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Abstract

Adopting a critical realist framework, this study explored how medical doctors come
to understand and espouse, or resist, their roles as teachers in clinical settings and
how they seek to become more proficient in that role. This work builds on earlier
research on doctors’ professional development as teachers and extends it into the
particular cultural context of medical practice and education in the Sultanate of
Oman. A qualitative approach was adopted. Data were collected in 2016 through
semi-structured in-depth interviews with 27 senior clinicians and by the examination
of relevant institutional policy documents. Interviews were conducted in two hospital
settings: the Sultan Qaboos University Hospital (SQUH) and the Royal Hospital
(RH), which is a Ministry of Health Hospital (MoHH).

The findings suggest that Omani medical doctors’ orientation to their roles as
teachers and their understanding of their responsibility to prepare the next generation
of medical professionals have been transformed by three main events over the last 3
decades. First was the establishment of Sultan Qaboos University College of
Medicine and Health Sciences (CoMHS) in 1986. Next came the governmental
authorities’ decision to train medical doctors in the overseas hospitals that have
structured postgraduate clinical training since the 1990s. Thus, while the senior
doctors contributing to this study had received some or all of their medical training
outside of Oman, they were helping to build a medical education system which
sought to raise the next generations of doctors at home. Finally came the
establishment of the Oman Medical Speciality Board (OMSB) in 2006 as the official
body responsible for the graduate medical education in Oman. However, due to a

lack of clear policy regarding their teaching roles, the Ministry of Health (MoH)



doctors felt that they, as compared to their colleagues in the university teaching
hospital (SQUH), were being expected to make an extra effort to teach in their
clinical setting. All respondents, whether recruited from RH or SQUH, recognised
the influence their own experience of being taught had on their personal development
as clinical teachers on their return to Oman. Respondents’ exposures to different
teaching and learning cultures and styles contributed to their motivation to teach and
learn about teaching. In particular, many respondents believed that the religious
culture of the country contributed to a pervasive attitude of altruism in the orientation
of doctors to both their patients and their students.

However, demotivators such as the health system’s hierarchical structure,
unclear educational roles, lack of resources—time, human and suitable facilities—for
teaching in their hospitals are significant challenges in accomplishing their multiple
roles and developing themselves for their educational roles. What emerged as a
fundamental challenge for the RH respondents was the lack of any clear policy
regarding the doctor’s role as a teacher. The respondents believed that having a clear
policy would empower the doctors and give them the support they need for their
multiple roles in the clinical setting. Such policy would also guide the administrators
and decision-makers in the support and resourcing that they provide to doctors,
which they believed were so essential to ensure the next generation of doctors
developed according to Oman’s mission and vision.

This study’s findings show clearly the need to establish and standardise
national medical education policy and procedures for the MoH doctors, thus giving
them a clarity of roles and responsibilities they believe to exist for their SQUH

colleagues. Having such national standards and policy is an essential part of a health
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organisation, and hence its implication for the doctors will be to provide them with
the road map for the day-to-day management of their multiple complex roles. It is
also clear that the Ministry of Health and the educational institutions (governmental
and private at both the undergraduate and the postgraduate levels) need to collaborate
and cooperate to establish an integrated medical education system for clinical
settings, not just for the learners but also for the doctors who teach them, and thus to
establish a stable teaching and learning environment. The presence of such a national
policy for medical education will have a positive impact upon the quality of medical
education, patient care, and upon junior doctors’ willingness to pursue careers as

medical educators in clinical settings.
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Lay Summary

This study looks at the factors that serve to encourage or discourage medical
doctors in the Sultanate of Oman to involve themselves in the teaching and
mentoring of their junior colleagues.

Twenty-seven senior doctors working in a university teaching hospital and a
nearby Ministry of Health-administered hospital were interviewed. The Ministry of
Health doctors felt they had to make an extra effort when teaching in their clinical
setting compared to their colleagues in the university teaching hospital. This
additional work, the doctors believe, is due to the lack of clear teaching role policy.
However, their religious culture and the exposure during their own medical
education to different teaching and learning cultures and styles provides a foundation
for their motivation to teach.

They experienced demotivators, however, in the form of a stressful clinical
working environment due to their multiple roles and unclear medical education
standards and policies.

The working experience of future doctors in Oman would be enhanced by the
development of such standards and policies to give them a clear road map for the day
to day management of their multiple roles in the clinical setting. This would require
all the different stakeholders to join forces to produce a national vision for medical

education.
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Chapter 1  Introduction

This study seeks a deeper understanding of why senior medical doctors embrace
certain opportunities and encounter certain challenges in their clinical teaching roles
and the implications for clinical teacher professional development in the Sultanate of
Oman. This introductory chapter, will start with my assumptions before the study
interviews began about why senior medical doctors persist in teaching their junior
colleagues and medical students in clinical settings. Although my expectations were
not entirely disconfirmed, neither were they a complete picture. In addition, | wanted
to know if the Sultan Qaboos University Hospital (SQUH) senior doctors were
motivated differently from the senior doctors of the Ministry of Health (MoH). 1 will
then explain what surprised me once | conducted the interviews. | will then outline
my reflection as a researcher and my experiences as a leader and faculty developer. |
will then present the research questions underpinning this study. Finally, 1 will
introduce Oman, its medical health services and medical education.

Education in the workplace is not a new concept. Much research has been
conducted to investigate teaching in a workplace setting in recent decades in a
variety of organizational settings, such as in the fields of education, medicine,
nursing, allied health and many areas of vocational training (Buchel & Edwards,
2005; Kendrick et al., 1993; E. Martin, 1998; McLaughlin, 1992; Stalmeijer, 2015;
Velde & Cooper, 2000; White et al., 2000). However, in some of these settings, such
as medicine, teaching and learning have recently become more academic in nature.
For example, a structured curriculum based on a set of competencies (Dacre & Fox,
2000; Dornan et al., 2019; Wagner et al., 2016)(Dacre & Fox, 2000; Dornan et al.,

2019; Wagner et al., 2016) had to be delivered as directed by medical schools and
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postgraduate medical training institutions. Additionally, educational institutions
support clinical doctors by providing them with guidelines, frameworks and training
opportunities to learn how to teach in clinical settings (Blitz et al., 2016; Burgess et
al., 2020; Daouk-Oyry et al., 2017; Giesler et al., 2017; David M Irby & Sullivan,
2018; Kilminster & Jolly, 2000; O’Sullivan & Irby, 2011; Sorinola et al., 2017,
Yvonne Steinert et al., 2010; Yvonne Steinert & Mann, 2006). However, clinical
teachers continue to face challenges when teaching in clinical settings (Beigzadeh et
al., 2020; Block et al., 2015; Sturman et al., 2011).

On many occasions throughout my career with the Ministry of Health (MoH) as a
teacher, administrator and faculty developer, | observed a few doctors from the MoH
who were involved in structured teaching and saw that many who taught eventually
opted out of teaching. Structured teaching in the context of the current study of
medical education in Oman involves doctors teaching postgraduate and/or
undergraduate curricula in clinical settings and following clear learning objectives
from the medical school and/or the Oman Medical Speciality Board (OMSB).
Therefore, the question of why some doctors in MoH hospitals do not teach was
raised but was left unanswered. Consequently, | decided to investigate a related
question: Why do the doctors who teach do so?

Hence, | conducted this study to understand what motivates doctors in Oman to
teach in clinical settings and how we can inform and guide faculty development
initiatives. To my knowledge, what drives medical doctors in Oman to teach in
clinical settings has unfortunately not been studied.

This study addresses the lack of information described above and the need for

research regarding medical doctors’ roles as teachers in teaching hospitals in the



Sultanate of Oman. Employees of educational institutions and | have observed that
doctors often opt out of teaching—especially teaching medical students.
Unfortunately, no data are available regarding the percentage of doctors who are
recruited to teach and subsequently opt-out. Researchers have, however, observed a
high rate of turnover in speciality teachers, which has been partially attributed to
these specialist doctors being non-Omani. The other factor is that some doctors move
on because of socioeconomic factors.

The findings of this study will provide medical schools, postgraduate institutions,
health care providers and doctors themselves with valuable insights that can be used
both to review current practices and to further improve the quality of teaching and

learning achieved, especially within MoH hospitals.

1.1 The Anticipated Story
The Junior Doctors

The junior doctors spoke about how they enjoyed the training they received at
Sultan Qaboos University Hospital (SQUH) more than the training they received at
MoH hospitals. Their rationale for such a distinction was that they received special
attention and care and were treated as individuals in SQUH rotations. They
developed more confidence in these rotations because the training was better directed
towards their needs. Moreover, they felt that learning outcomes were less confusing
and more easily achieved.

However, these doctors’ experiences at MoH hospitals varied based on which
hospital and department they were in at the time. In some of the rotations, some
junior doctors felt they were in the way because they were in a busy clinical setting.

Their experiences also varied based on the clinical specialities in which they found



themselves because some specialities had very few doctors who served as educators.
This situation was compounded by the resignation of many non-Omani senior
doctors after the 2008 financial crisis and the fall in value of many international
currencies against the Omani currency. In these circumstances, the junior doctors felt
that they received little guidance and training and that their role was only to provide
clinical services. They expressed feeling overwhelmed with work and having hardly
any time to reflect or learn. Junior and senior medical students and junior doctors
believed that those doctors who trained in North America were better clinicians and
teachers and that their strengths were passed on to them by their senior colleagues. It
did not take the junior medical students long to determine that the North-American -
trained educators were more motivated to teach them. Consequently, the students felt
more motivated to learn from the senior doctors trained in North America than from

those trained at home.

Local Teachers (Senior Doctors)

Some of the senior clinical teachers from the MoH, especially those teaching
in the local residency programme, shared their concerns regarding some of the
medical school graduates’ behaviours. The educators stated that studying for and
passing international entry exams for overseas residency programmes were the
graduates’ focus during their clinical duties. The senior doctors believed that these
junior doctors did not show much interest in participating in day-to-day clinical
practices or attempting to consolidate their clinical skills. The educators believed that
such a mentality in junior doctors disturbs the smooth running of clinical practice and

provides little opportunity for senior doctors to teach junior doctors as planned by the



educational institutions. Junior doctors do not attend with senior doctors during
clinical encounters to learn and be taught by them.

The explanation provided by the senior doctors to me about the junior
doctors’ behaviour and desire to train outside of the country resulted from the junior
doctors’ belief that those who had trained abroad, especially in Canada and the
United States, received a better education than those trained locally or in countries
outside of North America. These senior doctors stated that the new graduates
believed that MoH and OMSB authorities clearly discriminated between those who
were locally trained and qualified and those who were trained and qualified abroad.
The new graduates also believed that the senior doctors trained in North America had
better opportunities to excel in their medical and educational careers. The senior
authorities (officials of the OMSB and the Director-General of the MoH hospitals)
considered the views of North American trained senior doctors more than the views
of the locally trained senior doctors, especially with regard to training future doctors.
The authorities reported that the assumed discrimination led some senior doctors who
were locally trained to opt-out of teaching. They felt that they were unappreciated as
educators and that the authorities undervalued their services in training future
doctors. These senior doctors’ observations and beliefs caused me to try to determine
what drives the other senior doctors to teach. Additionally, | wanted to know why
some senior doctors are persistent in their teaching roles and continue to learn about
teaching regardless of their training backgrounds. Moreover, | wanted to discover
whether SQUH senior doctors were motivated by different goals than MoH hospital

doctors.



The Surprises

My original intention was to begin data collection by interviewing senior
clinical doctors in the MoH hospitals who were involved in teaching the medical
students and/or junior doctors in training in a postgraduate residency programme
conducted by the OMSB. Because | had never conducted interviews for a study
before, 1 assumed that | would be at ease during this first stage of data collection and
that being on familiar ground with my interviewees would cause the interviews to go
smoothly. I also assumed that being aware of the challenges and opportunities that
MoH clinical teachers experience would give me more insight to use in answering
the main research question. Another assumption I made was that SQUH clinical
doctors would not have many challenges because they worked in a hospital
administrated by an educational institution (SQU). Having first obtained ethical
approval from SQU, | began data collection with SQUH clinical teachers. | realized
this new arrangement was an advantage after | finished interviewed the clinical
teachers from each institution. The advantage lay in asking MoHH clinical teachers
further questions about assumptions they had made about their unique situations,
especially when they compared themselves with SQUH doctors and aspects of their
clinical settings (e.g., workload). As a result, | was forced to abandon the assumption
I had made prior to conducting the interviews about the situation of the clinical
teachers in both institutions and their working and teaching environments. This
change in interviewing the SQUH doctors first helped me recognise some hidden
assumptions | had that were based on experiences and conversations | had before
conducting this study. Consequently, | adopted a more open-minded position at the

onset of the data collection process.



In general, the factors that drove senior doctors from the two different hospital
settings (the university teaching hospital and the health services hospital) to teach
and learn about teaching were not significantly different. The views of respondents
from both hospitals were determined by the examples of their senior colleagues
during their own training. The respondents felt that teaching is an integral component
of being a doctor. Furthermore, the clinical teachers who had positive perceptions of
their teaching attributed to the fact that they had felt valued as teachers during their
early teaching experiences. They felt valued by not only their learners and their
educational institutions but also by the director of the hospital and the head of their
speciality department. Feeling that they were appreciated prompted them to identify
themselves as doctors and teachers. Therefore, by examining this phenomenon
through a critical and realistic lens, | will be able to identify the mechanisms that
generate the emergence of new doctors who identify as teachers and learners about

teaching in the clinical setting in the field of medical education.

Reflection as a Researcher

Before starting my PhD journey, my professional responsibilities as an
educational developer included the creation of an educational development
framework adaptable to any clinical situation. The framework, if created, would
guide an educational developer to set up educational programmes for clinical settings
that would improve doctors’ teaching skills and encourage those opting out of
teaching to return to their educational roles. The issue here was the way in which
doctors responded to their understood responsibilities to contribute to the learning of
their junior colleagues who were just entering the profession. | anticipated that all

that was lacking was support for the technical business of teaching.



Furthermore, | assumed the inadequate frequency and variety of training
programmes provided by the educational institutions—The Sultan Qaboos University
(SQU) College of Medicine and Health Sciences (CoMHS) and the OMSB—were a
result of these institutions’ lacking the quality and quantity of educational
development resources and activities required to meet the needs and demands of
clinical educators. | also assumed that there were so few training courses because of
a lack of dedicated educational developers in both educational institutions. In turn,
this dearth of local medical education developers was attributable to such factors as
the 2008 financial crisis and the 2014 fall in oil prices, both of which hit the world
and the Sultanate. These factors made it challenging to recruit enough educational
developers to meet the universities’ needs. In short, my initial expectations were that
the quality of medical education was limited by the training and support provided to
doctors to enable them to adequately fulfil their teaching duties and that the
allocation of additional financial resources could address this limitation.
Furthermore, educational developers made a general assumption that doctors who
attended their activities would educate their peers about clinical teaching practices
and inevitably act as educational role models once back in their clinical settings.

Being the director of training and scholarship in the MoH for more than nine
years prior to conducting this study provided me the privilege of hearing many
stories from junior doctors working in MoH hospitals. These doctors were seeking
training abroad in different specialities, and they needed approval from the MoH for
their scholarship. These junior doctors shared their learning experiences in different

hospitals as both medical students and junior doctors. Some of the doctors were in a



postgraduate residency training programme,* and some were not in any training
programme. Moreover, some of these junior doctors were working in a teaching
hospital in which senior doctors were teaching medical students and OMSB trainees;
others were working in a nonteaching hospital or a primary health clinic, both of

which were usually outside of Muscat governance.

1.2 Purpose Statement
The purpose of this qualitative study is to develop a deeper understanding of

why medical consultants (senior doctors) who have at least five years of clinical
experience and at least two years of teaching experience (after their speciality
qualification) embrace certain opportunities and encounter certain challenges in their
clinical teaching (educational) roles. The implications of this study may be helpful in
improving the development of medical educators in Oman.

This study was conducted in 2016 in two government teaching hospitals with
approximately 700 beds each. These medical educational institutions perform five
main functions: teaching medical students, undergraduates and postgraduates;
research; and providing highly specialised medical care (tertiary medical care) with
state-of-the-art medical facilities.

As a leader in the development of health professionals, a contributor to the
development of doctors in their educational roles and an interested reader of medical

education literature, I became intrigued by the doctors’ perceptions of their roles as

'OMSB Residency Training Programs is a training requirement for medical
graduates to practice medicine in different medical specialities. The program takes

four to five years of training depending on the speciality.



educators, the opportunities provided to them to facilitate these roles, the reasons for
the challenges that they encountered in clinical settings and how they dealt with
them. In addition, | became curious about my discovery that doctors are frequently
opting out of teaching or even not teaching at all during the early stages of their
medical careers. Some researchers (Aucott et al., 1999; Chung et al., 2010; J. M.
Clark et al., 2004; Linzer et al., 2000; Papp et al., 2001; Yvonne Steinert &
Macdonald, 2015; Vassie et al., 2020)(as further discussed in Chapter 2) explained
this as being a result of doctors’ perceptions of teaching and the fact that they find
their educational roles challenging—because of their busy clinical roles, past
teaching experiences and/or their personal lives.

By focusing on achieving a deeper understanding of the perceptions and
experiences of doctors who teach, this thesis will explore the role of faculty
development intervention, such as teaching how to teach courses and how it might

influence and support medical doctors in their educational positions.

Main Research Question

What drives doctors in their commitment to teaching and to improving their

teaching practice in clinical settings?

Subsidiary Questions

e \What are the clinical educational roles of doctors in Oman?
e Which opportunities and challenges do doctors encounter related to their
clinical educational roles? How do they respond to these opportunities

and challenges?
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e How might organizational influences such as faculty development affect

doctors’ abilities to embrace opportunities and address challenges in their

clinical educational roles?

1.3 The Sultanate of Oman—Geography, Climate and
Demography

The Sultanate of Oman occupies the south-eastern edge of the Arabian
Peninsula in southwest Asia (see Figure 1). It has a 1,700-kilometre coastline from
the Strait of Hurmuz in the north to the Republic of Yemen’s border in the south
(Omanuma, 2021). The land includes different terrains: coastal plains, which make
up 3% of the total landmass; wadis, which are dry riverbeds; and desert. Together
they make up about 82% of the total landmass. Mountains make up the remaining
15%, like the Jabal Al Akhdar, which reaches a height of 3,000 metres (Omanuma,

2021).
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Figure 1 Map of Oman

The Sultanate of Oman occupies a total land area of approximately 309,500
square Kilometres (Omanuma, 2021). It has been divided administratively into eleven
governorates (known as muhafazah). The governorates are Muscat (the capital and
the centre of government, commerce and industry), Al Batinah North, Al Batinah

South, Ad Dakhiliya, Dhofar, Musandam, Al Buraymi, Al Wusta, Ash Shargiyah
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North, Ash Shargiyah South and Ad Dhahirah. These governorates are further
subdivided into provinces (called wilayat).

The climate in the Sultanate varies depending on the area, but it is generally
hot with low annual rainfall and extremely high temperatures (3045 °C) in the
summer months (April-September). By contrast, winter months (October—March)
are cool and pleasant (25-35 °C). The high mountains and southern regions enjoy
moderate weather (up to 30 °C) throughout the year. Rainfall is scarce and irregular
but occasionally heavy, especially during the cyclone season (April-November).

The Sultanate had a population of just under 4.5 million in 2020, with about
43.6% comprising non-Omani nationals (National Centre for Statistics and
Information, 2021). Youth (aged 15 and under) make up 41.2%, and only 4.9% are
60 years and older. The bulk of the population (57%) is concentrated in the Muscat
Governorate, the Batinah North and South Governorates’ coastal plains and adjacent
towns and villages (see Chart 1). However, in recent years there has been a
noticeable shift in population to other governorates (National Centre for Statistics
and Information, 2021).

The high proportion of non-Omani nationals composes the bulk of the labour
force and helps build the country’s infrastructure; more than 41% of Omanis are
under the age of 15. This high number of non-Omanis is also reflected in the
population of health care workers and has important implications for health care,
teaching in hospitals and employment experiences for all professional groups. The
possible impact of such a disproportionate number of non-Omanis has led to many

expatriates leaving the professions, and an ‘Omanisation’ policy introduced in the

13



1980s. This policy intends to create jobs for the Omanis by empowering them

through human resources development programmes.

Chart 1 Percentage of Population Registered By Governorate—2020 (National

Centre for Statistics and Information, 2021)

Al Wusta: 1.17%

Adh Dhahirah: 4.76%
Ash Sharqiyah North: 6.08%

Muscat: 29.13%
Ash Sharqiyah South: 7.06%

Al Batinah South: 10.41%

Dhofar: 9.32%

Al Batinah North: 17.55% Musandam: 1.10%

Al Buraymi: 2.72%

Ad Dakhliyah: 10.70%

Health Services Before the 21st Century

Prior to the 21% century, the Dutch, English, French and Americans had
considerable interest in the wealth of the East, and they established trade links with
Oman because of its strategic location, which caused Oman to flourish in the 18th
century (Agius, 2009). However, in the middle of the 19th century, Oman
experienced a rapid decline in wealth, caused by internal conflicts and a change in

trade routes from Muscat—Mumbai to Aden—Mumbai following the opening of the
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Suez Canal; Oman sank into poverty and debt by the end of the century (Agius,
2009, p. 71). By then, the health and health care of the Omani people were terrible—
contagious diseases were common because of factors like Oman’s geographical
location and its contact with the Far East and India. The primary commonly available
medical treatment at the time was al-tibb al-s/a ’bi (folk medicine). For physical
treatment, the Omanis used desert shrubs, trees and cauterisation as prescribed by
experts in folk medicine, and this tradition was passed down from one generation to
another (Al-Tameemi, 1978, p. 80).

Mental health treatment, however, was based on religious beliefs and prayers
performed by a religious leader called a mullah. However, these religious leaders did
not distinguish between physical and mental illnesses (Al-Tameemi, 1978, p. 81). In
the late 18th century, the Arabian Mission started to operate in Oman with medical
service. The intent behind the Arabian Mission was religious, and later on, it became
a religious and medical mission (The Arabian Mission, 1909, p. 14).

In the early 1900s, the British government and Christian missionaries—
mainly Americans—played significant roles in the development of medical services
in Oman. In 1891 a discussion about establishing a hospital and school in Oman
administered by the Church Missionary Society of England took place with His
Majesty the Sultan Said. However, it was not until 1893 that the Arabian Mission of
the Reformed Church of America, led by Reverend Peter Zwemer, purchased a house
for this purpose. The Sultan Said offered the church a piece of land in front of the
house for the school’s garden (Mason & Barny, 1926, p. 115). In 1908, the school

building was completed and was named the Peter Zwemer Memorial. Part of this
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building was used as a hospital that served Muscat, and this marked the beginning of
modern medical services in Oman (Mason & Barny, 1926, pp. 113-115).

In 1909, in Mutrah, a house was rented to be used as the country’s first
hospital facility. After a year, a 15-bed hospital—the American Mission Hospital—
was established in Muscat by Dr Sharon Thoms with the help of Elizabeth DePree
Cantine and the British Consulate. Advances in the medical services in Oman has
been attributed to Dr Sharon Thoms, who played a significant role in The Mission’s
medical services (Al-Tameemi, 1978, p. 106). During the same year (1910), Dr
Thoms secured a donation from the United States for a hospital in Mutrah (Mason &
Barny, 1926, p. 156). However, negotiations surrounding the building of the hospital
came to a halt after the sudden death of Dr Thoms in 1913 (Calverley, 1913, p. 10;
Mason & Barny, 1926, pp. 157-158). In 1928, Dr Paul Harrison became the head of
surgery and director of the American Mission Hospital. He later supervised the
construction of the Knox Memorial Hospital (named for the donor who funded its
foundation), which was changed later to the Al Rahmah (which means ‘mercy’ in
English) Hospital in Mutrah with the money obtained by Dr Sharon Thoms 23 years
earlier; this hospital was completed in 1933 (Leonard, 2013, p. 294; Scudder, 1998,
p. 298). According to Leonard (2013, p. 294), it was always the intention of the
American Mission to train Omanis in the medical profession. However, only during
Dr Harrison’s time did the hospital and school start employing Omanis as medical
professionals. No evidence was found to explain the reason for the delay in training
Omanis. It was during this period (in 1959) that the first school for health
professionals (focused mainly on nursing) was founded in Oman, where Dr Harrison

and his team trained and employed Omanis as doctors’ assistants, laboratory
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technicians and nurses (Mamtani & Lowenfels, 2017). However, the training became
more formal at the hospital’s Al Rahmah Nursing School in 1970.

In 1939, Dr Wells Thoms—the son of Dr Sharon Thoms—replaced Dr
Harrison as the head of surgery and director of the two hospitals until his retirement
in 1970. The American Hospitals of Mutrah and Muscat were further developed
under Dr Wells Thoms and became the largest private employer of medical
personnel in Oman by the 1960s.

Dr Don Bosch arrived in Oman in 1968 and took over from Dr Thoms
following his retirement. In the early 1970s, the Reformed Church of America gave
its hospitals in Oman to the Omani government under the Sultan Qaboos bin Said.
The year 1973 concluded nearly 70 years of health services from the Reformed

Church of America to the people of Oman (Bosch, 2000).

Health Services Post-1970 and the Current Situation

The development and expansion of health services in Oman have coincided
with Sultan Qaboos bin Said Al Said’s ascent to the throne in 1970. That year, the
country had two hospitals, and now those hospitals are part of an extensive public
health care services network (Ministry of Health, 2007). There are now 49
government hospitals in Muscat and the other governorates, with over 5,000 beds
and numerous health centres. Some of the health centres are with beds and some
without beds (Ministry of Health, 2016).

Oman'’s total health expenditure per capita is $678.23, and the total
expenditure on health as a percentage of the GDP was 4.13% in 2018 (World Bank,
2021). The Omani health care vision has been to improve health care by developing

state-of-the-art medical facilities and advancing medical education. For example,
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when SQU was founded in 1986, the Royal Hospital (RH) was created to provide
world-class health care, research and innovation to support the university.

There are currently two medical colleges in Oman—one public and one
private. In the 1990s, the MoH and the CoMHS reached an agreement to allow
medical students to receive clinical education within its hospitals. Currently, five

hospitals are teaching hospitals within the Muscat region.

Current Challenges to the Health Care System in Oman

An improvement in health and a decline in overall mortality have been
observed in Oman since the 1970s (Ministry of Health, 2016). There has been an
intensive focus on quality assurance and evaluating the existing health programmes
in Oman. The current challenges include a lack of adequate Omani health care
providers, especially physicians. Most of the professional expertise in medicine has
been imported, and the long-term investment in non-Omani doctors may be limited
because many expatriate physicians who have been hired will not stay in Oman for
the long term. This high turnover in medical doctors affects continuity of care and
the quality of teaching for undergraduate medical students and postgraduate

residents.

Medical Education in Oman

As previously mentioned, the Sultanate of Oman has two undergraduate
medical colleges that are the primary source of practising national medical doctors.
The first is the College of Medicine at SQU, established as one of five colleges—
Education and Islamic Studies, Science, Engineering, Agriculture and Medicine—at

SQU. SQU was the only government-owned university in the country at the time of
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this study. The college of medicine was founded in 1986 with the inauguration of
SQU. In 2001, the college of medicine became the College of Medicine and Health
Sciences (CoMHS). Over the years, the annual intake capacity of the COMHS has
increased from 45 to 130.

The second medical college is the Oman Medical College, which is privately
owned and was established in 2001 with a maximum intake capacity of 60 per year.
In 2018, the college became part of the National University of Sciences and
Technology and changed its name to the College of Medicine and Health Sciences. A
third institution, the OMSB, was established in 2006 by royal decree as an
independent body to maintain and improve the quality of medical care through the
development and maintenance of postgraduate medical speciality education. The
OMSB is the body that sets the professional and educational standards for the
training and certification of medical and health professionals (Oman Medical
Speciality Board, 2010).

In this study, the focus is on two major hospitals in the Muscat Governates,
the USQ Hospital, which is part of the CoMHS, and the RH, which is part of the
MoH. Initially, the CoMHS offered a seven-year programme followed by a one-year
internship. It was founded to offer two degrees: a Bachelor of Science in Health
Sciences and an undergraduate Doctor of Medicine. These degrees correspond to the
preclinical and clinical phases of the programme, respectively. The clinical phase is
three years in duration with rotation (clerkships) in the clinical disciplines. In 2008, a
new curriculum was implemented, which is noticeably different from the old
curriculum. The new curriculum is one year shorter in duration, includes early

clinical exposure, and is designed to be student-centred and outcome-based (College
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of Medicine and Health Sciences, 2013). Moreover, a research component was added
so that medical students could develop their research abilities and eventually become
independent investigators who are able to analyse evidence, which may critically
influence their practise. The programme comprises three phases, with Phase |1
integrating basic and clinical sciences and Phase 111 based on patients and bedside
learning. The management of this new curriculum lies solely with the College
Curriculum Committee. However, the hospital departments (SQUH and MoHH) are
consulted and involved at all stages.

Clinical teaching takes place at SQUH, the MoH hospitals and other tertiary
hospitals in both ambulatory and non-ambulatory settings. The SQUH is a purpose-
built teaching hospital compared with other affiliated MoH hospitals. The
undergraduate medical programme at CoMHS is taught by 75 academics who are
employed by SQU (25 of whom are clinical) and supported by 329 affiliated clinical
teachers. The first group of college students graduated in 1993 and included 44

doctors.

Educational Development of Doctors

In the Sultanate of Oman, the professional development of medical doctors
for their teaching role is not a new idea. In November of 2000, the Second Gulf
Cooperation Council (GCC) Conference of the Faculties of Medicine and Medical
Education at King Faisal University in the Kingdom of Saudi Arabia agreed upon a
programme for faculty development (GCC Conference Organizers, 2000). In
December of 2002, this programme was implemented for the first time at the Third
GCC Conference of the Faculties of Medicine and Medical Education in Muscat in

the Sultanate of Oman. The CoMHS conducted this programme thereafter. They
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called the programme the Certificate Course in Health Professions Education
(CHPE), and it took the form of a three-day workshop. When establishing the
programme, the intention was to make the faculty aware of the importance of
educational pedagogy for teaching, learning and assessment in the classroom and in
clinical settings. Initially, this programme was conducted twice a year, and in 2004
the college replaced one of the three-day CHPE workshops with a three-day
workshop dedicated to student assessment. In 2006, further development was
initiated by the establishment of a Medical Education Unit (MEU) in the COMHS to
improve its standards of medical education by developing expertise and educational
programmes tailored to the needs of the college. The unit’s name was changed to the
Medical Education and Informatics Unit (MEIU) in 2014, and it was upgraded to
department status in 2017. With the approval of the new curriculum in 2008, the
College of Medicine identified the need to train faculty and affiliated faculty in new
teaching and assessment methods. Over 280 faculty and affiliated faculty have
attended these programmes over the last 11 years; however, the school has conducted
no needs assessment.

The picture is similar for the OMSB because the need for faculty
development was only recognised when residents provided verbal feedback to
members of the Resident’s Development Committee (RDS) that faculty and affiliated
faculty were unable to guide them because the faculty themselves did not know many
new methods, such as the use of portfolios in medical education. What is alarming is
that the OMSB has only trained 50% of faculty and affiliated faculty because of the
busy clinical schedules of the affiliated faculty and the other factors that this study

will more closely examine, such as the distance between the hospitals and the places
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in which workshops are conducted. What makes the Omani health care educational
setting interesting is that the faculty, affiliated faculty and the health care team come
from diverse backgrounds, have a large range of experiences and undergo noticeable
turnover.

All the stakeholders—SQU, Oman Medical College, the OMSB and the
MoH—invest in faculty development activities. SQU, the OMSB and the MoH often
train affiliated faculty (mainly MoH staff) on similar topics. However, most of these
educational activities are ad hoc, primarily in the form of one-off workshops.
Furthermore, no comprehensive orientation activities are available for new faculty,
and little attention has been paid to other health team members who influence the
day-to-day teaching of medical students, health-profession students or residents.
More importantly, no one has asked the faculty or affiliated faculty about their needs
except through post-workshop questionnaires.

The RH, which is situated in the Muscat Governorate, is a referral hospital
under the MoH. A 630-bed hospital, it was built in 1998 to be a state-of-the-art
hospital. The RH organisational structure reflects and is influenced by government
policy and health care practice. A director-general appointed by the Minister of

Health provides day-to-day and long-term strategic leadership.
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Chapter 2 Literature Review

In this study, | took on the perspective of critical realism to gain a deeper
understanding of factors that might influence doctors to take on the role of structured
clinical teaching in a busy clinical setting. I will discuss this in detail in Chapter 3. 1
will discuss the literature reviewed in this chapter from a critical realist perspective
to explore factors motivating doctors in their commitment to teach and improve their
teaching practice in a clinical setting in Oman. The chapter starts with a brief
overview of how | selected the literature, including the chosen topics, how the search
was conducted, and the criteria used to determine the literature. This is followed by
identifying the complexity of the doctors’ role as medical educators in the clinical
context and an examination of how they are supported in this role. The chapter
continues with an assessment or an examination on what motivates the doctors to
teach, what challenges and barriers they have to deal with in their educational role,
and a consideration of how medical educators’ develop in their educational roles in
terms of the opportunities they embrace in the clinical context. The importance of
these topics sets the stage for discussing how these issues are addressed in this study,
the details of which are addressed in Chapter 3.

The literature review addresses important studies based on the relevant and
previous literature discussion. An initial literature search was performed in 2014 and
updated toward the culmination of the work and the writing of the thesis in 2020 and
2021. The search was conducted in multiple databases, including Scopus, PUbMED,

and Google Scholar, with the following and related terms. The following terms were

29 ¢¢. 99 ¢¢

used: “medical teacher,” “medical educator/ teacher,” “clinical educator/teacher,”

29 ¢ 29 ¢¢ 99 ¢6y

“medical educator/teacher identity,” “roles,” “responsibilities,” “job descriptions,”
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99 ¢¢ 29 ¢c

“characteristics,” “clinical setting/context,” “motivation to teach,” “staff/faculty

99 C6y

development,” “in-service training,” “faculty training/development,

99 ¢¢

continuing

99 ¢¢ 29 ¢¢ 99 ¢¢

medical education,” “medical faculty,” “medical education,” “challenges,”
“barriers,” and “opportunities and critical realism.” The list below shows examples
of the keywords for literature search. The terms were followed by appropriate
truncation symbols such as (* or $). For further refinement, Boolean operators such
as (OR/AND proximity) were used. The search was limited to original research
articles and reviews. Editorials and essays were excluded from the search. In
addition, manual searches were conducted using references from the articles
identified by the research and in the following journals: Academic Medicine,
Medical Education, Medical Teacher, and Teaching and Learning in Medicine.
Expert opinions, such as supervisors, were also included in relation to some books
and papers selection. The literature search results, including bibliographies, citations,
and references, were managed through a Mendeley reference manager. The
keywords for the search were:

» Doctor OR Clinician OR Physician

* Role OR responsibility OR Characteristics OR Behaviour

» Opportunities OR Challenges OR difficulties OR Opportunities OR problems

OR worries OR concerns OR Barriers OR Obstacles
» Educational OR teach* OR model OR facilitate* OR supervise* OR mentor*

OR Provider*

*  Workplace OR “clinical setting” OR Hospital OR clinic
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2.1 The Identity of Medical Doctors as Teachers/Educators

Health care providers’ roles are not limited to hospitalized patients but extend
to various levels within and beyond health care institutions. Accordingly, their
contributions to patient care have been addressed in published literature through
various terminologies - Supervisor, mentor, educator, trainer - in reference to the
preparation of learners and practitioners (Board of Medical Education, 2006; Harden
& Crosby, 2000; Steinert, 2014). Health tutors are academically prepared through
university programs and employed in areas of specialties, while others are clinicians
employed by the health care services. For this study purpose, the term “Clinical

Teacher” will be used as a reference for medically trained teachers (Steinert, 2014).

Definition of Medical Teacher/Educator

The term “teacher” has primarily been considered a job, whereas while
“educator” refers to health professionals with specialized expertise. However, both
terms are synonymously used, and there is no consensus among medical education
literature about these two terms in reference to clinical settings (General Medical
Council, 2011; Hu et al., 2015).

For this study purpose, Steinert’s (2014) definition for medical professionals
engaged in teaching roles seems more appropriate, including their developmental
stage, the conditions that influence their teaching and learning, and overall cultural
impact. Moreover, this study considered clinically qualified and practicing doctors
engaged in teaching medical students. As Steinert (2014) stated:

Faculty refers to all individuals who are involved in the teaching and
education of learners at all levels of the continuum (e.g. undergraduate;
graduate; postgraduate; continuing professional development), leadership and

management in the university, the hospital, and the community, and research
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and scholarship, across the health professions (e.g. communication sciences;

dentistry; nursing; rehabilitation sciences). (2014, p. 5)

Published literature has been extensive on subjects related to the effectiveness
of the teacher and teaching activities, environmental factors, and students’
perceptions of the teachers and teaching activities in the clinical setting in the field of
medicine (Okoronkwo et al., 2013; Pierce et al., 2020; Schonwetter et al., 2006;
Singh et al., 2013). On the other hand, perceptions of those teachers about their
educational roles have remained less discussed and researched (Cantillon et al., 2019;
Finnetal., 2011; Mann et al., 2001). This study focused on this less examined area
and considered clinical tutors, those who are medically trained, those who teach in
clinical settings, are employed as academics or care providers, and those who prepare
undergraduate medical students or junior doctors in structured programs of
postgraduate training. | will refer to junior doctors in structured postgraduate training

as “residents.”

Becoming a Clinical/Medical Teacher

Becoming a ‘good’ clinical teacher is a complex process (Bell et al., 2020;
Finn et al., 2011), and it requires both cognitive (related to thinking and reasoning)
and noncognitive teaching skills (related to motivation, integrity, and
communication). However, how clinicians become teachers remains a crucial
question in the literature (Cantillon et al., 2019; Finn et al., 2011; Goldie et al.,
2015). A recent scoping review by Cantillon et al. aimed to investigate the
relationship between the development of clinical teacher identity and the workplace
environment. The review indicated that, for the clinician, being a teacher has been a

term that gained greater acceptance in the medical field.
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This acceptance of the role of the teacher has meant that doctors must
establish a balance between the time and attention devoted to their patients on the
one hand and their students on the other. This balance will be located at a different
point as a function of context and the target population being served. Accordingly, a
clinical teacher is the one active clinically, academically educated, attentive to the
growing need for related research and patient care. The review also suggests that
educational institutes should maintain and develop the professional identity of
clinical teachers as an important part of what it is to be a doctor.

Professional Identification is a type of social identification. It is the sense that
an individual has of belonging to his/her profession, be that medicine, law,
education, or whatever (Beauchamp & Thomas, 2009; Holland et al., 1998; Stubbing
et al., 2018; Urrieta, 2007). Professional identity consists of an individual alignment
of roles, responsibilities, attitudes, values, skills and ethical standards to be consistent
with the practices accepted within a specific profession (Adams et al., 2006;
Stubbing et al., 2018). Professional identity is a dynamic phenomenon (i.e., a
continuous process that starts from the university programme and continues as an
individual enters professional life; (Ashby et al., 2016; De Lasson et al., 2016; Trede
etal., 2012). For example, in medical education, Cruess et al. (2014) defined the
professional identity of doctors as being “A representation of self, achieved in stages
over time during which the characteristics, values, and norms of the medical
profession are internalized, resulting in an individual thinking, acting, and feeling
like a physician” (2014, p. 1447).

Cruess and others further suggested that the role of the medical teacher be

redefined as a facilitator and supporter of learners while going through the journey of
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professional identity formation (Birden & Usherwood, 2013; Clandinin & Cave,
2008; R. L. Cruess et al., 2014). Furthermore, they suggest such redefinition shifts
the view of professionalism from one focused on “doing” the job to one focused on
"being" professional (Cantillon et al., 2019; Clandinin & Cave, 2008; R. L. Cruess et
al., 2014).

Rodgers et al. (2008) stated that teacher identity is the core of the teaching
profession. At the same time, studies revealed that teacher identity development
varied during the transition to teaching (Colliander, 2019; S. Cruess et al., 2019;
Drennan et al., 2017; van der Want et al., 2018). For example, the teacher identity for
individuals who enter the university from a professional background differs from
those who make the transition from a PhD to a lecturer (Thea van Lankveld et al.,
2017). It suggests that this sort of background/experience is close to the experience
of the clinical teacher. However, there is a lack of research in relation to the identity
formation of a medical teacher (Bleakley et al., 2011, p. 216).

The literature in recent years have seen a growing interest in medical doctors
as teachers, and few studies have been conducted in the last few years (S. Cruess et
al., 2019; T. van Lankveld et al., 2017; Thea van Lankveld et al., 2016, 2017; Young
et al., 2014). The rapid change in the world of medicine brought new identities to
medical doctors in clinical settings. The doctors' identities have expanded from their
primary role being medical practitioners to being medical teachers and researchers
(S. Cruess et al., 2019).

The literature has developed and focused on university teacher’s identity. For
example, one systematic review (van Lankveld et al., 2017) found that those who

came from a professional background and became university teachers mainly
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identified themselves with their primary profession in the first year of teaching.
Furthermore, they reported that those teachers found integrating the teacher identity
into their medical identity or researcher identity to be challenging. In addition, those
studies have reported that this identity will last for a maximum of three years until
the phrase “being a teacher” become their identity or their second identity, which
they also refer to as Blended Professionals (Browne et al., 2018; van Lankveld et al.,
2017).

Furthermore, van Lankveld et al., by using both figured worlds theory and the
dialogical self-theory mentioned below, suggested that individuals form an identity
by integrating their life stories and experiences into internalized evolving stories of
the self that provides them with a sense of unity and purpose in life. This life
narrative integrates one’s reconstructed past, perceived present, and imagined future.
Therefore, they found that five different identity narratives, listed below, can support
the teachers in their early professional years to integrate teachers’ roles into their
professional identity). van Lankveld et al. (2017) five identity narratives are as
follows:

(1) coalition between the I-position of teacher and other I-positions; (2) no
integration of the I-position of teacher: holding on to other I-positions; (3)
construction of the I-position of teacher and other I-positions as opposites;
(4) coalition between the I-position of teacher and the third position of
coordinator; and (5) meta-position: trivializing the importance of status.
(2017, p. 611)

Many factors need to be considered to sustain or strengthen the teacher
identity within the organization they are working with, such as the work

environment, the context of higher education, student-teacher relationship, and
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continued professional development activities (Griffiths et al., 2014; McCormack et
al., 2014; O’Doherty et al., 2021; Skelton, 2013). The systematic review by van
Lankveld et al. (2017) also revealed a number of psychological processes that were
important in developing and maintaining teacher identity, which included the sense
that one's contribution is appreciated by students and peers, the sense of belonging
and connectedness to the organization within which one works. However, these
studies do not discuss the factors that motivate those teachers to continue teaching in
those early years, despite the challenges and barriers of their teaching environment.
This limitation of their study may be due to the theoretical framework they have used
to discuss the teachers' identity.

Several theories have been used to study identity, identify formation and
context in education. For example, theories such as figured worlds theory (Bartlett,
2007; Holland et al., 1998; Urrieta, 2007) and dialogical self-theory (Akkerman &
Meijer, 2011; Badia & Iglesias, 2019; van Lankveld et al., 2021) has been in recent
years used by the medical profession to make sense of the doctors' identity formation
(Bennett et al., 2017; Brown et al., 2020; Stubbing et al., 2018).

Dialogical self-theory (DST) is a psychological concept that describes the
mind’s ability to imagine the different positions of participants in internal dialogue in
close connection with external dialogues. The DST uses two concepts, self and
dialogues, to understand the connection between the self and society. The concept of
selfishness refers to something internal and within the person’s mind, whereas the
concept of dialogue is something external. The process takes place among
communicators. There is no sharp separation between the anxiety of self and the

outside world but a gradual transition. The DST sees the “self as a society of mind
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where the mind is populated with internal and external self-position domains. The
dialogical relationships emerge with the possibility to further develop and renew self
and others as a central part of society at large (Akkerman & Meijer, 2011; Badia &
Iglesias, 2019; Monereo & Badia, 2020; van Lankveld et al., 2021).

The dialogical self-approach was applied in a recent study by Monereo and
Badia (2020) to defend that implementing a sustained innovation can be achieved if
the teachers’ professional identity is changed. The study also indicated that using the
DST revealed that identity change also implies a change in the I-position (individual)
or a change in the We-position (team). In addition, using DST also deepens the
understanding of different ways in which the process of educational change works in
reality. This study further revealed that teachers’ characteristics, including their
attitudes, experiences, and motivation, also affect the implementation of educational
innovation, similar to what has been reported in the field of education (Abrami et al.,
2004; Ghaith & Yaghi, 1997).

The main limitation of using the dialogical self-approach in research studies
is that the theory has not been able to come up with a broader example to apply it to
the real world. In addition, insufficient empirical evidence of its applicability made
many researchers critique this theory. The complexity of this theory concerning the
distinction between the self and non-self makes testing it difficult. Therefore, future
research is needed to show how to apply the dialogical self-approach in real-life
scenarios to link between methodological tools and the dialogical self-approach
(Monereo & Badia, 2020). In addition, researchers need to show the effect of
theoretical and applied knowledge obtained from their research (Monereo & Badia,

2020).
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Holland (1998) first introduced the concept of Figured World Theory in
1998. Figured World is the “socially and culturally constructed realms” (Holland et
al., 1998, p. 52) in which people are distributed. This construction enables people to
relate to one another in different ways and helps them learn and develop through a
range of activities. Thus, the social encounters in these Figured Worlds have major
significance and so do the people’s positions.

In short, Figured Worlds are essential processes that shape and give form to
an individual. This concept is evidently an idea that can apply to professional identity
construction across a wide range of professional settings, and not simply in medicine,
or education, as mentioned in Section (2.2.). However, different researchers have
applied Figured World Theory’s concepts inconsistently due to its lack of concrete
and succinct definition. Despite being part of Holland et al.’s (1998) bigger blueprint
of understanding and studying identity and agency, the framework is not
comprehensively used, as has been argued by Urrieta (2007).

Teacher identity is the core of the teaching profession (Rodgers & Scott,
2008). However, studies revealed that the development of teacher identity varied
during the transition to teaching. For example, the teacher identity for individuals
who enter higher education teaching practice from a professional background differs
from those who make the transition from a PhD into a lecturing post. This sort of
background/experience (i.e., “doctors to teacher”) is more like “professional to
teacher” than like “PhD to teacher.” However, there is a lack of research in relation
to the identity formation of a medical teacher (Bleakley et al., 2011, p. 216). The
rapid change in the world of medicine has brought new identities to medical doctors

in clinical settings leading to increasing specificity of specialties, with increasingly
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differentiated skill sets; for example, perhaps the statistical knowledge required of
the epidemiologist, as compared to the knowledge of physics required of the
radiologist. Such a role development has expanded the medical doctors' primary role
from just being a medical practitioner to one that also is a teacher and researcher.

The literature, over time, has developed and focused on university teacher’s
identity. One systemic review (van Lankveld et al., 2017) found that those who came
from a professional background and became university teachers mainly identified
themselves with their primary profession in the first year of teaching. According to
the same review, this identity tended to last for a maximum of three years until the
phrase “being a teacher” becomes their identity or their second identity, a
circumstance which they also refer to as “blended professionals.”

Many factors need to be considered in attempts to inculcate, sustain and
strengthen the teacher identity within the organization they are working with, such as
the work environment, the context of higher education, student-teacher relationship,
and continued professional development activities (Spencer, 2014; Steinert, 2000;
Steinert et al., 2019). Professional development here would apply to both the clinical
professional and educational professional aspects of the doctors' work. Here, of
course, the notion of professional development applies both to that which is relevant
to a doctor's clinical practice and also to that directed toward enhancing his or her
teaching skills. Circumstances or personal orientation may determine that one or
other of these sources is more or less influential. The systematic review by van
Lankveld (2017) also revealed a number of psychological processes that were
important in developing and maintaining teacher identity, which included a sense of

appreciation, sense of connectedness, recognition, commitment, and role models.
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Characteristics of the Medical Teacher

Students identification of influential clinical teachers has gained considerable
investigation (Gray et al., 2017; Melvin et al., 2014; Wenrich et al., 2015).
Nevertheless, and not surprisingly, the focus of these reports have not changed much
over time (Irby, 1994; Kilminster & Jolly, 2000; Martin et al., 2014; Sutkin et al.,
2008).

These studies reported numerous influential characteristics unique to clinical
teachers as excellent clinical role models. For example, role models are
knowledgeable in their subject matter, accessible and available to the learners,
willing to answer questions, have an evident commitment to teaching, and make an
effort to teach in different clinical conditions (Piquette et al., 2015; Richard et al.,
2016; Skeff et al., 1997; Stephan & Cheung, 2017). In addition, those studies
revealed that students would be more inclined to perceive those other qualities when
they are manifest in people who are teaching in the specialties to which they are most
committed or indeed those teachers will respond most helpfully and supportively
toward students who present as interested in the areas in which they teach.

In addition, influential clinical teachers appeared committed to certain aspects
expected of the role: Providing appropriate support to the learner levels by knowing
when to involve the learner in the care of their patients and allowing the practice of
clinical skills (Dolmans et al., 2002; Dory et al., 2015; Fida et al., 2017). At the same
time, other related studies reported that influential clinical teachers are fun to work
with and have personal characteristics that make the learner feel welcome and
valuable and part of the healthcare team. In addition, some studies emphasized other

related characteristics such as being collegial, enthusiastic, approachable, supportive,
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helpful, sympathetic, warm, well organized, genuinely interested in the leaner and
treating learners well (Busari et al., 2005; Snell et al., 2000; Whalen & Wendel,
2011). The above-listed characteristics of the clinical teacher are an excellent source
of educational development guidance for the young clinical teacher to have such a
list in mind and try to cultivate these characteristics in themselves.

In addition, several studies have recognized a change over the learners’
careers in the perceptions of just what constitutes the ideal teacher (Haider et al.,
2016; Low et al., 2020; Ooi et al., 2021). For example, while the teacher as a source
of information and instruction is equally important across the entire period of
undergraduate medical education, senior students come increasingly to value the role
of their teachers as supervisors, mentors and role models (Beaudoin et al., 1998;
Cochran et al., 2003; Haider et al., 2016; Paukert & Richards, 2000). As a result,
learners progress in this learning journey from dependence on their teachers,
collaboration with them, and independence while pursuing their learning needs
(Dolmans et al., 2002). Not surprisingly, other studies in other socio-cultural contexts
found similar differences in learners' perceptions of their ideal teachers (Al-

Mohaimeed & Khan, 2014; Kua et al., 2006; Low et al., 2020; Yazigi et al., 2006).

2.2 Medical Teacher’s Roles and Responsibilities
Over 4 decades have passed since the WHO (1966) recognized the

importance of training doctors to teach yet we are still finding that few are prepared
for their diverse educational roles (Gibbs, 2013; Steinert, 2005, 2014). Jason in 1962
reported:

The one task that is distinctively related to being a faculty member is
teaching; all other tasks can be pursued in other settings, and yet,

paradoxically, the central responsibility of faculty members is typically the
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one for which they are least prepared. (Cited in Westberg & Jason, 1981, p.
100)

And yet again:

For most consultants . . . medical education and training is an integral part of
the working day. “Teaching” is something that is done in and around the
primary task of patient care, usually without training or feedback on how it is
being done. In the past it was assumed that anyone could teach, but is this

really something that should be left to chance? (Swanwick, 2008, p. 339)

In recent years, reports have shown that the need for adequate training for
doctors’ educational roles has increased (Steinert et al., 2016, 2006; WHO, 2013).
This increased perception of the requirement results from the rapid changes that have
occurred in health care delivery measures, clinical practice and medical education
(MacDonald et al., 2013; Yvonne Steinert, 2011; WHO, 2013). For example, the
UK’s General Medical Council (GMC) stated that “the doctor “must be competent in
all aspects of [their] work, including management, research and teaching” and
“[they] should be prepared to contribute to teaching and training doctors and
students” ( General Medical Council2013, pp. 6, 14). This GMC statement suggests
that teaching and training is a professional responsibility and duty, and such an
argument is also made for Canadian and American medical doctors (Frank et al.,
2015; Van Der Lee et al., 2013).

Millions of dollars per annum and a large number of hours are being spent on
training and retraining the medical teacher to improve teaching effectiveness and
enable the teachers to be able to deal with their multiple roles more effectively

(Abdelhak, 1996; McLean et al., 2008).
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The role of doctors in clinical settings is very complex due to the multifaceted
nature of the medical profession ( van Lankveld et al., 2016). Doctors’ main concern
is patient care, and this leads the clinical and teaching roles in precedence (Steinert et
al., 2017; van Lankveld et al., 2016). The medical teacher is observed to move
around different clinical settings - the bedside, corridors and teaching rooms - in
order to achieve their teaching goals (Molodysky, 2007; Pearce, 2003; Santhosh et
al., 2018; Steinert et al., 2017).

More clarity is required in the definition of just what constitutes the roles of
the medical teacher. Attempts at definitions often comprise lists of the attributes of
the outstanding teacher, descriptions of what these people are like rather than the
specific roles that they fulfil. For example, Swanwick (2008) suggested three distinct
medical teachers’ trends: increasing accountability, a discourse of excellence and
professionalization. He explained that one way of expressing these trends is to
develop standards and frameworks for professional development (Swanwick et al.
2010). One such framework, the teachers’ role framework, was described by Harden
and Crosby (2000), where excellent medical teachers are role models, effective
supervisors, dynamic teachers, and supportive individuals, assessors, planners, and
resource developers (Ramani & Leinster, 2008). However, doctors still learn how to
teach by reproducing their role models and teaching how they were taught as junior
doctors (Cheung & Stephan, 2017).

The professional Standards Framework for medical teachers released in 2009
is another example of such a framework developed in the UK by the Academy of

Medical Educators(2014). They claimed that with this framework, the medical
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teacher will be able “to identify their development needs and so support and guide
their own professional development as medical educators” (2014, p. 7).

The UK Academy of Medical Educators further claimed that medical
teachers can use the standards framework to support and maintain good medical

practice, professional development, annual appraisal and revalidation. In addition,

organizations may use the standards framework to support their faculty development

initiatives and recognize teachers’ achievements in their educational roles (Academy

of Medical Educators, 2014). They stated that these sets of standards need to be

reviewed regularly by their stakeholders and various professionals to guarantee their

relevance to their stakeholders’ needs.

The AoME defined the medical educators’ competencies in terms of values
domains and elements. They report four core values that they suggest in order to
maintain the beliefs, values and professional conduct expected of medical teachers.
These characteristics (Academy of Medical Educators, 2014, pp. 10-11) were
expressed as the following:

(1) Promotes quality and safety of care,

(2) Demonstrates professional identity and integrity,

(3) Are committed to scholarship and reflection in medical education, and

(4) Demonstrates respect for others. (pp. 10-11)

3

In addition to these values, they report five practice domains with a detailed

description of their elements, and they claim that these domains show “the expected

understanding, skills and capabilities” (Academy of Medical Educators, 2014, p. 6).

The domains (Academy of Medical Educators, 2014, p. 1) have been identified

below, and parallels can be drawn here with “The UK Professional Standards
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Framework" provided by AdvanceHE in the UK (The Higher Education Academy,
2011) for teachers across higher education.

(1) Designing and planning,

(2) Teaching and facilitating learning,

(3) Assessment of learning,

(4) Educational research and scholarship, and

(5) Educational management and leadership.

Unlike in the UK, the United States of America (USA) has seen such
frameworks being developed at the level of specialties rather than for the profession
as a whole. Even though the Liaison Committee on Medical Education (LCME),
which is the accrediting body for the American medical school's educational
programs, produces guides and standards, evidence from students feedbacks, for
example, for the gynaecology and obstetrics specialty shows students dissatisfaction
with the teaching. Therefore, in such specialties, to enhance teachers performance
and thus patient care in those particular fields, they have identified teaching skills
that they thought would be appropriate to their field of specialty in addition to
generic skills need from all medical teachers, field (Hand, 2006; Harris et al., 2007;
Hueppchen et al., 2011). Other initiatives to develop a framework and sets of
competencies and educational roles for medical teachers are observed, where a
standard is established for the whole country in the USA. Srinivasan et al. (2011)
described “The Teaching as a Competency Framework,” which examines
competencies for medical educators and clinical teachers in North America. The
authors defined six core competencies for teaching in medical education:

(1) medical knowledge
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(2) learner-centredness

(3) interpersonal / communication skills

(4) professionalism

(5) practical-based reflection, and

(6) systems-based practice

They also proposed four specialized teaching competencies:

(1) curriculum design and implementation

(2) evaluation and scholarship

(3) leadership and

(4) mentorship

While many more studies have identified competencies required of the
medical educator (Hesketh et al., 2001; Molenaar et al., 2009; Ross et al., 2014);
there is a gap in the existing literature about the impact or the role that context or
environment in which medical teachers learn and practice has on the teachers’ roles
(Steinert, 2014; Swanwick et al., 2010). Furthermore, it is noted that empirical
evidence looking into these competencies and the excellence in teachers behaviour
(Huff et al., 2014) in the clinical setting are limited as it is often focused on academic

settings.

Conception of Teaching and Teaching Methods

Pratt (1992) defined conceptions as the interpretations that a person has of
their experiences of a particular phenomenon in a particular context. He further
stated that once this conception was established, it guided that person's understanding
and actions. For example, researchers have found that teachers’ conceptions of

teaching were defined by their teaching and learning experiences. (Gao & Watkins,
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2002; Kember & Gow, 1994; Marton & Booth, 1997; Pratt, 1992). Furthermore, they
found that this experience is unique to that individual and was influenced by context
and culture. Therefore, understanding medical doctors’ teaching experiences in the
clinical setting may provide information about their conception of teaching, which
may have implications for their professional development as teachers in such a
context.

Some of the studies on lecturers in higher education explored the relationship
between the conceptions of teaching and learning, approaches to teaching and
learning and students outcomes (Prosser et al., 1994; Samuelowicz & Bain, 1992).
They make the general point is that good teaching is predicated on an understanding
of how human learning actually works. Some of these studies investigated the
orientations and beliefs about teaching (Kember & Gow, 1994; Ottenhoff- de Jonge
etal., 2021; Samuelowicz & Bain, 2001; Tsai & Yan, 2021), whilst others focused
on teaching approaches (Cao et al., 2019; Coffey & Gibbs, 2000; Gibbs & Coffey,
2004; Trigwell et al., 1994). Another group of studies concentrated on teaching
conception (Gow & Kember, 1993; Pratt, 1992; Samuelowicz & Bain, 1992;
Trigwell et al., 1999). These studies focused on university lecturers’ own
understanding of what teaching means to build a conceptual framework of teaching

that guides their individual practice as teachers.

Categories of the Conception of Teaching

Not all teachers conceptualize their practice in the same way. The literature
described the lecturers’ conceptions of teaching as categories; these vary from two
(Gow & Kember, 1993) to five categories (Samuelowicz & Bain, 1992). However, in

most studies, these categories can be divided into two general headings known as
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teacher-cantered and student-cantered conceptions (Kember, 1997; Samuelowicz &
Bain, 1992, 2001; Trigwell et al., 1999). In the first case, the teacher thinks about
their job as being a matter of providing information from their own knowledge-base
to be transferred to the student. In the second case, the task is perceived as a matter
of designing and providing experiences for students from which it is hoped that they
will learn. (Samuelowicz & Bain, 1992). This latter model could be understood as
being based on constructivist theories of human learning as derived from the work of
Piaget and Vygotsky (National Research Council, 2000, pp. 80-81).

Most of the studies into the conception of teaching agree on a number of
features that characterized the teacher-cantered categories (Kember, 1997; Prosser et
al., 1994; Samuelowicz & Bain, 1992, 2001; Trigwell et al., 1999). The subject’s
content is the main focus for these lecturers; thus, they emphasize how the course
content is organized, structured and have the intention to present to students in an
easy way to understand. In addition, the teachers from these categories focus on the
need to relate to students’ existing levels of understanding. In contrast, lecturers
identified as student-cantered see teaching as attempting to facilitate understanding
and conceptual change/intellectual development.

Basic categories of teaching conceptions include learning facilitation and
knowledge transmission (Gow & Kember, 1993) and information imparting,
knowledge transmission, facilitating understanding, changing students’ conceptions,

and supporting students’ learning (Samuelowicz, 1992).

Rationale for Clinical Teaching

Medical education in clinical settings is important for many reasons. Medical

educators and teachers' rationale for clinical teaching is based on many reasons,

42



including professional/personal goals, deciding their professional identity,
expectations, and needs (e.g., promotion; Bartle & Thistlethwaite, 2014). Further
justification for clinical education is the provision of excellent education through role
modelling, research and support networks (Bartle & Thistlethwaite). Moreover,
clinical education enhances the clinical skills for clinicians/clinical students through
knowledge consolidation and application on actual patients and clinical settings
(Bradley & Bligh, 1999; Lam et al., 2002; Won & Wong, 1987). Further, it improves
the clinical students' professional roles and personal skills and helps them obtain
related healthcare values and attitudes (Won & Wong, 1987). McCabe (1985) termed
clinical education as ““the heart” of professional education.” The clinical teaching
sessions provide significant opportunities for the clinical students to contribute to
clinical practice activities, including communication with patients, taking patients’
history and physiological examination (Burgess et al., 2020; Sinclair, 1997). Also,
during clinical education, staff, students, and patients enjoy being included as part of
the process (Peters & ten Cate, 2014). In summary, there are many reasons which

indicate the importance of clinical teaching for clinical educators and students.

2.3 Challenges and Barriers of Medical Doctors as
Educators

Despite the potential importance of clinical teaching for both students and
teachers, many studies have reported some challenges. For instance, Spencer (2003)
reported that clinical teaching is found to lack consistency, not intellectually
stimulating, and unplanned. In addition, he stated that clinical teachers are
confronted with the following challenges: a reduced number of patients are available

for teaching, an increased number of students intake, doctors face a competing
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environment in which demands are constant, less time available to perform their
tasks, insufficient resources and poor initiative for teaching. Fletcher (2003) reported
similar findings where they identified the following challenges associated with
bedside clinical teaching: unmotivated and tired staff, time consumption, fear of
patients’ discomfort, lack of patients’ privacy and lack of clinical teacher ability to
teach in the clinical settings. Further, Swanwick and McKimm (2010) reported
similar challenges, which are summarized in the following points: high number of
students in limited clinical placements, the conflict between clinical students needs
and patients’ rights and expectations, limited time for teaching, busy workloads, as
well as service pressure in the clinical settings. Moreover, they add to this list the
changing expectations from students/residents themselves and increased demand
from professional bodies, regulators and society (Swanwick & McKimm, 2010).

A patient’s character is another challenge faced by doctors during clinical
teaching. These challenges included interaction with patients who are hostile, angry,
uncooperative, disinterested, overly talkative or experiencing chronic pain (Shapiro
etal., 2016).

A patient’s character is another challenge faced by doctors during clinical
teaching. These challenges included interaction with patients who are hostile, angry,
uncooperative, disinterested, overly talkative or experiencing chronic pain (Shapiro
etal., 2016).

Moreover, medical teachers face many emergent challenges like any
educators of higher education, such as increased number of students, and great
diversity in student skills, abilities, and experiences, student behaviour, issues of

difference between individuals (include gender, race, ethnicity, sexual orientation,
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religion, urban/rural, or political commitments, among others), increase in volume
and complexity of the scientific and medical knowledge base, the increasing
dependence on a variety of educational technologies, and resource availability
(Densen, 2011).

Many studies in the literature have highlighted and identified challenges
faced, particularly by medical teachers. In the critical realist view, most of the
challenges identified in the literature lie in the empirical domain of the stratified
reality. However, many of those studies are descriptive of circumstances, rather than
being analytical of underlying causes; not many explored the underlying reasons for
why such challenges become manifest and experienced by medical teachers in
clinical settings. What must the world be like for those doctors who teach in clinical
settings to experience those challenges and deal with them? Furthermore, what has

driven them to find ways to improve their teaching skills?

2.4 Motivation

Motivation is the energy that drives an individual to act and function at a
conscious or unconscious level toward goal achievement (APA Dictionary, 2020).
Motivation to teach has been discussed from different perspectives in the literature.
For example, Dornyei and Ushioda (2011, pp. 21, 60, 160, 138-140) argued that
teacher motivation in school has four main elements: obvious intrinsic motivation,
demotivating factors, lifelong commitment and social contextual influences related to
the conditions and constraints. Sinclair (2008) argued that teaching motivation is
associated with three main factors: retention, attraction, and concentration in
teaching. Both definitions showed that motivation to teach is not a simple process or

relationship; it is a more complicated relationship.
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Consequently, many scientists applied a range of motivational theories in
their study to understand the context related to motivation (Han & Yin, 2016).
Motivation in clinical teaching is associated with two main predetermined factors:
personal satisfaction and the opportunity to attract students to “one’s specialty area”
(Dahlstrom et al., 2005). The following section briefly describes the main theories of

motivation related to clinical teaching (Cook & Artino, 2016; Kusurkar et al., 2012).

Theories of Motivation to Teach

Motivational theories development took place recently in the 20th century,
and dozens of theories of motivation were developed that can be applied in the
context of teaching in the clinical settings (Kusurkar et al., 2012). Below is a short
description of the most commonly used or potential useful theory in medical
education.

The Need for Achievement theory (McClelland, 1961; Murray, 1947) is
based on the principle that individuals have a tendency called “the needs to achieve”
and apply their power to overcome challenges by choosing something challenging as
well as complex and try to achieve it as quickly as possible (Murray, 1947, pp. 80—
82). However, Murray (1938), the first author to use the term “need for
achievement,” did not believe that motivation is a fixed attribute; instead, he
suggested that it can be directed to improve learning. Although this theory has been
used in education but yet it has not been used in medical education. However,
(Kusurkar et al., 2012) suggested this theory be used to overcome challenges clinical
academics face in the clinical setting to motivate learners.

Maslow’s theory of motivation is based on the principle that the human being

is driven or motivated to act according to their needs for self-actualization (Maslow,
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1970, p. 242). In other words, a human will act for self-actualization if the
underlying needs such as physiological, safety, love and belonging, and esteem are
fulfilled (Maslow, 1970, pp. 54-58). In clinical teaching, the need for academic
achievement or progression can be viewed as the process for fulfilling the self-
actualization level of needs (Kusurkar et al., 2012).

The theory of Self-determination is based on the principle that an individual’s
behaviour is influenced by the level, the quality or type of motivation (Deci & Ryan,
1985, 2000; R M Ryan & Deci, 2000; Richard M. Ryan & Deci, 2000). The theory
suggests two types of motivation: extrinsic and intrinsic (Kusurkar et al., 2012).
Extrinsic motivation refers to an individual’s strive to act to prevent punishment or
losing importance or gaining a reward, unlike intrinsic motivation, in which
individuals act to achieve some personal interest or goals (Kusurkar et al., 2012).
Based on different studies by the authors of the theory, intrinsic motivation leads to
an excellent learning process and improved outcomes (Deci & Ryan, 2000).
Therefore, the Self-determination theory (SDT) consider intrinsic motivation as “the
desired type of motivation,” and it is built three main needs: autonomy, competence,
and relatedness (Deci & Ryan, 1985, 2000; R M Ryan & Deci, 2000; Richard M.
Ryan & Deci, 2000; ten Cate et al., 2011). In clinical settings, the Self-determination
theory, particularly intrinsic motivation, can be applied or assess the clinical
teacher’s interest or internal drive to teach medical students. Thus in the clinical
setting we would seek to find doctors motivated to teach, not primarily by desire for
promotion or remuneration, but rather by the satisfaction that they derive from their
clinical expertise, and the desire to communicate that expertise to their junior

colleagues - their students - in relationships of mutual respect and trust.
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Medical Doctors Motivation to Teach

In the previous section, the main theories of motivation in clinical teaching
were discussed. The theories help to understand motivation in clinical teaching
among medical educators. Understanding motivation among clinical teachers is vital
for the positive delivery of clinical sessions for medical students (Browne et al.,
2018; Dahlstrom et al., 2005; Tariq & Ali, 2014). Different studies were conducted
to comprehend factors that contribute to motivating clinical teachers to perform their
duties effectively. For instance, Fulkerson and Wang-Cheng (1979) conducted a
survey to determine the motivation and reward for physicians to practice as a
preceptor for their students. They found that personal satisfaction was the highest
motivator for the physician to practice clinical teaching. The next motivator in their
study was creating chances to attract students to their medical specialty and to
inculcate a sense of respect among the medical students. Another published report
from the World Federation of Medical education (Schormair, 1992) indicated that the
availability of rewards and teaching skills, more values on promotions for academic
teaching, standard teacher-student ratios and same time anticipation of clinical
service and research were factors that motivate medical teachers to perform their
clinical teaching duties.

Dahlstrom et al. (2005) found in their study that intrinsic motivation,
including self-sacrifice, knowledgeability, personal skills, and truly seeking personal
development, were the main influences to motivate Australians to teach in a medical
school or hospital. On the contrary, perceptions that teaching is a time waste, the
substantial workload in their clinics, and no meaningful involvement in course

design are considered demotivators for clinical teaching. Dahlstrom et al. (2005)
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study involved 75 senior clinicians from an Australian medical school hospital who
aim to examine their motivations to teach medical students. In another study
(Lowenstein et al., 2007), which assessed over 500 medical academic staff’s
intention to leave the academic career, found that the factors such as difficulty in
balancing between career and family responsibilities, no professional development or
teaching and clinical service recognition were the main demotivator to continuing the
career as a medical educator. Many other surveys would suggest that most clinicians
feel intrinsically motivated to teach. Clinicians teach because they want to pass their
skills and develop others, enjoy spending time with students, feel a professional
responsibility, find it an opportunity to show their field of interest, and believe that it
makes them better doctors (Bartle & Thistlethwaite, 2014; Budden et al., 2017;
Dahlstrom et al., 2005).

However, despite this intrinsic motivation to teach doctors, actual teaching
experiences in the clinical setting may not be satisfying, and burnout might result.
Teaching may begin to feel less like joy and more like a burden. In a recent study in
Taiwan (Chaou et al., 2021), clinical teachers expressed their motivation to give their
students feedback because they are morally obliged to do so, such as feeling
responsible for their learners and being committed to their teaching role. The clinical
teachers also reported that they were motivated to give the medical students feedback
when they understood the importance of feedback. In summary, it is very important
to understand the intrinsic and extrinsic factors of motivation to sustain the

motivation of clinical teaching.
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2.5 Improve Educational Roles (Faculty Development)
Haycock (1998) argued against the belief that medical schools were places

where the best doctors simply pass on their acquired skill and wisdom to their
students and that clinical competence and effectiveness were not all there is to being
a good clinical teacher. Instead, effective teachers facilitate learning and are not just
providers of facts and experience (Berman, 2015; Biehn, 1976; Weimer, 2013).

In recent years, there has been an increased interest in how faculty
development can prepare medical teachers “for their multiple roles as teachers and
educators, leaders and managers, and researchers and scholars” (Steinert, 2014, p. v).
For clinical teachers to meet the above-identified competencies and educational
roles, it has been recognized by educational experts that there is a need to develop a
well-designed faculty development programs that include a variety of activities to be
implemented and evaluated (Steinert, 2014; Steinert et al., 2006). In addition, others
have suggested that faculty development activities need to be reformed and
redesigned to improve teacher effectiveness (Clark et al., 2004; Skeff et al., 1997;
Wibbecke et al., 2015). Steinert et al. (2006) reported on the impact of faculty
development initiatives on the different roles of faculty members. These include
improved teaching effectiveness, positive change in attitudes toward teaching, a
greater sense of belonging to a community and educational leadership and innovation
(Steinert et al., 2016; Steinert et al., 2012). In addition, Steinert et al. reported a
positive change in educators’ attitudes toward their own organization, leadership
abilities and leadership roles, increased knowledge and skills in relation to leadership

concepts, principles, strategies and changes in leadership behaviour.
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It has been reported that the intention and the focus on faculty development
are to improve and support educational quality for both the undergraduate students
and postgraduate residents (Yvonne Steinert, 2011; Swanwick, 2008). Therefore,
diverse faculty development initiatives and activities are offered by medical schools
(and their affiliated hospitals), specialty societies, regulatory bodies, and professional
organizations; success in such initiatives is necessary if health care quality is to be
maintained in the future (Steinert, 2014).

The definition of faculty development has evolved over time from being the
sole responsibility of the institutions to prepare teachers for their educational roles to
being the responsibility of both the individual and the institutions in recent years
(Baker et al., 2018; Centra, 1978; Salam & Mohamad, 2020; Steinert et al., 2007,
Steinert et al., 2005). Also, from a formally planned program (Bland et al., 1990) to
one which is mixed between formal and informal activities (Steinert, 2010a, 2010b)
and from group to an individual setting (Steinert, 2014).

Faculty development has been defined as:

any planned activity designed to improve an individual's knowledge and
skills in areas considered essential to the performance of a faculty member in
a family medicine department or residency training program. These areas
include teaching skills, administrative skills, research skills, and clinical
skills. (Sheets & Schwenk, 1990, p. 141)

As well as, “all activities health professionals pursue to improve their knowledge,

skills and behaviours as teachers and educators, leaders and managers, and

researchers and scholars, in both individual and group setting” (Steinert, 2014, p. 4).
In reviewing the literature for this study and other systematic reviews of

faculty development in higher education (Sharma et al., 2014; Steinert et al., 2006),
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there is very little understanding of what works (Amundsen & Wilson, 2012), “How
and why does this work?” (Cook, 2012), or “What is it about this intervention that
works for whom, and in what circumstances?” (Spencer, 2014). In addition, there is a
gap in the literature on how faculty development interventions might influence
medical educators ability to deal with challenges of their medical educational roles.
To answer the above questions, O’Sullivan and Irby (2011) found that most
research on faculty development for medical teachers followed the positivist
paradigm and argued that we need to use a more extensive selection of research
methodologies than those employed. Bunniss and Kelly (2010) further argued that
“an understanding of research paradigms can guide researchers in designing and
performing medical education research” (Bunniss & Kelly, 2010, p. 545). They
further recommended consideration of postpositivist, interpretivist, and critical
theory paradigms and proposed the use of alternative research methods, including
educational design research, success cases, and sustainability narratives. They argue
that each of these methods can provide new insights into the process and value of

faculty development (Bunniss & Kelly, 2010).

2.6 The Gap Identified in the Literature

From the above literature review, the following gaps have been identified in
relation to this study:
e There is no such study in this area that has been conducted in Oman.
e The impact that context or environment in which medical teachers learn and

teach has on their teaching roles.
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e Research into medical doctors teaching roles and the issues that they
encounter in direct engagement with students as opposed to the mechanisms
of infrastructure and administration that supports that direct engagement

e What has been reported about the challenges that medical teachers encounter
are mainly those observed and experienced by them; however, the structures
and mechanisms that might influence the emergence of such challenges and
the potential influences on how medical teachers deal with such challenges
are limited.

Very little is known about how faculty development interventions might
influence medical educators’ ability to deal with the challenges of their medical

educational roles.

2.7 Aim and Questions of the Study

The purpose of this study is to explore the opportunities doctors embrace and
the challenges that they encounter in their medical educational roles, the factors that
might influence them to embrace such opportunities and deal with such challenges,
and the implications of these factors for faculty development.

The purpose of this study is to seek a deeper understanding of why doctors
embrace certain opportunities and encounter certain challenges in their medical

educational roles and the implications for faculty development.

Main Research Question

What drives doctors in their commitment to teaching and to improve their

teaching practice in clinical settings?

Sub-Research Question

e \What are the medical-educational roles of doctors in Oman?
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e What opportunities and challenges do doctors encounter in relation to their
medical-educational roles? And how do they meet them?

e How might influences, such as faculty development, impact on doctors’
ability to embrace opportunities and deal with challenges in their medical-

educational roles?

2.8 Chapter Conclusion

Clinical teaching and learning in clinical settings is the core of medical
education. Doctors with their multiple identities are encouraged to practice effective
teaching in these settings to ensure high-quality care to patients and learners.
Although the clinical setting is a complex environment where patient care overlaps
teaching and learning, a good clinical teacher always creates and embraces
opportunities for teaching and learning and is a positive role model to enhance the
transformation of their learners to future doctors. Therefore, the present study is
designed and directed toward assisting clinicians to rise to these important

responsibilities.
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Chapter 3 Methodology and Methods
The purpose of this chapter is to explore the epistemological and ontological
precepts of critical realism and examine the application of those principles to medical
education research and practice. In addition, this chapter outlines how this research

was conducted to use critical realism to answer the research question.

3.1 Philosophical Underpinnings of the Research Approach

The research design for this study was both partly fixed and partly emergent,
fixed in terms of the methods being predetermined from the beginning of the
research process and emergent in the details of the design of one stage of analysis
was expected to emerge from the previous stage results (Creswell & Plano Clark,
2018, p. 107).

This study has taken a critical realist view to gain insights into faculty
development from the challenges and opportunities doctors encounter and embrace
in their clinical-educational roles. A critical realist view was considered the most
appropriate fit for this exploratory research study which seeks to gain a deeper
understanding of factors that might influence doctors to embrace their clinical-
educational roles in busy clinical settings. This approach is appropriate because it is
not content with mere description of factors; rather, it seeks to understand what is
happening in order to explain “why things are as they are,” and to hypothesize the
structures and mechanisms that shape observable events” (Mingers, 2004, p. 100).
Further in this chapter, 1 will explain what critical realists mean by mechanisms. As a
researcher and an educational developer, | wanted to discover the underlying causes

for why doctors may or may not be motivated to teach and improve their teaching
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practice in clinical settings. This section explains how the research aim and research

questions are addressed, generally informed by critical realism philosophy.

Critical Realism
Critical realism (CR) is a philosophy or meta-theory introduced by the

philosopher Bhaskar in the 1970s (Cruickshank, 2007; Danermark et al., 2005, p. 4).
He further collaborated with many other philosophers like Margaret Archer, Tony
Lawson, Andrew Sayer, Andrew Collier and Alan Norrie, who claim to have come
up with a deeper understanding of reality than what was available at the time
(Archer, 1998; Bhaskar & Danermark, 2006; Porpora, 2013; Sayer, 1992). It is not
easy to define critical realism. As stated by Archer et al. (2016):

there is not one unitary framework, set of beliefs, methodology, or dogma
that unites critical realists as a whole. Instead, critical realism is much more
like a series of family resemblances in which there are various commonalities
that exist between the members of a family, but these commonalities overlap
and crisscross in different ways. There is not one common feature that
defines a family, instead, it is a heterogeneous assemblage of elements drawn

from a relatively common “genetic” pool. (Archer et al., 2016, para. 2)

However, most authors espousing a critical realist position hold a certain
philosophical position on ontology and epistemology. In this study, the focus will be
on the work of Danermark et al. (2005), Fletcher (2017) and Meyer and Lunnary
(2013) as they addressed the methodological implications of critical realism in the
social sciences. | begin by introducing some key features of critical realism that have

relevance for this study.
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Reality: A Critical realist view
Critical realists explain that critical realism brings together the constructivist

epistemology with the realist ontology (Archer, 1995, pp. 52, 61; Collier, 1994;
Joseph, 2001; Scott, 2005). Knowledge is constructed within minds, as described by
Piaget in the nineteen-thirties and forties (Burke, 2020), which exist in social
contexts, according to Vygotsky (Burke, 2020). Constructivists emphasize a belief
that there is a reality out there to be known, but our knowledge of reality is
constructed rather than apprehended directly. Our knowledge of reality is fallible
since it is socially constructed by social actors and facilitated through our ways of
perceiving and interpretations of it, and therefore, any claims made about reality
must be questioned and critiqued to reach the best understanding of it (Archer, 1995,
p. 177; Collier, 1994, pp. 23, 25; Joseph, 2001; Scott, 2005). Whereas for realists, the
emphasis is that the world exists independently of the social actors (Archer, 1995, p.
177; Bhaskar, 2011, p. 78; Collier, 1994, p. 62; Joseph, 2001; Scott, 2005).

Critical realists consider that “ontological theory (statements of being)
presupposes an epistemological theory (statements of knowledge of being)” (Scott,
2005, p. 634). Scott further explained that the realist in critical realism is because
there are objects in the world, including social objects, which exist with or without
the knowledge of the observer or researchers. He further stated:

Critical realism is “critical” because any attempts at describing and
explaining the world are bound to be fallible, and also because those ways of
ordering the world, its categorizations and the relationships between them,
cannot be justified in any absolute sense, and are always open to critique and

their replacement by a different set of categories and relationships” (p. 635).
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Many researchers commit an epistemic fallacy according to critical realists.
This fallacy, they say, happens when the process of obtaining knowledge about being
or what exists (ontology) is replaced with our knowledge of being or how we know
things (epistemology) and the fallacy here is said to be epistemological (epistemic
fallacy; (Roy Bhaskar, 2011; Collier, 1994, pp. 23, 25). Bhaskar also described
epistemic fallacy as being ontological. Here he refers to a stratified reality made of
three domains: the empirical, the actual, and the real (This will be explained in the
next section). The mistake occurs, Bhaskar explained, when the domain of the real is
identified with the domain of the empirical. Bhaskar further explained that the
researcher who takes this position is making this error by cutting off most of the
reality, and their reality would only exist in what is perceived, experienced, or

observed (Bhaskar, 2011; Collier, 1994; Danermark et al., 2005).

Stratified Reality.
Bhaskar (1998b, pp. 175, 188) made an ontological assumption that reality is

stratified into three different ontological domains (levels or layers), namely the
empirical, the actual, and the real (the causal layer); (Roy Bhaskar, 2008b, pp. 2, 46;
Danermark et al., 2005, pp. 20-21).

The first of the three layers of this stratification of reality is called the
“empirical domain.” This domain is made up of observable or experienced events,
outcomes, or phenomena, so a form of understanding is developed about it. The
empirical is the domain that positivists focus on and have been criticized for, as they
are concerned with regularities of phenomena, reducing reality to what is observed
and seeking to find “law-like connections” (Archer et al., 2016; Bhaskar, 1998b, pp.

136-146; Danermark et al., 2005, p. 120; Gorski, 2013).
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The second layer is the actual domain. Bhaskar explained that it is in this
layer where events and behaviours happen and that these events have an independent
existence (all events occur regardless of whether activated, sensed/experienced or
not); (Roy Bhaskar, 1998b, p. 16; Danermark et al., 2005, p. 20).

The third domain of reality is of particular relevance to this study. This layer
is the real domain (causal domain). This domain is independent of our thought,
awareness and even our existences as human beings (Roy Bhaskar, 1998b, p. 16;
Danermark et al., 2005, p. 20). Bhaskar (2008b, pp. 35-49) described this layer as
containing the various structures (objects) and the generative (causal) mechanisms,
which have the potential to result in a change or generate phenomena events
happening in the actual domain, which may be experienced or observed in the
empirical domain. Critical realists state that structures and mechanisms are real, even
if they are not tangible or visible, but they may result in events and produce
“tendencies,” and it is this that we pursue to understand and explain, even if they do
not produce events (Danermark et al., 2005, p. 55; Houston, 2001). Examples of this
will be given further in this section.

Not producing an event, critical realists argue, might be due to these
mechanisms not having been activated by other events or contexts ( Bhaskar, 1998b,
pp. 129-130; Danermark et al., 2005, p. 56). Furthermore, once activated, other
structures and mechanisms might neutralize their effect, and hence they do not
produce events in the actual domain (Danermark et al., 2005, p. 56). Thus, the real
domain critical realists is further stratified (Bhaskar, 1975; Mingers, 2000).

Examples of these strata in relation to understanding the human experience would be
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the physical, chemical, biological, psychological, and social layers (Danermark et al.,
2005).

Bhaskar (1998b) further described these stratified domains of reality as
overlapping. The domain of the empirical is a subset of the domain of actual, which
in turn is a subset of the domain of the real. In Table 1 (Bhaskar, 2008b, pp. 46-47,
2008a, p. xix) and the Venn diagram Figure 2 and Figure 3, we notice that
“mechanisms, events and experiences thus constitute three overlapping domains of
reality, viz. the domains of the real, the actual, and the empirical” (Bhaskar, 1975, p.
121, 2008b, pp. 46-47; Mingers, 2004). These overlapping domains clearly show
that the empirical and actual domains are nested in the real domain, and therefore,
experiences and events are also in the real domain.

Table 1 Bhaskar’s Three Domains: Populating Entities

Domain of Real | Domain of Actual Dom{;u_n of
Empirical
Mechanisms X
Events generating X X
the effect of power
Experiences X X X

Source: (Bhaskar, 2008b, pp. 46-47, 2008a, p. Xix).
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Figure 2 Bhaskar’s Stratified Domains

The Real Domain

Experiences and events emerge from a range of generative (causal)
mechanisms, which condition but do not regulate them. Critical realists argue that
reality “has powers or properties which we cannot observe but which we can
experience indirectly by their ability to cause—to make things happen in the world”
(Danermark et al., 2005, p. 20). This distinction that reality has a generative (causal)
mechanism with powers or properties that cannot be observed arises from the notion
that not all events are observed and that we should not reduce the lasting effect of a
causal mechanism to events (Archer et al., 1998, p. 228).

Bhaskar (2008b, p. 42) described the generative mechanism as:

nothing other than a way of acting of a thing. It endures, and under
appropriate circumstances is exercised, as long as the properties that account
for it persist. Laws then are neither empirical statements (statements about
experiences) nor statements about events. Rather they are statements about
the ways of acting of independently existing and transfactually active
things.” (p. 42)
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Bhaskar, in debate with Callinicos (Bhaskar & Callinicos, 2003, p. 103), used
the example of an apple falling off the tree as an event that is happening (the actual
domain). Bhaskar further explained that the apple falling might be observed or not by
us in the actual domain and when we experience and observe it, and the apple now
has fallen to the ground from a tree, he stated to be in the empirical domain (Roy
Bhaskar & Callinicos, 2003). This event could not be possible without conditions in
the world that made it happen, which Bhaskar calls structures and mechanisms. One
underlying condition could be that the planet Earth produces a force to pull the apple
to the ground. Another condition will influence the apple to grow and age, leading to
the weakening of the stem linking the apple to the branch. The interacting
mechanisms are produced by the stated conditions, which influences whether this
event will happen or not. Critical realist illustrates this apple example to show how a
researcher uses theories to try to explain the event by asking what mechanisms may
have led to this event and what conditions must exist to produce those mechanisms
(Bhaskar & Callinicos, 2003, p. 103; Danermark et al., 2005, p. 192). This analytical
method is claimed to be developed by critical realists and is called “retroduction”
(Danermark et al., 2005, pp. 109-110; Elder-Vass, 2010, p. 48; Fletcher, 2017;
Lawson, 1997, p. 27). This is a familiar conversation in the domain of behavioral
biology when one is trying to offer reasons for an organism to behave in a certain
way. One may ask what causes a certain manifestation of, for example, courtship
behavior. One could offer explanations in terms of external stimulus circumstances,
time of year, hormonal state, or evolutionary imperative. These might all be valid,
but different levels of explanation. Retroduction will be further explored later in this

chapter.
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Critical realists describe the real domain as made up of different strata with
objects (which I shall refer to as structures), which hold their own emergent causal
powers or properties (Roy Bhaskar, 2008b; Elder-Vass, 2010). According to Elder-
Vass (Elder-Vass, 2010), an emergent property is a feature of social structure “that is
not possessed by any of the parts individually and that would not be possessed by the
full set of parts in the absence of a structuring set of relations between them” (2010,
p. 17). Water as an object was used to illustrate this by Elder-Vass. Water properties
are different from those of its components (i.e., oxygen molecules and two hydrogen
molecules). When oxygen and hydrogen are not bound in a specific way, they will
not form water properties. For example, fire cannot be put out with oxygen and
hydrogen; critical realism explains that water has emergent properties. Such
emergent properties are not haphazard occurring phenomena, as they occur as a set
of patterns organized in a specific way depending on the relationship between the
different parts of the objects and the sets of conditions. In the social world, these

powers/properties operate in an open system (the society).

Special Feature of Social Systems: Open System

The social world involves an open system compared to the natural world,
which may operate in a more closed system manner (Danermark et al., 2005, pp. 66—
69; Sayer, 2000). For example, in the natural sciences (laboratory), it is desirable to
control variables to look closely at event regularities, but this is almost impossible to
achieve in the social world.

It is argued by critical realists that there are no constant conjunctions of
phenomena (i.e., event regularities) in comparison to a closed system (laboratory)

where there are event regularities as the environment and conditions are controlled
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(Danermark et al., 2005, pp. 54-58; Sayer, 2000, pp. 121-125). The reason for the
lack of event regularities, critical realists argue, is that the underlying causal
powers/properties, which are present as mechanisms and structures, interact in
contingent ways to produce change at the level of observable events (i.e., the level of
the empirical domain; Johnston & Smith, 2010).

It is in the empirical domain, critical realists state, that researchers will find
data or facts, which are “theory-impregnated” (Danermark et al., 2005, p. 21),
leading to what Bhaskar (1978) called “the epistemic fallacy” (p. 36) where the
empiricist researcher will reduce “what is to what we can know” about it (Danermark
et al., 2005, p. 21). This collapse of the three stratified layers into one is misleading
and erroneous. Researchers, according to Danermark, should “investigate and
identify relationships and non-relationships, respectively, between what we
experience, what actually happens, and the underlying mechanisms that produce the
events in the world” in the real domain (p. 21). Therefore, researchers need to look
not only for causal effects related to human activities but also the effects of those that
exist independent of human activities.

As mechanisms exist as causal powers of things, in this study, we are looking
at the social mechanism, which is about “people’s choices and the capacities they
derive from group membership” (Pawson & Tilley, 1997, p. 66). In addition,
mechanism/s interaction with other mechanisms is facilitated by the complexities of
the social world system, such as context and people’s theoretical ideas and beliefs.
Moreover, such a complex system reduces the possibility of making reliable
predictions in social sciences (open system; Collier, 1994, p. 62; Danermark et al.,

2005).
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Application of Critical Realism to This Study

From the above description of mechanisms thus, it is complex to design a
faculty development program and then test which intervention will best fit to develop
doctors’ for their clinical-educational roles and generalize it to all hospitals in a given
city or a country, for example. These complexities may arise because many
mechanisms and different conditions might influence its effectiveness in a given time
and context.

Another example would be to look at the mechanisms preventing many non-
millennial generation doctors (i.e., those born before 1982) from attending
voluntarily faculty development activates conducted by the Sultan Qaboos University
College of Medicine and Health Sciences (CoMHS) as a personal observation as a
member of the faculty development in CoMHS. Such an event (nonattendance) may
be explained as a lack of interest in improving and enhancing their clinical-
educational roles. Another explanation given by some faculty developers in COMHS
is that those doctors believe they are experts in teaching and know-how to teach as a
result of many years of teaching experiences, and therefore, such an activity will not
add any value to them. Therefore, those doctors attending such an activity would be a
waste of their valuable clinical time, which they do not have much off. Yet another
explanation might be that this group of doctors believe that their clinical expertise in
their subject area enables them to teach to a high level of excellence, and yet again,
attending faculty development activities for teaching and learning will be a waste of
their valuable time. However, such an overly simplistic analysis that those doctors

experiences in their clinical area and teaching are believed to explain the
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nonattendance. Such a belief is erroneous thinking, and those assumptions are based
on social system is a closed system.

We might think of the above narrative as having a reality that is stratified and
that there might be hidden causal mechanisms and structures leading those doctors
not to attend faculty development activities and have the benefit of up-to-date
professional development initiatives for their teaching roles different than what has
been observed and experienced. Such mechanisms and structures could be related to
beliefs, values, cultural ideas, policies, institutional factors, personal factors such as
goals and intentions, and/or concerns. It might be as simple as a lack of clear
guidelines or policies for the educational roles or a more complex explanation
leading to the event of nonattendance. In terms of causal mechanisms to explaining
why non-millennial generation doctors choose not to attend faculty development
activities would be a complex issue. For example, a lack of clear guidelines or policy
for attending faculty development activities might be a simple reason for such an
event to occur. However, conditions such as the institutional values might not match
those of the doctors for teaching roles with the lack of guidelines and policy lead to
this event in a context that did not recognize clinical teachers, for example.
Therefore, we must always ask ourselves, “What mechanisms or structures may have
led to this event?” and “What conditions must have existed to produce those
mechanisms?”

Another example one might look at is observing the collaboration between
doctors in the clinical setting in their teaching roles. Those doctors working as a team
member and this experience critical realist consider to be in the empirical level,

which might also be considered a mechanism at the real level. Such a mechanism
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may trigger a number of other mechanisms relevant to the doctors’ educational roles,
such as being creative in their teaching roles. Another mechanism would be a lack of
trust between team members, and if such a belief is missing, then team members lose
confidence in that everyone is sharing the same set of goals. When missing, such a
belief leads to miscommunication and misunderstanding, which may undermine the
team’s efforts. The triggering of these mechanisms is not predetermined, neither its
outcomes are known.

Nevertheless, it may depend on other active mechanisms. However, team
working has the tendency to produce certain desirable outcomes. For instance,
participation in professional development activities and sharing concerns and
experiences with each other leads to collaboration between doctors to improve
teachers’ teaching skills; however, this is not always the case (Bygstad & Munkvold,
2011). Using a critical realist lens, we can determine the causal mechanisms in action
that drive doctors to commit to teaching and improving their teaching practices in the
clinical setting. Once we explore and identify those structures and mechanisms at the
level of the real, critical realists claim that we can bring about change (Roy Bhaskar,
2008a, p. 71).

This claim is essential for exploration. | propose that the emergence of events
at the actual level and experiences and observations at the empirical level will help

illuminate our understanding of the causal mechanisms at the real level (Figure 3).
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Figure 3 Bhaskar’s Three Domains
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This study does not intend to say that if two events occur in sequence
regularly, then one is said to explain the other. Thus, for example, when we state that
some teachers do not attend faculty development activities because they do not have
time and are working in a busy hospital as this constant conjunction of elements or
variables is not a causal explanation, and it does not answer the questions: (a) What
mechanisms may have led to this event? and (2) What conditions must exist to
produce those mechanisms?

Trying to understand what works, how and why it works, | use a critical
realist view to explore those deeper lying mechanisms and structures (the causal
powers) taken to cause empirical phenomena and analyse the interplay between the

three layers of reality (Sayer, 1992, p. 237).

3.2 Methods
Research Design

The main principle guiding the research design was based on the core
research question and its sub-questions and focused on generating appropriate data to
answer them. The decisions | took when selecting the study participants and data
collection methods were driven by factors such as the wider representativeness of the
medical specialties, institutions, and the knowledge base of the educational roles
within them and more pragmatic elements such as access to busy clinicians. The final
design outcome has resulted from a combination of academic requirements, ethical
approval requirements and everyday life contingencies. The validity of this design
will be, in part, proved or disproved by how well the research aim was achieved. In
addition, there is an awareness that practical constraints may have impacted the final

decision made regarding the design.
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Research Design Outline.

Twenty-seven informants were interviewed once using semi-structured in-
depth interviews. The interviews were conducted within two governmental/national
hospitals out of the six government hospitals in Muscat Governorate, one belonging
to the Ministry of Health and the other belongings to the Sultan Qaboos University. |
chose the two hospitals from which data could be drawn to provide insight into the
research questions. In each hospital, informants with similar roles and specialties
were interviewed: senior consultant or consultant involved in teaching the
undergraduate student and/or postgraduate students/residents. In addition, data were
collected using documents (see Section 3.2. Research Methods.

The two hospitals were selected based on being similar enough to bear
relation to each other in terms of analysis as they are similar but different enough to
obtain a broad range of findings. The two hospitals are similar in that they are both
depending on receiving their source of income from the government, have similar
medical, surgical, emergency specialties, teaching both medical students and nursing
students, and both teaching and training junior medical doctors to specialize.
However, they are different in that one was established to have a primary purpose as
a service provider (MoHH), and the other (SQUH) has its primary function to
provide a service to teach. Hence the pressure on clinicians is less in providing
clinical services.

This purposive and convenience sampling was also contingent on access to
respondents. Each of these hospitals had an individual via whom | could contact
potential respondents, and initially, I was introduced to them by their contact. After

that, I conducted all communications with the respondents to establish a good rapport

70



from the outset. In addition, good rapport had been established with some of the
respondents from my previous job as the director of training and scholarship in the
Ministry of Health and as an affiliated member in the Medical Education and
Informatics Department (MEIU) in The Sultan Qaboos University College of
Medicine and Health Sciences (CoMHS).

A key principle of sound research design was to obtain data from similar
respondents across different but similar hospitals to help both understand their
educational roles and any comparative analysis between the clinical settings. These
respondents had been particularly selected for their specialized knowledge, expertise
and teaching experiences and their ability to give confident and detailed information
about their educational roles in such settings. However, | had limited time to collect
data from the respondents. | travelled to Oman in May 2016 to follow up in person
on the ethical approval, which took longer than anticipated via email. This delay was
due to changes in the ethical approval methods and processes in the Ministry of
Health. The ethical approval was granted and | started data collection in my home
country.

They were all in demanding specialties with time pressures, and their
participation was therefore of significant importance. Anyone who refused an
interview or withdrew from the study at short notice would have been a significant
limitation on the data about that particular hospital. All informants agreed to
contribute to this study at the first instance when | contacted them. Such a response
rate showed that the study topic was important for the doctor’s concern and showed a

sense of trust to share their experiences and views with me in the interview. All
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respondents of this study shared this view before and after the interview was
conducted.

In summary, the design of this research was based on purposive and
convenience sampling using 27 similar respondents and from related documents to
identify causation’s processes and mechanisms to ensure that the research question is

meaningful and rich data are generated rather than generalizability of the research.

Research Method

The data collection from respondents needed to be robust, and this was
accomplished in several methods. These included interviewing those who hold the
consultant title and above to ensure that they are recognized as educators with
adequate knowledge regarding clinical teaching, ensuring they had both
undergraduate and postgraduate teaching experiences. In addition, it was based in the
clinical setting. Subsequently, the data were analysed in a number of methodological
stages for meaning-making and rational interpretations that may provide a new
understanding of the issues at hand. Finally, I will present an account of the research
method (outlined below) divided into three parts: Data collection strategies, approach

to data analysis, and the research’s credibility.

Data Collection Strategies.

Data were collected via semi-structured interviews using a set of open-ended
questions with medical doctors that teach in clinical settings. The study further
involved examining several relevant institutional documents to understand the
complex interplay between the teaching doctors, the educational institutions they

teach for, and their hospitals. These documents are the trainers manual, policy, and
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regulations documents from MoH and OMSB to see if they explain what the senior
doctors shared with me.

Before developing the set of interview guides, | committed time for desktop
research to gain a deeper understating of the application of the critical realist
framework and the relevant literature to provide the needed guidance to make the
most of the respondents’ individualized experiences and the possibility of making
sense of the culture that they come from by meaning-making of the collective

experiences(Gubrium et al., 2012).

Sampling Strategies.

The purposeful sampling method was used to select respondents who were
most likely to provide the richest information about their clinical-educational roles
(Cohen et al., 2011, pp. 103-104; Creswell & Creswell, 2018, p. 262). Medical
doctors are defined here as physicians who directly supervised medical students
and/or trainee doctors in the clinical environment. For example, these doctors might
teach both medical students and residents who are on clinical rotations for their
individual training programs with primary learning goals relating to patient care.
Therefore, criterion sampling was first used to select participants who met the
prespecified criteria. Such criteria (Table 2) were as follows: (1) that they had to be
practicing physicians in the particular hospital and (2) that they were teaching
medical students and/or trainee doctors at various levels of training in that hospital.
In addition, those physicians have been recognized as educators by the Sultan
Qaboos University College of Medicine and Health Sciences (CoMHS) and/or Oman
Medical specialty Board (OMSB), respectively (Cohen et al., 2011, p. 143; Creswell

& Creswell, 2018, p. 224).
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Purposive sampling was then used to select additional individuals who could
contribute new and varying perspectives on the ability to deal with challenges in their
clinical, educational roles (Cohen et al., 2011, pp. 103-104; Creswell & Creswell,
2018, p. 262). For instance Table 2, I anticipated that medical doctors of different
gender, specialties (surgery versus cardiology, for example), clinical settings
(intensive care unit versus outpatient clinic for example), clinical and teaching
experiences, formal training in medical education (certificate, diploma, or master
degrees), ethnic background or with overseas training, might have different strategies
for improving their teaching practice. Therefore, hospital directors and program
directors from both hospitals, the Sultan Qaboos University College of Medicine and
Health Sciences (CoMHS) and the Sultan Qaboos University College of Medicine
and Health Sciences (OMSB), were approached to help identify suitable participants.
Once suitable had doctors been identified, they were invited to participate in the
study by email and then WhatsApp messages to ensure that they received the email.

The interviews were conducted during two visits | made to Oman. The first
interviews were with the medical doctors of SQUH, and on the second visit, it was
with the Royal Hospital medical doctors. However, because of the rotational nature
of the medical curriculum, it was unlikely that | would have been able to identify an
ideal time—from any perspective of workload or availability—for these colleagues,
and thus that no time would really be significantly better or worse. Also, the two
periods were not greatly separated in time or demarcated by any apparent changes in
practice that might be anticipated to have a significant impact on the result of this

study.

74



Table 2 Criteria for Selection of Respondents

Inclusion Criteria Exclusion
Criteria
Criterion Sampling Purposive Sampling Any physician

with no board
certification®

Practicing physician in the
particular hospital

Gender

Teaching medical students and/or
trainee doctors at various levels
of training in that hospital

Specialties (surgery versus cardiology,
for example)

Recognized as educators by the
Sultan Qaboos University College
of Medicine and Health Sciences
(CoMHS) and/or Oman Medical
specialty Board (OMSB)

Clinical settings (intensive care unit
versus outpatient clinic, for example)

Clinical experiences

teaching experiences

formal training in medical education
(Certificate, diploma, or master
degrees)

ethnic background

with overseas training, might have
different strategies for improving their
teaching practice

Twenty-seven respondents (medical doctors) who met the sampling criteria

were invited to participate in the interviews (Table 3). Eleven respondents were from

SQUH and sixteen from MoH. However, the sufficient number of participants for the

interview is relative to the data collected and largely depends on the point of

reaching saturation, where no new information was gained (Creswell & Creswell,

2018, p. 262; Creswell & Plano Clark, 2018, p. 270; Maxwell, 2012, p. 95; Saunders

2 Board certification indicated the education level achieved by physicians beyond their undergraduate
certification as medical doctors and as a minimal standard of required core competencies in their

chosen specialty.
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et al., 2018). Therefore, | first has selected a manageable number of participants from

both institutions, and all were interviewed. However, at SQUH, | found that | was

approaching saturation as | came to the end of my planned interviews. On the other

hand, at MoHH, | had to select additional participants to reach saturation.

Table 3 Respondent Demographics

(22) (5)
male female
Gender (10) SQUH | (1) SQUH
(12) MoHH | (4) MoHH
<5 years 5-10 11-15 > 15 years
Clinical LS IS
8 0 1 7 19
experiences
(0) SQUH (1) SQUH (2) SQUH (8) SQUH
(0) MoHH | (0) MoHH | (5) MoHH | (11) MoHH
<5 years 5-10 11-15 > 15 years
Teaching years years
. 0 13 7 7
experiences
(0)SQUH | (5)SQUH | (3)SQUH | (3) SQUH
(0) MoHH | (8) MoHH | (4) MoHH | (4) MoHH
Anesthesia
. . & Intensive | Emergency o .
Medical Surgical Care Medicine Pediatric | Radiology
Specialty Medicine
()SQUH | @)SQUH | (@SQUH | @sQur | ST o) squ
(4)MoHH | (3)MoHH | (2)MoHH | ()MoHH | 1) | (2) MoHH
f’fé’.m;g ane India & UK &
Oman . Egypt Canada EU Australia
country/ Pakistan .
: countries
region
;’rg‘;i;te (8)SQUH | (2)SQUH | (1)SQUH | (0) SQUH 8 SQUH T 0y sQuH
medical study | (12) MOHH | Q)MoHH | () MoHH | (0)MoHH | b, | (0) MoHH
fe‘;?fjgerr?g;ate (1)SQUH | (2)SQUH | (1)SQUH | (6) SQUH &g SQUH T 0y squH
training (3)MoHH | (2)MoHH | ()MoHH | (§)MoHH | 1) | (0) MoHH
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Semi-Structured Interviews.
The semi-structured interview guide (Appendix 1) was piloted before the

study was carried out. The pilot study was carried out in a setting that was deemed
similar to the settings that my main study interviews were likely to occur. Piloting
helps in ensuring that research instruments are well functioning. Also, by piloting the
interview, | gain experience and confidence in conducting interviews. It helps refine
my instrument by recognizing the understood and confusing questions (Bryman,
2016).

Pilot semi-structured interviews were conducted with two respondents from
SQUH, as they were the most immediately accessible, using the same conditions as
the actual interviews. The main aim of this pilot study was to improve the interview
design and the interview guide. The two respondents were selected in the same way
as in the actual study, and | communicated with them similarly (see below). This
selection method was important to ensure that the methods used for selection gave
me the appropriate respondents for this study. The interview was conducted at SQUH
in the respondents’ selected environment. The two respondents were included in the
main study as no changes were made to the interview guide (Appendix 1) or the
selection criteria.

The semi-structured interview guide (Appendix 1) included eight main
questions in Table 4, informed by the research question and sub-questions. This list
of questions represented essentially a number of prompts about issues that were to be
covered. Sometimes there would be a slight varying of the order if respondents’

answers led on to include issues to be raised by later questions, and so on. In
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addition, the guide encompassed the roles and responsibilities of respondents’ and
whether those roles and teaching responsibilities had been changed over time.

Initially, I contacted each respondent with the assistant of the office of the
director of each hospital. In addition, the head of MEIU helped me to get the contact
details of SQUH doctors. The directors of the two hospitals’ offices and the head of
MEIU provided me with their contact details to facilitate easy and quick
communication with the doctors. After that, each respondent was contacted via
mobile phones or WhatsApp messages to confirm their acceptance to be interviewed
and get their email address to send them the information about the research prior to
the interview (Appendix 2). WhatsApp messaging was the common medium of
communication among the doctors and the community in Oman, and the use of such
an application made most doctors respond quickly to WhatsApp messages in their
own convenient time with short and quick messages not taking too much of their
time.

Moreover, doctors provided me with their email addresses, which ensured
that respondents were informed about the purpose of the research and the time
needed for their involvement. This approach secured the involvement of the doctors
that I communicated with once they read the copy of the research information sheet
and consent form (Appendix 3), which were sent to all respondents via email. As a
result, the respondent agreed and fixed an appointment for the interview either after
receiving the WhatsApp messages and prior to sending them an electronic copy of
the information sheet and the consent form or after they received them via email.

All interviews were conducted at the hospital premises in the doctors’ offices

or an office in their clinic. The interview location was chosen for the doctors’
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convenience and de-emphasized other working relationships they might have with
me. The interviews were all individual and were carried out by me. Interviews lasted
for around 35-90 minutes, and a couple of times, they were interrupted by phone
calls or by individuals opening the door, which did not affect the dynamic of the
interview process as the respondents continued discussing the point before the
interruption.

Table 4 Semi-structure Interview Main Questions

1. Could you please tell me about your current role as a clinical educator that you
have been doing now for X years? Could you please tell me what you do in this
role?

2. Could you please tell me whether you had any thoughts about clinical teaching
whilst you were a student or resident?

3. What preparation, if any, have you had for your clinical-educational role?

4. If you have not been prepared, why do you think this might be?

5. If you have been prepared—has anyone helped you with this?

6. If you have not had any help—would you like some?

7. If you were to be involved in a project to help other medical teachers in a
similar situation as yourself with challenges in their role, what support, help or
training do you think you would need to do this?

8. Do you have anything else you would like to say or share with me on the

subject we have been talking about?

Consent was obtained on the same day of the interview from the respondent,

asking them to participate, be interviewed, and be audio recorded for this study.
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Following transcription of the interview, audio recording a copy of the transcript was
sent to each respondent via email (Appendix 4). This gives the respondent an
opportunity to clarify information, correct mistakes (Hagens et al., 2009). The email
also clearly stated that the transcript will be considered a true representative of what
they have said to me if they do not reply. As a researcher, | was aware that their
nonresponse to my email does not mean they approved the transcripts, and their lack
of reply might be due to their busy professional life (Forbat & Henderson, 2005;
Hall, 2004).

All the interviews were anonymized by giving letters and numbers to each
respondent. However, the place that participants have come from have not been
anonymized, as this might be important data for my study (Moore, 2012). The first
seven interviews were transcribed verbatim to gain the experiences of transcribing.
The rest were transcribed verbatim using a transcription company (Appendix 4
provides an example of a transcribed interview). This part of the research was done
in a process way to get the most of meaning-making that will help with the data
analysis. This process was as follow: (1) the audio recording was listened to on the
same day with added notes to the original notes that were made during the interview,
(2) the audio recording was transcribed, (3) the recording was listened to again with
the intention to correct any misunderstood words by me or the transcription company
or for when Arabic words were used during the interviews. | found transcription time
consuming, especially since | conducted the interviews in English with English as a
second language for both myself and the respondents.

From the onset of the research design, a decision was made to conduct the

interviews in English. | was aware that the respondents and | have the same non-
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English native language, and the non-English data will lead to an English thesis.
Knowing that some of the respondents will be non-Arabic speaking meant that I had
to conduct some in English and most in Arabic, which would have added another
element of interpretation. To eliminate translation challenges from the viewpoint that
interpretation of meaning is fundamental in qualitative research, which might reduce
the study’s validity by losing meaning (van Nes et al., 2010), English was decided to
be the language for all the interviews. Translation being itself an interpretive action,
and therefore, meaning may get lost in the process. As the researcher was thinking of
the analysis process using a critical realist framework with reality being stratified and
interpretation of experiences are an essential aspect of the first stage of this analysis,
it was necessary to reduce the ‘errors' that translation might cause initially. Therefore,
to avoid any limitation that might be caused by translation, I decided to conduct the
interview in English to give the respondents the opportunity to say things in their
mother tongue if they feel they needed to do so (van Nes et al., 2010). For meaning-
making, | listened again to the interview audio recordings because the tone of voice
and the volume used changes the meaning of what was transcribed.

Qualitative analysis was conducted using NVivo 12 software. The audio files
and the transcripts were only used for this study as part of the dissertation process.
Anonymized extracts from the transcripts of the recorded interviews were used when
reporting the findings. When grammatical errors were corrected, | used brackets [ ] to
improve readability. The raw data for this study were accessed only by me and my

dissertation supervisors.
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Ethical Considerations.
This research dealt with people’s interpersonal interactions and their beliefs

and behaviours, and therefore, it had an ethical dimension, and | was required to
consider ethical implications (Bryman, 2016; Cohen et al., 2011). Therefore,
additional formal ethical approval was obtained. The following ethical considerations
were relevant to this research and were addressed: harm to respondents, informed
consent, privacy (Bryman, 2016; Cohen et al., 2011).

An ethical approval form was completed and submitted to the Moray House
School of Education Ethics Committee for this study. This study was considered
level 1 in its screening process and did not require further consideration by the
formal ethics committee (Appendix 5). This approval was a requirement for the
Research and Ethical Committee at the Ministry of Health in Oman before |
considered applying to conduct the research at MoH institutions. Ethical approval
was obtained from the Research and Ethical Committee at the Ministry of Health in
Oman (Appendix 6) and Sultan Qaboos University Medical Research and Ethics
Committee (Appendix 7). An application form for Ethical Approval of Research was
filed, providing information about the principal investigator, the research title and
description of the research, its significance, methods, respondents, ethical research
issues, source of funding, and conflict of interest.

The data collection methods should cause no harm to the individual
respondent, and they were asked to voluntarily participate in the study. Information
(Appendix 2) about the study was provided to the respondent prior to interviews and

on the day of the interview to ensure that the respondent was aware of this study’s
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purpose at all times. In addition, respondents had the option to withdraw permission
from me to use the interview material in the study report.

This study sought to ensure the respondents’ confidentiality and security of
their personal information and records (UK Research Integrity Office, 2009).
Therefore, confidentiality was maintained during and after the study has finished.
Confidentiality was maintained by concealing the identity of respondents through the
use of pseudonyms. An informed consent form was developed, and consent was
obtained from all the respondents in this study (Appendix 3). The form stated that the
respondents are guaranteed certain rights, agree to be involved in the study, and
acknowledge that their rights are protected. Respondents will be provided with
feedback concerning the study results at the end of the study, and all names are kept
confidential. Consent forms, interviews’ digital recordings, and the interview
transcriptions have been securely stored in a locked filing cabinet and will be
destroyed on the study’s completion and reporting. Digital files and recordings
containing respondents’ research data were stored in password-protected files on
University maintained servers with regular and secured backup according to the Data
Protection Act (UK Legislation, 2018) and the University of Edinburgh Data
Protection Policy (University of Edinburgh, 2021). Sensitive data were also
encrypted, stored, and securely erased when appropriate.

The study involved interviewing people working in the same institution or
affiliated institution as | do, thus raising concerns associated with existing
professional relationships between respondents and me. Respondents might feel
pressured to consent due to professional connections with me; therefore, to eliminate

this risk, voluntary consent was obtained via private email invitations to the
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respondents in this study rather than face-to-face requests. Informed consent was
obtained from volunteering respondents via a Participants’ Information Sheet &
Consent Form (Appendix 2 & 3) describing what will be involved in the research,
time commitment, rights of respondents and the benefit and risk of participating in
this research. Respondents were assured that confidentiality and anonymity would be

protected.

The Data Analysis Method

This section of the chapter explores the data analysis methods employed in
the study, which is not necessarily linear; however, critical realism implies several
key steps (Danermark et al., 2005, pp. 109-111; Fletcher, 2017). The lack of clearly
described methods for applying critical realism in the field of social sciences
(Edwards et al., 2014; Fletcher, 2017; Oliver, 2012) made this study go through a
number of trials and errors to what will be considered an acceptable method and
analysis. The publication of an article by Fletcher (2017) in which she outlined the
method of applying critical realism in a simple and clear way assisted me in my
analysis. In this study, | used Fletcher (2017) three stages of the explanatory research
model, based on critical realism, which will be applied to find mechanisms and
structures with enduring powers (Danermark et al., 2005; Fletcher, 2017). This
model is expected to provide a greater understanding of the causal mechanisms that
motivate clinical educators to commit to improving their teaching practice in clinical
setting roles.

However, the process of data analysis and going back to the raw data will be
an ongoing process throughout all the stages of the research (Cousin, 2009). The

stages generally will b