9)

These quotes highlight that medical educators are not only dealing with the issues they are
immediately presented with but are actively planning for the future. Such maintenance of
relationships can be time consuming; In the case of P2, that involved 8 years of attending
meetings in the hope of getting a trainee, without any immediate prospect of satisfying this

aim.

7.2.9 UNAVAILABLE RESOURCES

As a part of the semi-structured interview, participants were asked if there was any area of

support they felt was lacking. Lack of support is referred to as an unavailable resource.

P1 felt that they were lacking in time to conduct their educational roles:

I can’t fit them during the working day, it’s quite a lot, so | end up doing them

out of hours...or at home. (P1)
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P7 described the difficulty of keeping up with an ever-changing NHS and not knowing who

to contact:

It’s not so much support that you don’t get, it’s that the environment is
changing so fast that nobody knows who is doing what at the moment and
therefore it’s not that anyone is being deliberately unsupportive, we have
absolutely no idea of what the systems and structures are and who’s doing

what. (P7)

P9 lacked administrative support and was in the process of applying for a more senior
educational role which would come with more time, money and a small amount of admin

provision.

At the time of the study interview, P10 was near retirement from their clinical role. They
were clearly burnt out in this role, feeling that they had no support within the clinical
environment for the implementation of educational interventions. They described the type

of support they were looking for which they felt that they did not receive:

Well, some of it was practical support. Some of it was just listening to me and
taking me seriously. Recognising that the issues we were talking about were

real issues, even if we might not see them in the same way. (P10)

On paper, P10 appears to have had a lot of support. They had the largest network, in terms
of degree, the largest number of ties providing political support and even described some
collegiality in their work ties. However, whilst support was given in certain areas, it was
insufficient for P10 to be able to do the work they felt was necessary. Potential underlying
reasons are discussed in the following chapter, which considers factors affecting the

formation and mobilisation of SC.
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P6 also described a situation whereby they felt that they did not have sufficient support.
As described in section 7.2.3.1 they had been involved in a clinical and educational incident
which became subject to an investigation. Simultaneously, P6 had experienced other
significant personal life events. Although they received informal support from colleagues,
there was no formal offer of support. Conversely, P6 reported that a substantial amount of

formal support was provided for the trainee.

I think the support systems are there if you go and ask for them. | think if I'd
have rung up [a senior person] and said, ‘can you help me?’ I’d have got help,
but [because of the impact of other life events at the time] / wasn’t in a

position to... actually go and actively seek help. (P6)

Both P6 and P10 were experienced consultants at the point that they felt they needed help
and did not receive it. P10 asked, and some of their many connections were made in the
process of trying to establish some support. In contrast, P6 was in a psychological position
where they were unable to ask. The informal support they received was helpful, but, unlike
the trainee, P6 did not have someone formally tasked with ensuring her wellbeing. The
experiences of P6 and P10 indicate that more formal support is needed for medical

educators, whatever the stage of their career.

7.3 CHAPTER SUMMARY

This chapter has identified the extent to which medical educators depend upon a wide
variety of social support to perform their roles. Access to and utilisation of such resources
represents the formation and mobilisation of SC, as defined by Lin (2001). SC not only
assists with the day-to-day functioning of a medical educator, but also helps with an
educator’s development, both in terms of career trajectory and the acquisition of skills and
knowledge to better perform their roles. Some forms of SC, such as delivery of education
and organisational support, are universally required by educators. Other varieties of SC are
only required in specific circumstances; for example, the flexibility in managing childcare

described by P4 and P7. Not all the contacts within a network provide active support.
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Medical educators maintain contact with individuals or groups who may be able to provide
support in the future. At times, as was the case with P2, such actions can be extremely time
consuming for the educator, without any guarantee of a return. Where support is lacking
within the network, medical educators can actively seek to fill that gap. For example, P9
developed a chain of new network contacts to gain support with an educational
intervention. P10 sought political support for their clinical educational roles, but
unfortunately did not receive all the support they desired. However, even experienced
medical educators cannot always identify or vocalise their needs. This is exemplified by the
case of P6, who, retrospectively, did not feel they were psychologically able to ask for

formal support when going through a difficult spell in their professional and personal life.

This chapter has therefore provided a detailed account of the SC required by medical
educators. The following chapter explores the factors which facilitate and hinder medical
educators in the formation and maintenance of relationships and the ensuing mobilisation

of SC.
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CHAPTER 8: RESULTS PART 3 - FACTORS
AFFECTING THE FORMATION AND
MOBILISATION OF SOCIAL CAPITAL

8.1 INTRODUCTION

Having considered the SC embedded within the non-EHU networks in the form of
resources, this chapter examines the factors which influence the formation and
mobilisation of SC within these networks. This inquiry is essential for two reasons. Firstly,
such investigation will contextualise the impact of the MA, which will be explored in
chapter 9. Secondly, once the impact of the MA is understood, an appreciation of factors
which affect the formation and mobilisation of SC may help to inform future educational
practice and policy. Template analysis (King and Brooks, 2017) was utilised to identify
themes and subthemes of the factors which influenced the development and mobilisation
of SC. As with the previous chapter, these themes and subthemes will be considered

together with illustrative quotes from the participants.

8.2 THEMES

For the sake of brevity, the themes and subthemes of factors affecting formation and
mobilisation of SC will be collectively referred to as influential factors. The influential
factors identified in the present chapter are related to resources obtained from non-EHU
contacts. Data pertaining to the EHU contacts are presented in chapter 9. In total, seven
over-arching themes were established from the interview data: ‘similarities and
differences’; ‘availability’; ‘depth of relationship’; ‘reciprocity’; ‘structural position’; ‘being
recognised as an educator’ and ‘non-social resources’. The themes and subthemes are
summarised in table 25 and will be sequentially defined as they are examined throughout

the text.
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Table 25: Influential factors

Availability

Theme Sub-theme
Similarities and Homophily
differences Heterophily

Propinquity

Opportunity

Mode of contact

Depth of relationship

Multiplexity

Knowing someone well

Trust

Reliability
Reciprocity

Hierarchy
Structural position Bridge

Role conflict

Being recognised as an educator

Non-social resources

Medical educator

development programmes

Time

Money

To facilitate further analysis, the influential factors presented in table 25 were cross

tabulated against:

1) co-occurrence with other influential factors, and

2) resources embedded in the network (as presented in chapter 7)

Cross tabulation represents each occasion where influential factors and/or resources are
co-coded within a section of interview transcript. For example, a segment of text may have
been coded as: ‘depth of relationship, multiplexity’ (influential factor); ‘reciprocity’

(influential factor); and ‘delivery of education’ (embedded resource).

For simplicity, embedded resources were classified using over-arching rather than
subthemes, with the exception of the ‘organisational’ over-arching theme. The
‘organisational political’ resource (as defined in section 7.2.2.1) was the only resource
subtheme to be included in all of the participants’ networks and was therefore considered

to be sufficiently important to be analysed separately.

193




Cross tabulation as described above produced a large matrix of influential factors and
embedded resources. The full matrix contains details of which participant(s) the codes
were derived from and is presented in section 12.3. For ease of interpretation, the matrix
was converted into a heatmap, a technique for visualising complex data whereby data
values are represented with colours (Wilkinson and Friendly, 2009). For each heatmap, the
key in figure 63 is applicable. Here, different colours represent the number of participants

in whose interviews the factors and resources were co-coded.

Number of
Key participants
12

9to 11
6to8
4to5
2to3

1

No data

Category
overlap

Figure 63: heatmap key

To enable in-depth analysis, the full matrix was divided into the seven over-arching themes
of influential factors to produce seven smaller heatmaps, which are presented and
analysed in the separate sections below. The purpose of the heatmaps is to guide the
reader in understanding the key areas for each influential factor. In each section 