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Abstract

It is frequently reported that British health professionals learn and develop considerably as
a result of undertaking international placements in low and middle-income countries.
However, there has been little attempt to empirically identify, analyse and measure the
learning that happens. Much of the learning is described using broad, generalised terms
such as ‘communication skills’ or ‘leadership’. This thesis aimed to uncover the
constituent components of these broad terms by using a systematic review and meta-
synthesis of the peer-reviewed literature. The potential learning outcomes generated
during the meta-synthesis were then presented to a group of stakeholders in Delphi
consensus study, who decided which of the items were most important. The Delphi method
developed a set of core learning outcomes for international placements; which were
converted into a self-assessment tool. The tool was piloted on a large sample size and
reduced to a 40-item psychometric, self-assessment tool. Preliminary findings from the
data gathered in the pilot study are discussed. An adaptation of transformational learning
theory in relationship to international placements is proposed alongside discussion of how
this research relates to existing educational theory. Future uses of the tool to generate more
data are also discussed. This thesis is funded by Health Education England, who wished to
explore the creation of a psychometric tool to measure learning on health professional

international placements.



1. Introduction

1.1. Introducing international placements
International placements in low resource settings (sometimes referred to as international

volunteering) are a rapidly growing phenomenon (Tourism Research and Marketing
(TRAM), 2008). TRAM estimate that each year 1.6 million volunteers are hosted
worldwide by at least 300 organisations (1). Fundamentally, international placements (or
volunteering) which routinely implies a flow of individuals from high income countries
(HICs) to low and middle income countries (LMICs) can take numerous forms and are not
homogenous (1-3). These placements are distinctly different from student international
placements where the primary aim is to learn and develop (4-6). This introductory chapter
will begin by introducing health professional volunteering and placements, what they are
and the motivations for undertaking these. I will present the benefits and challenges that
the NHS faces regarding such activity. This is followed by an outline of the rationale for

the thesis, aims, objectives and funding considerations.

International volunteering can be traced back historically over 100 years. In 1909 the
British Red Cross initiated the VVoluntary Aid Detachment Scheme, whereby volunteers
helped treat wounded soldiers in Europe and the Middle East during World War One (7).
Fifty years later in 1958, in the UK, formal organisations such as VVoluntary Services
Overseas (VSO) began linking international volunteers to projects. In the 1960’s and
1970’s it became popular for students and graduates to study or volunteer internationally
(8). Inrecent years popularity has greatly increased and there are many smaller charities
offering international volunteering placements, including the publicised response of

volunteers to the Ebola crisis in West Africa in recent years (9).

Within much of the literature on which this thesis is built, there is discussion around
defining the concept of international volunteering (2,3). Volunteering, in its various
capacities, has a place in the lives of many British people. National data sets suggest that
39% of UK adults had volunteered formally in some capacity at least once in the preceding
year (10). This equates to a figure of 19.8 Million UK adults choosing to volunteer at least
once a year. Formal volunteering in this report is described as ‘giving unpaid help’ to

‘benefit other people or the environment’ (10). However national and international



volunteering are often categorised as two separate entities, with different underlying

motivations, outcomes and structures (2).

This thesis focuses on health professionals on international placements. Health
professionals travel from high income countries to work in health facilities in low and
middle-income countries for little or no remuneration. This does not include those who
migrate permanently or for a significant amount of time or those who are receiving a full
UK (or equivalent) salary to work internationally. The majority of the health professionals
referred to in this thesis would be recruited or referred to as volunteers. However, after
attending many meetings with stakeholders in this field, particularly during data collection
events, there was abundant disagreement about what constitutes a volunteer. For example,
whether it is altruistic or for personal gain, whether they receive salary or accreditation,
there was even debate about the condition of accommodation (whether those staying in 5
star hotels are volunteers). The meaning of volunteer was often contested in meetings with
stakeholders anecdotally, primarily because they are aware of the tremendous personal and
professional benefits reported by British professionals both anecdotally and in the
literature (11-14). This underlines the importance of measuring the beneficial outcomes
for British professionals. Therefore, | decided not to use the terminology ‘volunteer’ to

eliminate the debate over its meaning and to allow focus on the research questions.

Healthcare professionals make up a significant proportion of the individuals who choose to
undertake international placements. A 2009 survey found that 10% of Voluntary Services
Overseas (VSO: a large international professional volunteering organisation) professionals
were doctors or nurses (15). Many of the international placements discussed in the
literature concern health professional students, as the term placement often suggests a
student placement. Yet placements described in this thesis are not unique to students.
Many individuals choose to undertake placements post-qualification. However, this
typically happens internationally, with healthcare professionals choosing to spend time
abroad, working in a healthcare facility (13,16-20). International placements take place
around the world from high income environments such as Australasia and North America,

to lower income settings, such as Africa, South America and Asia (13,19,21,22).

On international placements healthcare professionals undertake a range of activities; which
are often linked to projects. Most professionals work in healthcare facilities in some

capacity and utilise their UK professional training in health provision (11). Although these



types of placements are the focus of this thesis, it must also be noted that some health
professionals might travel abroad to a placement that does not involve the use of their
professional training, such as working in orphanages or on environmental or building
projects (15). Even placements with a health provision focus may vary significantly from
the activities conducted by professionals in the UK. For example, in low income
environments it is suggested that disciplinary boundaries are often transgressed and a
doctor may find herself doing the work of a nurse (in a UK environment) and vice versa
(23-25). Individuals often find themselves working outside of their specialities,
undertaking activities they would not do in the UK, or working with different populations
(4,11,24). In some projects the focus is on service delivery, meaning professionals spend
their time predominantly treating patients. Whilst in others, the focus is on capacity
building, meaning transfer of knowledge to local staff is the priority (26). Hence, daily
activity on international placements changes depending on the project’s aim: capacity
building projects may focus more on teaching and team work, whilst service delivery

activities may be more clinical.

1.1.1. Motivations for undertaking international placements
The motivation for international placements is rarely solely personal and professional

development (PPD). Many individuals choosing to work in low-income countries would
consider themselves ‘volunteers.” Helping or altruism is often one motivating factor,
which is somewhat contrasted to personal and professional development (27). The notion
that those from high-income countries (HICs) are altruistically offering ‘help’ to those in
low and middle-income countries (LMICs), can also lead to a distortion of the partnership
relationship between high and low-income partners in health partnerships. The low-income
partners can be seen as beneficiaries and the high-income partners seen as donors (28-30).
Furthermore, a tension often exists between UK healthcare professionals and local
international staff, as the intentions or role of healthcare professionals and students is often
not explicit to the teams with whom they are working. However, the donor-recipient
relationship is becoming increasingly contested in recent literature and policy and mutual
benefits realised (31,32).

Some literature argues that despite altruism being a consideration, the primary motivation
is typically personal as opposed to pro-social (33,34). In a large-scale study of
international volunteers from many professions, ‘to develop useful skills for work or

school’ was only the 7th most reported motivation for international placements. It was
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considered less important than ‘to have a challenging or meaningful experience’, ‘to make
a difference by helping others’, ‘to gain greater cross-cultural understanding’ or ‘to travel
or live abroad’ (35). This study suggests that the development of cross-cultural knowledge
is a greater expected outcome than the development of career specific skills. When
considering professional motivations specifically, research found junior doctors in Uganda
were more likely to aim to develop clinical skills. Yet more experienced staff hoped to
develop non-technical skills. Hence, literature suggests that although personal and
professional development is often not the primary or sole motivating factor for
international placements, it is a motivating factor for some. The type of learning desired
depends upon the individual and more explicitly, their career stage, with cultural

knowledge generally being a greater motivation than career specific skills.

As the traditional motivation for international work in low resource environments was to
provide altruistic ‘help’ to those in need (7), much of the literature regarding healthcare
volunteering and international placements has focused predominantly on the benefits
experienced by the overseas partner (13,18,20). However the benefits for the British
professionals and the NHS are becoming increasingly apparent (13,31,36). The percentage
of doctors choosing to work and travel after foundation year almost doubled from 2011 to
2013 (37). A foundation year is the two year training scheme that bridges medical
education and specialism practice. Furthermore, much of the literature suggests
placements provide great learning opportunities and environments for the British
healthcare professionals that choose to undertake them, irrespective of whether learning is

the primary motivating purpose (13,14).

1.1.2. The case for international placements: increasing personal and

professional development
There is a general consensus in the literature that there are personal and professional

developments that occur as a result of international placements (4,13,24,38). What exactly
this learning entails and how it is facilitated within an international context is much less
conclusive (13). It can be assumed that there will be differences between an international
healthcare facility and an NHS facility, as there would between two British NHS facilities.
Yet understanding how this difference in context directly affects health professional
learning is a complex task and does not appear to be directly addressed in the literature

(13). Hence, literature presents an implication of causation (i.e. learning happens



invariably as a result of international placements) and a necessity to understand how

learning on international placements compares to learning in a usual place of work.

This difference in health facility environments, particularly in low income vs high income
environments is evident in a comparison of key figures. For example, figures suggest the
major hospital in the capital of Uganda, Mulago has an average of 31812 births per year, in
comparison to Liverpool women’s hospital (the largest single site maternity hospital in the
UK) which has an average of 8000 (39,40). So, there are contextual differences between
health facilities in different countries. It must therefore be considered how working and
being exposed to this different environment influences the learning described in the
literature and which particular components of the environment have the most poignant
effect on learning. Furthermore, understanding ‘what’ this learning actually is, what it
encompasses and how it is evidenced is equally under-represented in the current literature.
Much of the literature includes personal opinions about what authors believe people learn,

but little attempt to measure and evidence this learning (18,38,41,42).

In terms of learning expectations, a recent study found that health professionals due to
undertake international placements expected to gain clinical skills (43). Some
professionals may even travel in order to have the opportunity to experience higher
numbers of clinical cases. But what many did not expect was the personal and professional
development of non-clinical skills; which seem to be an important but unexpected outcome
of international placements. These non-clinical skills tend to focus around leadership,

communication, cultural knowledge and personal development (13,17,21,24,44).

Whilst it is not clear or agreed upon exactly how such learning should be labelled, much of
the literature has a strong assumption that the learning that happens as a result of
international placements is transformational (33). Furthermore, that a major shift in
personal attitudes, knowledge and skills happens. For example one article referred to in
this thesis is entitled ‘Tanzania changed me’ (41). The paper describes how one volunteer
has ‘learnt a lot and it has made me think differently’ and that she returns from each trip
‘re-energised’. The same author quotes that ‘nurses who volunteer overseas to train local
staff often return with their own practice greatly enhanced’. This supports the argument
that learning is often not the focus of the health professional’s trip, but that it happens

indirectly as a result of the placement.



This relationship between international placements and professional development is often
cited in the literature. For example, the experience doctors gain overseas helps towards
their professional development and they return to UK practice with enhanced
organisational, clinical, and managerial skills; which are of notable benefit to their patients
(38). There seems to be consensus throughout the literature that international placements
are beneficial for professional and personal development, but also that the healthcare
professionals themselves are aware of this upon return; ‘those returning from overseas
work confirm the benefit of their experience and consider the time valuable in terms of

professional development as well as of benefit to the NHS’ (12).

In addition to the narratives of experiences on international placements, there have been
attempts to empirically study the effects of international placements. However, none of
these studies are on a multi-professional, large scale. For example, one focuses on skills
gain for trainee General Practioner’s (GP’s) in developing countries and concludes that
GP’s reported increased clinical skills, leadership, management and decision-making (24).
Others focus specifically on health professional students, who work overseas with the
intention of learning (22,45,46). Others focus on the development of one specific skill set
as a result of international placements, for example leadership or cultural

competence/sensitivity (17,22,44,47).

Despite numerous pieces of academic literature beginning to uncover specific
developmental components, it remains unknown ‘what’ exactly is encompassed within the
broad theme of learning and professional development on international placements, why it
happens within the international context and why/how it might be of benefit to the NHS.
The above discussion centred on how international placements facilitate personal and
professional development. The following discussion will address how this PPD may be of
benefit to the NHS. The project funder, Health Education England (HEE), recognise that
there are potentially great benefits to the NHS in terms of the personal and professional
development of the healthcare workforce. However, at the moment we don’t know what

this PPD is, whether it can be measured and how to balance this against the costs.

1.1.3. International placements: providing potential benefits to the NHS
Personal and professional development on international placements is beginning to be

recognised and the mutual benefits realised (13,14). Yet international activity is sometimes
not considered PPD and many professionals find it difficult to obtain support to volunteer

and report lack of recognition of professional development upon return (48). International
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placements are frequently not recognised explicitly as training. Health professionals that
work overseas predominantly do so using annual leave, rather than a recognised study

leave for continued professional development (13,41).

In a troubled NHS that is dominating current media, one might ask: how could influential
individuals, such as Lord Nigel Crisp, argue that sending health professionals abroad could
be beneficial (14,31,49)? The NHS is reported to be struggling with staff recruitment,
retention and workforce related costs (50). So sending professionals abroad to work
internationally on the surface seems to be potentially worsening the existing problems. Yet
if the arguments made in the literature are correct and well-evidenced, allowing staff to be
released to travel overseas may actually help relieve some of the pressures. If international
placements result in professional development of British NHS staff, it would essentially
strengthen the existing staff within the workforce, potentially reducing the need for and
cost of training and making the workforce more equipped and adaptable to face future
problems. Many of the skills reported to develop as a result of international placements are
what the NHS forward planning documents describe as essential to help take the NHS
forward and resolve the current problems the NHS faces. For example, adaptability,
leadership and delivering cost effective healthcare (51-53). The problems facing the NHS
will now be discussed, followed by how international placements may provide solutions to

some of the problems faced.

Increasing numbers of NHS providers are now thought to be facing financial difficulties.
In 2011-12 only 5% of foundation trusts reported overspending (54). By the end of 2016 it
was 66%, with 89% of acute hospitals projecting a deficit (55,56). For the first time since
the Kings Trust Quarterly Monthly Report began in 2011, more than half of trust directors
believe the quality of care in their local area has worsened in the past year (55). The NHS
financial crisis is progressively worsening despite government initiatives to reduce

spending (55).

In addition to the financial issues facing the NHS, human resource deficits facing the NHS
are also dominating headlines. It is believed 70% of costs incurred by NHS trusts are
workforce related (50), indicating that workforce is a huge contributor to the deficit.
Tackling the human resource crisis, may well be imperative to controlling the NHS
financial crisis. Between 2013 and 2015 there was a 50% increase in NHS nursing

vacancies and a 60% increase for doctors (57). It is argued that these figures can be



attributed to numerous factors; including the creation of new posts, the lack of trainees and

the growing, aging population with more complex health needs (57).

In the current climate of NHS staff shortages, cover often falls to locum staff from
agencies, which cost the trust a significant amount of money. Figures suggest that 80 per
cent of hospital trusts spend more than £1,000 per shift on medical cover for doctors. This
equates to more than £2 billion in two years, which could have paid the wages of 48,000
nurses or 33,000 junior doctors over the same period (58). Again, suggesting that the
human resource crisis may well be fuelling the financial crisis faced by the NHS.
Embedded deep within this human resource and financial predicament is the concept of
migration both into and out of the UK. In order to fill the vacancies it is believed that 69%
of trusts are actively recruiting doctors and nurses from overseas (57). Research suggests
that 11% of NHS staff and 26% of Doctors are non-British (59). The NHS is seemingly an
organisation reliant on skilled migration. However, NHS skilled migration is not
unidirectional. The number of doctors wanting to emigrate from the UK has also increased
by 20% in recent years (60).

The future NHS is in need of staff with more specialised skills to fit the current political
and economic climate, to respond to the needs of diverse populations and show greater
care, compassion and ability to communicate with a variety of patients (52,61).
Furthermore, due to the budget cuts, the NHS requires more from current staff than ever
before; resourcefulness, cost efficiency, flexibility and work across professions and
boundaries (52,61). Many recent documents have outlined the expectancies and
requirements of the future workforce. For instance the HEE 15 year strategic plan (52) the
NHS 5 year forward view (62) and many profession specific papers, for example the
Health and Care Professions Council (HCPC) standards of proficiency (63), The General
Medical Council’s (GMC) Tomorrows Doctors report (51), The Royal College of General
Practitioners (RCGP) ‘ the 2022 GP’ report (64) and Nursing and Midwifery Council
(NMC) Code (65).

The 2022 GP’ document highlights that the NHS is under increasing financial pressure,
the needs of patients and populations continue to grow, without sufficient budgets or
funding (64). The current constraints mean that a more cost-effective system is necessary.
No recent health system anywhere in the world has managed five years of minimum

growth without having to raise funds through cutting services or staff or increasing



charges, yet the NHS has coped. The NHS five year plan argues that due to after-effects of
the global recession most western countries will continue to experience budget pressures
(61). The plan argues that changes need to happen, due to a funding and efficiency gap;
which could result in worse services, fewer staff and restrictions. It suggests that the future
NHS intends to deliver better value for money, put in place new measures to increase

productivity and reduce skills and money wastage.

The Health Education England 15 year strategic plan has a great focus on the skills and
competencies needed for the future workforce (52). It highlights that new infections and
resistances to antibiotics will mean staff will need to have the competency to deal with the
new challenges. It proposes a focus on broader staff training for generic competencies. It is
based around 5 characteristics of the future workforce, one of these characteristics is to
have ‘adaptable skills responsive to evidence and innovation’. The document also
proposes that in order to invest successfully for the future, finite resources need to be
invested more wisely and healthcare facilities should focus on co-ordinated care delivered
by multi-disciplinary teams. Finally, it argues that future workforce will deliver knowledge
and skills when care and compassion matter most. It also acknowledges that although
many things will change in the next 15 years, the need for care and compassion will

remain the same.

The NHS 5 year forward view is a similar more short term focused document outlining
what the NHS plans to achieve in the next 5 years (62). These competencies and attitudes
again match-up with much of what is suggested in the literature to happen as a result of
international placements. The NHS 5 year forward view proposes that Health Education
England will develop training to equip staff with skills and flexibilities to deliver new

models of care with a focus on innovation and an investment in improving leadership.

In addition, the economic cost of training medical staff in the UK is considerable, Health
Education England suggest that it costs about £1000 per week for undergraduate medical
student practice placements within the current system (66). Even when healthcare
professionals finish formal education the cost of continued professional development
(CPD) still remains. Although literature suggests that the CPD budget is considerably
lower, especially for non-medical staff. Research proposes that the percentage of training
budget spent on CPD for nurses is less than 1% (67). However, for medical staff this figure
is much higher, about 50% of the £728 million budget in 2011 (67).
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To summarise, the NHS is facing financial and human resource difficulties that can be
seen across trusts nationwide. The cost of staffing, for example paying locum staff and
funding staff training is particularly significant. Finally, there is a need to fully utilise and
train existing staff, ensuring they have the specific skills, knowledge and attitudes to
ensure the success of the future NHS. It could be argued that international placements may
help alleviate some of the difficulties faced by the NHS by providing staff with important
skills, knowledge and attitudes, but also allowing staff time to experience another country
and return ‘re-energised’. However, this radical solution would not be without challenges.
This thesis aims to contribute to this debate by providing an evidence base of the personal
and professional development on international placements that can be used to influence
NHS policy.

1.2. Challenges with promoting international
placements within the NHS
There is rationale surrounding the potential for NHS cost-reduction if international
placements are considered a form of PPD. Professor Ged Byrne (Program Management,
HEE) argues that global learning placements can be cost effective. In a presentation at the
Global Health Exchange Launch Event in October 2015, he argued that training eight
undergraduate medical students for eight weeks in Rwanda, as opposed to within the
current UK practice placement model, would result in a net NHS saving of £51800, even
after including flights, accommodation and insurance (66). Whilst these figures are not
evidenced (as they are, to my knowledge, not currently published in a report), as
management within Health Education England, Professor Byrne would arguably be
considered a person of knowledge with regards to these figures. Yet currently,
international placements are not recognised for their cost-reduction or PPD potential, but

rather a personal activity or annoyance.

Staff that wish to undertake international placements are sometimes met with reluctance
from line managers and an under-valuing or lack of knowledge regarding of the associated
benefits. It seems that some trusts are unaware that most volunteers use annual leave to
undertake international placements that are also often self-funded (25). Although it must
also be noted that one paper argues that a proportion of managers are very supportive (25).
The concept of a small number of forward thinking trusts actively supporting international

placements is echoed in an opinion piece regarding a nurse’s international experience (41).
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However, the need to eliminate barriers in the majority of trusts is stated. Smith et al.,
surveyed GPs about international placements and found that many GPs stated that
deaneries or Primary Care Trusts (PCTs) acted as barriers to their international placements
or made it difficult to attain a position upon return (48).

Whilst Byrne & Roberts argue that the barriers must therefore not be completely financial
from a professional development policy point of view, on an NHS organisational level
there may be financial barriers (66). Although this does not currently happen invariably,
expecting trusts to allow staff to leave the trust for a short period of time and offer a job
upon return, may cause healthcare facilities to have to spend additional funds on agency or
locum staff; who are considered much more costly to trusts than permanent staff (58).
Therefore, in order to make international placements effective in terms of costs and trust
practicalities, change would have to happen at a policy level. Byrne & Roberts propose
potentially treating future the international placements as learning experiences, with
funding from PPD budgets (66).

Whilst international placements in low resource settings seem a feasible way to deliver
personal and professional development to the NHS, Health Education England and other
stakeholders make it clear that they are wary of up-scaling investment until the benefits
and learning outcomes of international placements are understood. Furthermore, the
quality and content of learning that happens on such placements also needs to be better
understood.

1.3. Rationale for the thesis
Whilst there is lots of academic and non-academic research, literature and reports about

the outcomes of international placements, much of it is not empirically based. Lots of
academic publications are individuals stories and involve little or no empirical research
(41,68). Whilst this is useful as it provides insightful accounts and individual’s opinions, it
is difficult to collate, compare or gather learning outcomes.

There is a considerable interest in systematically exploring the learning outcomes to
answer questions about what experiences result in what type of outcome(s). This would
assist in the recognition of these activities as educational development as opposed to a
corporate social responsibility activity, a holiday or for personal gratification (13,69).
Understanding ‘what’ is gained would be crucial to generate specific intended learning

outcomes for training and continuing professional development. Understanding ‘how’ it is
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gained (under what circumstances) would result in an understanding of how to maximise
the gain. Furthermore, a tension often exists between UK healthcare professionals and
local international staff, as the intentions or role of healthcare professionals and students is
often not explicit (28-30). Understanding what is gained, and how, could help make these

‘contracts’ more explicit.

Historically, international volunteering has been conceptualised as a benefit to the LMIC
and a loss to the HIC (31,32). However recent research and policy documents explicitly
discuss the benefit to UK health professionals in terms of personal and professional
development and the necessity to develop competencies to be used in training curricula
(13,32). This study will facilitate the specification and exploration of learning outcomes
and so in the future help in addressing the imbalanced discourse of the ‘benefitting LMIC’
and the ‘donor HIC’.

1.3.1. Aim of the thesis

To describe the domains of PPD which could be developed for health professionals on
international placements and to describe the variables that have been proposed to influence

their development.

1.3.2. Objectives

. To systematically review the existing literature regarding learning on
international placements

. To identify and specify the constituent components of broad, thematic PPD
outcomes reported in past qualitative research

. To identify any negative outcomes of international placements

. To identify specific constituent components of LMIC learning environments
that may have the potential to facilitate, impede or influence PPD

. To develop a psychometric tool and to explore the PPD domains within it and
their relationships with variables proposed to alter them

. To test the utility of the tool

. To identify any emerging relationships between the components of a learning

environment and the PPD outcomes

1.4. Summary
In this chapter | introduced the topic of health professional international placements and

the potential benefits and challenges associated with them. In the next chapter | analyse the
literature more thoroughly using a systematic search technique and present the potential

benefits, costs and contextual factors of LMIC health professional placements.
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2. A Review of the Literature

2. 1. Introduction
In chapter one, I introduced international placements: what they are, the spectrum of

activities undertaken and the motivations for undertaking them. I also gave a brief
overview of the learning that potentially happens on international placements and why this
may be beneficial for the NHS. In this chapter, | provide an overview of the systematic
search strategy used and how this was supplemented with searches outside of the defined
parameters. | explore the peer reviewed literature to gather a more thorough idea of ‘what’
learning is reported on international placements. This is focused predominantly around
four key themes: communication, leadership, cultural learning and personal development.
I discuss the contextual components of an international environment in relation to ‘how’
this learning might happen. I also consider existing educational theory and discuss its
application to this phenomenon. Finally, | discuss the current measures of personal and
professional development (PPD) on international placements in low and middle income

countries (LMICs) and how they apply to my research.

2.2. Systematic review methods
When beginning the literature review, | decided to first take a systematic approach to

target papers that specifically concern benefits and costs of international placements and
the factors that affect these. | conducted a systematic review of peer-reviewed literature
between September and November 2014. In chapter 5 I discuss how | conducted a
systematic review and meta-synthesis as part of the empirical methods. However | also
used the papers found in this systematic search as the basis for my introductory literature

review.

The inclusion criteria were an update of those published by Jones et al., (13), (see
Appendix 1). The review was limited to peer-reviewed literature published in academic
journals. I chose peer reviewed papers as a way of limiting by quality, there is a huge
amount of anecdote surrounding this topic and | wanted to put a boundary around the work
that had some markers of ‘research’. Being published in a journal is one such marker. For
example, there is lots of grey literature describing experiences of individuals on
international placements, but any outcomes reported in this way have not been subject to

academic rigor or a peer review process. Therefore, it was a way to exclude more
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descriptive pieces. For literature to be included the subjects must not be in receipt of their
full UK salary: however a stipend or living allowance was permissible, this was to exclude
those with permanent employment overseas. Student subjects were included, as more
research has been conducted in this field regarding educational outcomes, (as opposed to
the professional voluntarism field) and many outcomes/variables could overlap. Much
more research has been conducted into the educational benefits of elective placements as
they are considered learning experiences (4,45,70,71). To ensure outcomes are related to
clinical work, individuals must undertake health focused activities on the placements to
qualify, for example nurses teaching English in a school would be excluded from the
review. At least some of the participants must have departed from the UK (papers that
included a partial UK sample were included). At least a partial sample must also only have
travelled to a Low or Middle Income Country (LMIC). To ensure data extracted met the
research objectives, the paper must reference something that is perceived as a benefit, cost
or potential variable. Any literature published since the earliest date indexed in each
database to the current date was included, as little published literature exists, it was

decided that time restrictions need not be applied.

| checked each paper to ensure that it met inclusion criteria. A second researcher, a
member of the research team independently checked a randomly selected 20% of the
included papers (JC, Sociologist) to ensure consistence with implementation of inclusion
criteria. This was then discussed in a project team meeting and any disagreements

resolved.

2.2.1. Data sources and study selection
| used a standard set of terms to search 11 databases for peer-reviewed literature between

the earliest date indexed and the current date. The standard search terms included 5
columns of synonyms relating to: outcomes and variables, international volunteering

placements, health professionals, UK and lower income countries (see Appendix 1).

The databases searched included both medical databases and more generic databases to
ensure a broad search. The 11 databases searched were PUBMED, Cochrane Economic
Evaluations, Health Management Information Consortium, Health Business Elite, Web of
Knowledge/ Social Sciences Citation Index, PsycINFO, CINAHL, AMED, International

Bibliography of Social Sciences, Social Services Abstracts and Sociological Abstracts,
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Global Health and JSTOR. Each database was searched from the earliest date until the

current date.

The abstracts and titles of each result of the electronic database search were screened and
all articles that did not meet inclusion criteria were removed. Retained articles were

rescreened to confirm inclusion.

2.2.2. Citation mapping

The reference list of each article that met the inclusion criteria was then checked and
articles that met inclusion criteria extracted. A forward citation search was also performed
on all included articles. This was to ensure any more recent or missed relevant articles
were not overlooked. Any references found in the citation mapping process were again

searched until the articles were not relevant and no longer met inclusion criteria.

2.2.3. Results of search
The search of the electronic databases generated 521 hits including duplicates, 384 unique

papers (Figure 1). Of this, 22 articles were obtained after meeting inclusion criteria. An
additional 33 articles were found through extensive citation mapping. Therefore, the total
number of papers from which data were extracted was 55 (see table 2, section 5.4. for full

list of papers).
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Figure 1: PRISMA Flow Diagram to show the papers included and excluded in the
systematic search. Source: (Adapted From) Moher, Liberati, Tetzlaff, (2009).
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2.2.4. Additional searching outside of the parameters of the

systematic search
The systematic review had two purposes, a) to provide a basis for the literature review in

this chapter and b) as part of the methods of chapter 5. In this chapter | will describe the
higher order themes that emerged from the thematic synthesis, to introduce the topic of
PPD on international placements. The themes that emerged from the thematic synthesis of
the peer-reviewed papers are also supplemented by wider reading of policy documents and
grey literature and new literature that has been published since the systematic search. The
following subsections will outline the importance of each theme from a policy perspective,
the discussion will move onto how the literature reviewed suggests a) what the learning is
within that theme b) how it might happen and c¢) why it’s important from a policy
perspective. There were four key non-clinical themes that emerged from more than 50% of
the literature: communication, leadership, cultural skills and personal development. Other
important but less frequently mentioned themes also emerged from the review, these will

be discussed in less detail.

2.2.5. The focus on non-clinical skills
Before I begin the exploration of the non-clinical key themes, it’s important for context to

address the distinction and relationship between clinical and non-clinical skills. This thesis
explored the learning of all health professional cadres, therefore examining the clinical and
profession specific skills would not be possible within the remit of this thesis. Literature
also suggests there are significant parallels between the non-clinical skills gained across

professions (13,14).

In terms of clinical development, professionals report greater opportunities to interact with
a greater volume and breadth of patients; which had an impact on confidence in decision
making (11,24,68). When interviewing trainee doctors about their international
placements, Kiernan et al. described how they attributed this clinical skill development to
having greater hands-on experience (24). However, clinical skills development is not a
guaranteed outcome of international placements, educators in the same study reported that
whilst some professionals who undertook international placements had better clinical skills
than their peers, for some there was no difference (24). Hence, international experiences
alone are not enough to improve clinical skills, there must be other variables that influence
the likelihood of this PPD development.
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Professionals’ PPD intentions are an interesting phenomenon in relation to clinical
learning on international placements. It seems that whilst some professionals intend to
develop specific clinical skills (often in regards to specific procedures or diseases), many
report being surprised by the substantial development of non-clinical skills (43).
Professionals travel to LMICs with the intention of gaining clinical knowledge about
unknown procedures, diseases and populations. Tate (43) interviewed 13 returned
professionals and found that before they travelled 91% intended to develop specific
clinical skills during the placement, whilst only 41% expected to develop leadership skills
and 17% efficiency (43). Many of the junior doctors interviewed in this study reported
objectives to gain experience in clinical skills that would be difficult to develop in the UK.
Although professionals intended to gain clinical skills, much of what they reported to have
learnt post-placement were non-clinical ‘soft” skills that have a more distal professional
impact. This indication that personal development often takes precedence over specific
professionals skills (i.e. clinical) on international placements is common in the literature
involving wider professional fields (33). In a study of international learning in many
professions, only 2% of the learning episodes recorded during placements were considered
to result in domain-specific professional skill gain, as opposed to 30% of the matched
learning experiences domestic placements (33). These findings propose that individuals
learn more domain-specific skills in a domestic workplace as opposed to international
placements. Or, that the learning experiences that are remembered and recorded in an
international environment are non-clinical in nature. This could be due to the fact, that
professionals (in Tate’s study for example) don’t intend or expect to learn such skills, so
their development is more poignant, resulting in a transformational shift in perspective and

awareness of one’s own PPD.

The literature also presents some explanations for the proposed deficit of clinical skills
development. There appears to be several factors operating in low income settings which
seemingly make it more difficult for some professionals to develop clinical skills
internationally than they would in a domestic environment. One such factor is supervision.
Junior staff are often left alone in LMIC facilities; which means having a knowledgeable
person to provide support when developing clinical skills is difficult (12,26). Another

factor may be that medical equipment is not the same as it would be in the UK (72). British
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professionals may find it difficult to improve clinical skills with equipment that is faulty,
outdated or different to the UK.

Whilst there tends to be a precedence in the literature to report non-clinical learning, some
papers do report profession-specific clinical skills. For example, doctors describe
improvement in diagnostic skills; nurses learnt how to care for patients with tuberculous;
ophthalmologists report exposure to novel surgical techniques; urologists describe using
vesico-vaginal fistula surgery (a procedure rarely used in the UK) (16,22,73,74). There is
also discussion across professions of ‘going back to basics’, reports of re-engaging with
basic science, doing things manually and less reliance on technology (13,75). This PPD
development along with lots of the other developments described in this chapter, enhance
and underpin all professional’s clinical skills. However, this thesis will not focus on the
development of the clinical skills of any particular cadre of staff but rather look at the non-
clinical learning that is widely reported to underpin professional learning on international

placements.

In summary, there is a general tendency in the literature reviewed to focus on non-clinical
skills development. However, a number of papers describe examples of the development
of specific professional skills (16,22,73,74). The extent to which this happens in
comparison to a UK environment is not known and to my knowledge has not been studied.
There is also no discussion in the literature reviewed about how the clinical learning
happens (through what mechanisms). Many professionals seem to have intentions of
developing clinical skills as a result of practicing with a greater volume and breadth of
patients. But, upon return seem surprised by the often unanticipated development of non-
clinical skills (43).

2.3. Exploring the four emerging themes in the reviewed
literature and how this relates to NHS policy documents
As stated previously, four broad themes of non-clinical learning emerged from review of
the systematically searched papers in regards to ‘what’ learning happens and how this
learning is facilitated in an international context. Whilst broad, these themes will provide
an insight into the narratives of volunteers, academics, health professionals and project
managers about what the PPD is and how they propose it happens on international

placements in LMICs.
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2.3.1. Leadership

The literature reviewed suggests that undertaking international placements, particularly in
low income environments, increases leadership skills. There are numerous reasons behind
this assumption. For example, British professionals are often given an opportunity to lead
that they would otherwise not have in the UK/NHS (12,13,16,24,44). Many describe being
in a low resource environment as a catalyst for leadership skill acquisition from necessity.
Literature suggests that even British students/early career professionals sometimes find
themselves as the most senior person in the facility, or in a position where local staff
perceive them to be more senior, resulting in limited supervision and/or excessive

responsibility (76).

In 2008, Lord Nigel Crisp published a report entitled ‘Global Health Partnerships’; which
triggered a UK government policy report (49,77). Both reports supported initiatives that
combine NHS leadership development with international support in LMICs. Another study
specifically focused on the outcomes of out of programme international work on the skills
of GPs in three key domains: clinical skills, leadership, decision making and management
(24). The study concluded that international placements develop generic skills such as
leadership in GP trainees. Using an interview method, one participant stated that:
'leadership skills improved because it is easier to get involved in management and
leadership' (whilst overseas). The concept of leadership is reported, rather vaguely as a
generic skill set; the components of which are not defined. Other skills that could be
considered a constituent component of leadership were reported in this study as general
skills, for example taking initiative and decision making. The purpose of the Kiernan et al.,
(24) study is to match the skills gained abroad with Royal College competencies; hence the
use of generic terms is fit for purpose as it allows similarities between the empirical
literature and the policy documents to be extracted (24). However, it also does not describe
specifically ‘what’ is learnt and how this learning happens in an international context. In
order to find specific examples of leadership a study with a more exploratory approach or

examples of personal narrative/experiences may provide more appropriate answers.

Within the ‘theme’ of leadership, some of the less empirical pieces describe more specific
personal examples of leadership development. Some opinion pieces describe specific

components of the leadership that may be useful in understanding ‘what’ learning happens
(38,41). Managing change, organisations, finances and oneself are outcomes that could be

considered aspects of leadership reported in one paper to happen as a result of international
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placements (38). Others report a more general outcome for example arguing that
international work results in ‘huge developments in terms of leadership skills’ (41). A
participant in a questionnaire study described their new leadership experience as ‘gaining
significant experience in report writing, project planning, managing budgets and

particularly human resources’ (44).

Much of the literature reviewed describes what authors or participants believe facilitates
the development of leadership skills in international contexts. For example, many papers
describe the actual opportunity to take on a leadership role and have responsibilities, that
would be unlikely to happen in the UK as a reason for the development of leadership skills
(12,13,16,24,44). Others report the opportunities for junior staff or students to be involved
in tasks/decision processes that they would not be involved in the UK (46). Therefore,
much of the literature regarding the process of acquiring leadership skills as a result of
international placement focuses on the importance of the environment or situation
(assuming skills are developed as result of individuals being in certain situations and
having certain opportunities). The literature suggests that a low income international
context facilitates development of leadership skills due to environmental opportunities for
greater responsibility, as opposed to a process within the individual. Career stage emerges
as a subtle factor that may affect the development of leadership, in many papers junior
staff are reported to gain these skills more frequently, because the opportunities for
leadership are much greater compared to the NHS (46). Whereas, more senior individuals

would more likely be given responsibilities in the UK too.

Numerous NHS policy documents outline the requirement of NHS staff to demonstrate
leadership skills. The NHS 5 Year Forward View’ document has a focus on leadership,
with an investment in improving leadership by backing diverse solutions and local
leadership (62). Additionally, the” 2022 GP’ has a focus on co-ordinating complex care
and the importance of GPs leading multi-disciplinary skills (64). The Health and Care
Professionals Council (HCPC) standards of proficiency suggests physiotherapists,
psychologists and radiologists should understand the concept of leadership and be able to
apply it to practice (63). Furthermore, one of the eight key Royal College of Nursing
(RCN) principles of nursing practice (that apply to all nursing staff and students), focuses
on leadership, developing the self and others (78). NHS policies propose that an ability to
demonstrate leadership is necessary and desirable in staff of all professions and all career

stages. If it were well-evidenced that international placements develop these skills, then it
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could provide a way to increase human resource capital, at a time when maximising staff

skills is increasingly important.

The NHS Leadership academy has created numerous frameworks to help assess leadership
in healthcare professionals. The medical leadership competency framework (MLCF) was
devised in 2008 and aims to identify necessary competencies for NHS professional (17).
The model includes 5 domains: personal qualities, setting direction, working with others,
improving services and managing services. It has been argued that this framework, along
with others, can be applied to work in low resource settings to develop leadership (17). In
a specific project involving UK professionals working in Cambodia with a purpose of
leadership development, authors argue that having complete ownership of a healthcare
improvement project enables professionals to engage in processes of planning,

management, critical evaluation, systematic enquiry and encouraging innovation (17).

One study that uses a different NHS leadership framework utilises a questionnaire design
and involved only General Practitioner’s (GPs) (44). This used an updated version of the
MLCF, named the NHS Leadership Framework. This is similar to the MLCF but has a few
additional domains. This study asked participants to report leadership competencies gained
through international work using a quantitative closed question design. It found that 89%
of participants reported developing personal qualities as a result of international work and
87% reported increased skills in working in teams. GP’s also reported to have developed
competencies in “setting direction” (60%), “managing services” (59%), and “service
improvement” (56%) but found these competencies difficult to transfer back to an NHS
setting due to a lack of leadership options upon return. It is interesting to consider ‘what’
leadership means and if there is a universal definition of leadership. Whilst Young et al.
(44) consider the above skills to be components of leadership, the definition of leadership
may vary between individuals (44). These reported competencies are at a very general
level, providing useful statistics. However, more research is needed to detail ‘what’
leadership develops on international placements. It is suggested that 82% of GPs that
worked internationally developed ‘personal qualities’, which is at a relevant level of
specificity for that particular study and uses an NHS Framework as a point of reference.
But, it is not detailed enough to evidence PPD benefits or be used in psychometric

research.
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NHS policy documents highlight the importance of finding novel or improving existing
ways of developing leadership skills in healthcare professionals. But, what is missing from
the literature is a clear breakdown of what leadership actually means and the specific
components of leadership thought to develop in international environments. Furthermore, a
clear distinction is needed between what are ‘core’ leadership skills and which skills might
facilitate effective leadership, without explicitly being a core component of leadership. For
example, decision-making and taking initiative fall into leadership, but also could arguably
fall into personal and miscellaneous categories (24). Finally, a theoretical exploration of
how leadership skills are developed in an international health provision context is missing,
many of the authors make assumptions that the opportunities in the LMIC environment
invariably produce learning, but there is no theoretical background in these assumptions or

exploration of factors that could affect the likelihood of leadership skill acquisition.

2.3.2. Communication skills
Communication is another key theme to emerge from the reviewed literature. Much of the

literature describes how individuals develop communication skills as a result of
international placements, that they perhaps would not in a typical NHS environment (24).
This argument centres around the development of skills to communicate with people from
a different culture/country: such as overcoming language barriers, developing non-verbal
communication and communicating in a cultural sensitive manner (22,79). Much of the
literature describes the necessity for professionals to adapt their existing skills to succeed
in the new environment and effectively communicate with patients from a different

cultural background (80).

The development of a generic ‘communication’ skill set is stated throughout many of the
articles found in the systematic search (13,22,24,81). In many, improvements in
communication skills, as a general term, is a reported outcome (13,24,81,82). They report
communication skills as whole entity, without outlining neither the components of
communication that are relevant or important, nor the way an international context
facilitates this development. Within the literature a small number of more specific skills
have been described. Many of these include communicating with those from other
cultures, for example, developing ‘interpersonal skills to live and work together with
people of all nationalities and cultures’ (22). Other skills described include negotiation

(83), ability to liaise between different groups (38) and establishing formal and informal
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communication systems (29). Hence, similarly to leadership, specific components of

communication are reported, but these are not tested empirically, analysed or evaluated.

One component of communication that is mentioned frequently in the wider international
literature is the development of non-verbal communication techniques. In a comparison of
student nurse experiences on international placements each of the 14 participants reported
improved communication skills and the development of non-verbal techniques, regardless
of the country it took place in (79). The participants originated from the USA and the
three host countries were Dominican Republic, Nicaragua and the Netherlands, so there
would have been variations in levels of English spoken. Despite this each participant
reported the development of non-verbal communication techniques. The results of the
study would suggest that developing non-verbal techniques happens invariably on all
international placements. The development of non-verbal communication skills has been
echoed in articles focused on British qualified professionals, for example occupational
therapists (84).

Another study suggested that respondents believed that their communication skills were
better than their peers as a result of their international experience (24). This was echoed in
a study regarding numerous non-healthcare volunteers that compared written experiences
of learning between a control group and a group of international volunteers (33). Thirteen
percent of learning outcomes reported were categorised as high level communication, in
comparison to only six percent of those reported by the control group. The authors used
the following examples of high level communication ‘persuading, negotiating,
questioning, consulting, greater communicative flexibility’. Whilst the paper begins to
explore ‘what’ is learnt on international placements, ‘how’ non-verbal communication
development is facilitated in an international context remains largely unanswered in the

literature.

Not all of the literature agrees the international context is facilitative to the development of
communication skills. One study suggests that some participants reported a decrease in
ability to communicate (24). This was argued to be due to the use of an interpreter and
trying to keep things simple; which resulted in a reliance on closed rather than open
questions (24). Despite literature suggesting open questions are considered most effective

in patient examination (24). However, | question whether using simplistic closed questions
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IS negative, as an ability to communicate simplistically could still be considered a

development of a communication skill.

Much of the literature reviewed explores placements in former British colonies, where
English is spoken to some degree (41,68,85). But how communication development is
facilitated in an international placement remains unverified. The above results from
Kiernan et al. (24) could provide preliminary evidence for an optimal level of
communication difficultly that best facilitates learning, with ‘too difficult’ (reliance on an
interpreter and no spoken English) at one end of the spectrum (24), then placements in a
high income English speaking country with no communication difficulties, on the other
end (not challenging enough for effective communication development). It also may
support a hypothesis that learning is dependent on the activity and decisions of each
individual. Whether being placed in a difficult communication scenario encourages
participants to develop novel communication techniques, as argued in one study (80) , or
whether the individual chooses the simpler strategy and as a consequence reports less

‘learning’ (e.g. closed questions and an interpreter) (24).

The suggestion that communication skills are developed through the opportunity to
experience communication difficulties is alluded to throughout much of health
professional international placement (HPIP) literature. Literature suggests that the
experience of communication difficulties directly results in the development of
communication skills. It is reported that the experience of living in a foreign culture is the
most valuable aspect of student placements in regards to learning (80). Duffy et al. (80)
suggests that being in a foreign culture alone is enough to facilitate learning and this
experience is the most important facilitator of learning in an international environment.
Yet, this hypothesis is not grounded in a theory of learning nor does it describe how the
LMIC environment is conductive of learning. This proposal fails to account for individual
differences in techniques nor the severity of the communication difficulties. This inexplicit
description of learning indicates a reductionist cause and effect relationship, whereby
opportunities to experience communication difficulties invariably result in an increase in
such skills. This may be the case in some straight forward learning episodes, but the
complex learning process is likely to be moderated or mediated by other factors. A similar
mechanism for international placement learning informally described in the literature is the
opportunity to challenge existing communication skills (86). Clampin (86) argues that

being in another environment forces individuals to reconsider their existing methods of
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communication; which results in the learning of novel approaches (86). Therefore,
literature proposes skills develop as a result of being immersed into an environment where
communication is difficult, and skills are acquired due to the necessity to communicate

effectively. However, neither paper explicitly states the theoretical learning process.

From a policy perspective, the ability to communicate is a vital skill for all NHS staff.
NMC (Nursing and Midwifery Council) guidance on professional conduct advises that
‘poor communication skills’ is a common area of concern in regards to fitness to practice
(87). “Tomorrows Doctors” advises that medical graduates should be able to communicate
appropriately in different circumstances and effectively in various roles (51). The HCPC
(Health and Care Professions Council) suggests physiotherapists and psychologists should
be able to communicate effectively, and discusses how verbal and nonverbal
communication can be affected by factors such as culture (63). Communication is also one
of the “6C’s”, an NHS initiative to ensure they have ‘the right staff, with the right skills in
the right place” (88). This document focuses on the centrality of communication in care,
specifically that decisions should not be made about the patient without their consent; it
also has a focus on the importance of listening (88). If communication is a well-evidenced
outcome of international placements, HPIPs may well provide a vehicle for developing

such skills.

In summary, what is currently known is that effective communication is an important skill
across all NHS professions. Furthermore, it is frequently reported in the literature that
British healthcare professionals generally develop skills within the ‘communication’ remit
on HPIPs. Within the health professional literature there is also some description of what
the specific components of communication might be, (e.g. nonverbal communication,
negotiation) but these assumptions have not been empirically tested. There has been some
empirical work to suggest that in comparison to domestic work environments (in Australia
and the UK) international placements facilitate greater communication skill development,
but this needs further study (33). There is also a suggestion that not all international
environments facilitate the development of communication skills, as some participants
have reported poorer communication. Finally the mechanism through which the
development happens has been implied in an informal way in many of the British health
professional documents, describing the acquisition of communication skills as a result of
communication difficulties. Others describe a trigger event that contrasts with ones

existing knowledge (33). But, what is not evidenced in the literature to a sufficient level is
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how communication skills develop on international placements and why they sometimes

do not. Further exploration of the relevant components of communication is necessary.

2.3.4. Cultural knowledge, skills and attitudes

The third emerging theme concerns the development of cultural knowledge, skills and
attitudes, often referred to as cultural sensitivity, cultural awareness or cultural
competence. Literature suggests that British professionals who work with patients in other
cultures develop skills, knowledge and attitudes related to culture. For example, sensitivity
and respect towards cultural beliefs, understanding of cultural differences and similarities
and awareness of the effect of culture on health (21-23,86,89,90). It is argued that this
experience makes British healthcare professionals more able to attend to Britain’s
culturally diverse society (18). This subsection will address how the development of these
knowledge, skills and attitudes is facilitated in an international environment and what

cultural learning is thought to happen.

Outcomes that can be categorised loosely within ‘culture’ take numerous forms. Of the
papers searched systematically, a number used the word cultural in the title: in the form of
cultural sensitivity, cultural awareness and cultural competence (21,22,46). Interestingly,
all three are papers in the nursing and midwifery fields. Unlike communication and
leadership; which have been described in vague terms, the noun that follows cultural is
often more specific (e.g. sensitivity, competence and awareness). Some papers describe the
concept of cultural sensitivity: respect for cultures and traditions (21). Whilst others
describe cultural competency: a set a behaviours, attitudes and policies that allow
professionals to work effectively in cross-cultural situations (90,91). Cultural awareness is
described as the exploration of one’s own cultural and professional background, including
recognising one’s biases, prejudices and assumptions about individuals who are different

(22).

It is argued that those who work internationally develop skills, knowledge and attitudes to
better equip them to work with the UK migrant population. It is also argued that cultural
awareness is directly applicable to a UK migrant population (16). Working overseas may,
for example, provide staff with experience of working with novel diseases, that migrants or
travellers may carry to the UK, those staff would then be equipped to manage these

conditions (28). Furthermore, literature proposes that staff with international experience

28



have a greater understanding of migrants needs and empathy for the population (38).
Within the broad remit of culture authors also report: developing culturally appropriate
practice (90), increased respect for other cultures (84) and changed assumptions of culture
(46).

One study assessed cultural sensitivity in midwifery students pre and post elective
placements using a questionnaire design (21). It asked numerous questions regarding
different aspects of cultural sensitivity and many of participants reported no change
longitudinally. Any reported change was typically in a progressive upward direction,
(greater post placement). As they assess different components of cultural competence
within the questionnaire (’Do you respond appropriately to the needs of clients who are not
from your own cultural background?’ and ‘Do you feel confident when caring for clients
whose culture differs from your own?’), it suggests that authors either believe there are
different constituent components to cultural sensitivity or that they are aiming to assess a
single underlying trait using numerous questions. It could also indicate that authors believe
the components could develop independently, as they as being assessed as two separate
items within a questionnaire. The paper concluded that international placements raised
awareness about international midwifery, but a change over time was not reported in all
participants. However, this study had a small sample size of 17 midwifery students. This is
one of the few studies reviewed that looked to measure a specific skill using a cohort
design (pre and post placement) and therefore provides a great empirical foundation upon
which to build. However, it does not control for the effect of the destination, participants
were placed in both high and low-income countries, some with cultures similar to the UK
(USA and Canada); which may be the reason the authors reported no change over time in a

number of participants.

Not all of the literature agrees that cultural skill development is an inevitable outcome of
HPIPs. It is argued, despite providing an opportunity to attempt to understand and
experience other cultures, merely working within another culture does not make one
culturally competent nor sensitive (21). Briscoe (21) suggests that merely being immersed
in a new culture, does not result in the inevitable development of ‘cultural’ skills. She
argued something more must happen in order for learning or development to occur. She
argued that a desire to become culturally sensitive could be one such facilitative factor

(92). Yet NMC documents argue that all professionals should provide culturally sensitive
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care, hence, from a professional standpoint it should not be a choice, but an essential value
(65). Other papers argue that cultural sensitivity develops out of self-awareness and an
ability to critically reflect (21,93). By combining the suggestions and findings in the
existing research it seems that being in an international context may encourage internal
processes (self-awareness, critical thinking, and desire to become culturally sensitive) that
may result in the development of cultural sensitivity. However, there is no explicit

description of the process in the literature.

Much of the literature argues that a single international placement can develop skills such
as increased knowledge and appreciation of other cultures (13). However, in theory,
visiting a single country would presumably only develop explicit knowledge about that
one particular culture. There is an underlying assumption in the literature that skills
concerning culture are flexible and can be adapted, so the cultural development that
occurred from a placement in Uganda could be easily transferred to an environment in
Cambodia. This is difficult to evidence, as knowledge about how to behave in one country,
may not easily transfer to another. Yet there seems to be an unarticulated assumption in the
literature that tacit knowledge, skills, attitudes or processes that underlie the development
of country-specific explicit knowledge acquisition may improve ones ability to work in
any other culture, or with diverse populations in the UK. It could be that international
placements are a catalyst for understanding cultural differences, resulting in future attempt
to understand each patient’s culture. Some peripheral knowledge and skills or processes
such as adaptability or flexibility, could be important in assuring the cultural knowledge
and skills can be transferred to another environment. Much of the literature argues that
adaptability develops on international placements but how adaptability affects the
development of other skills (such as cultural knowledge) is not discussed explicitly
(24,46).

Ample literature argues the development of knowledge of global issues, global awareness
or becoming a global citizen is an important outcome (16,84,94). However, again there
seems to be an unarticulated assumption that being placed in one country, triggers
behaviours that would make one a global citizen, or a have an understanding of global
issues, rather than an assumption that individuals develop explicit knowledge applicable to
all global issues. Hypothetically, does a week in Malawi develops awareness of global

issues (current international affairs, politics in many countries) or an awareness of the
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specific issues Malawi faces? Perhaps, authors consider understanding the country-specific
issues as an increase in global awareness compared to their baseline pre-departure global
awareness level. However, there is no explicit description of what this knowledge is or

how it is acquired internationally.

In an increasingly diverse British society, much of the literature stresses the burgeoning
importance of adapting to the needs of individuals from other cultures. Between 1993 and
2014 the number of foreign-born individuals living the UK almost doubled from 7% to
13%, suggesting there is an increasing need for NHS staff to be able to best serve the
needs of migrant populations (95).1t is argued that international placements provide an
excellent economic opportunity for staff to experience another culture and develop cultural
awareness (29). NHS policy documents suggest how important these skills are, the
General Medical Council’s (GMC’s) Tomorrows Doctors expects that doctors should be
able to explain the sociological factors that contribute to illness, course of disease and
treatment success, including the effect of poverty (51). In the Royal College of General
practitioner’s (RCGP’s), the 2022 GP document, there is focus on providing individualistic
whole person care: understanding all aspects of a patient’s life, including cultural
background (64). The Royal College of Surgeons good surgical practice (96), suggests that
encounters with patients and colleagues should be culturally sensitive and non-
discriminatory . The Nursing and Midwifery Council (NMC) code suggests that nurses and
midwives should consider cultural sensitivities, to better understand and respond to
people’s personal and health needs (65). The Health and Care Professionals Council’s
(HCPC) standards of proficiency propose that physiotherapists and radiographers should
be able to adapt practice to meet the needs of different groups and to take account of the
cultural needs of individuals and understand how culture affects verbal and nonverbal
communication (63). Standards of proficiency suggest clinical psychologists should
understand how to apply psychological models to individuals from a range of social and
cultural backgrounds (97). Furthermore, counselling psychologists should understand the
spiritual and cultural traditions relevant to practice (97). Therefore, within all NHS
professions an ability to have cultural knowledge, skills and attitudes is extremely

important.

In summary, cultural learning is an increasingly necessary skill required by the NHS. Itis a

commonly reported outcome of international placements, yet the way that it is reported
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differs in terms language used (awareness, sensitivity, and competence). There are
numerous examples of the types of cultural learning described but it is not known exactly
which components of this knowledge develop as a result of international placements.
Furthermore, the mechanism through which cultural learning is attained is not explicit,
literature suggests that it happens as a result of being immersed in a culture. But it is also
argued that this alone is not enough. What is needed is an exploration of exactly what

cultural learning happens and how this happens on international placements.

2.3.5. Personal development
A considerable proportion of the PPD outcomes could be categorised as personal. For

example, professionals report a change in attitudes and perspectives that are not solely
professional (13,17). This personal development can take many forms. For example it is
sometimes reported as personal satisfaction (13), a reassessed outlook on life (94), life
changing (42) and character development (98). This personal development is not overtly
beneficial to the NHS, but it could be the personal rather than professional changes that

make individuals well-rounded and therefore well-equipped to perform.

One of the personal development outcomes described in the literature is empathy.
Literature suggests that professionals that work internationally relate to patients with
greater empathy and respect (23). It has also been reported that international placements
make individuals more sensitive to injustice and issues of equality and diversity (46).
Furthermore, in regards to care, one study suggested that returned students that had
travelled to low-resource environments, developed an appreciation that care is the essence
of nursing (94). However, it must also be considered whether international placements and
the health professions in general, attract people with high levels of compassion and

empathy.

The way these personal qualities are categorised and described differs across papers,
disciplines and cultures. For example, in the development of a tool to measure the
outcomes of international volunteering placements designed for non-clinical American
professionals, many of these personal qualities have been reported to be categorised under
the psychometric factor of open-mindedness (35). Open-mindedness in this study is
characterised by flexibility of thinking, seeing other perspectives, willingness to try new

things and appreciating other cultures. This concept is reiterated in the British health
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professional literature, suggesting individuals develop an openness to new experiences and
ideas (13,16).

Other evidence suggests that personal development happens within the remit of attitudinal
changes, for example, development of a non-judgemental attitude (21) or a complete
change in general perspectives or outlooks (42,94). Literature suggests professionals
develop a resilience or an ability to cope (24), patience (82) and self-awareness (13,21,23).
Literature also suggests that on HPIPs individuals acquire skills that facilitate
relationships, such as building a global network (16,83), or building productive ongoing
relationships with local staff (13,90). Personal qualities that could facilitate other types
learning such as flexibility, adaptability or innovation, may also fall within this category
(13,24,38).

Evidence to support the development of personal outcomes is often in the form of self-
report measures and post-placement reports. All of the evidence above is based on the
accounts of professionals that have worked internationally. People often describe the
experience using terms like ‘life-changing’; which do not have a universal meaning (and
are context specific). Although some measures, such as adaptability, can be measured
using standardised psychological tests, for example, trail making (where the participant has
to switch from one task to another) (99). The domain of adaptability that is measured in
this test is not necessarily identical or comparable to ‘adaptability’ that people report on
HPIPs. Hence, the concept of adaptability must first be understood in the context of LMIC
HPIPs.

From a policy perspective, personal development does not seem overtly beneficial to the
NHS, however personal qualities underlie/ align with some of the qualities the future NHS
seeks. The 6 Cs were established to ensure the high quality of nursing/midwifery practice
is upheld after revelation of bad practice on a large scale within a midlands trust (100). The
6 Cs comprise of care, compassion, competence, courage, commitment and
communication. As a result of the Francis report and the introduction of the 6C’s, care and
compassion, personal qualities have equal value to the NHS as clinical skills (100). The
Health Education England (HEE) Framework 15 suggests the future workforce will deliver
knowledge and skills when care and compassion matter most (52). It also acknowledges
that although many things will change in the next 15 years, the need for care and

compassion will remain the same. There is also a great focus on providing ‘whole person
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care’. The 6Cs document (88) state that care is a core defining feature and that patient's
should expect relevant care at any stage. Compassion is described as how care is delivered

through relationships based on empathy, respect and dignity.

Understanding how these personal developments happen is challenging. Firstly, there is
such a range of personal and attitudinal developments that it is difficult to assume that they
all develop equally, in the same manner. Also, many of these skills are already possessed,
so establishing a baseline in measures would be essential. Many are also skills or qualities
that are facilitative to the development of other skills (i.e. adaptability, flexibility or open-
mindedness). Separating personal outcomes into single, tangible outcomes, may be
difficult as there are likely inter-related concepts. For example, much of the literature
reports such skills in relation to another skill, i.e. being adaptable in teaching (98). Also
transformational changes are difficult to explore in a comparative way, such as changes in
life perspective. It would be difficult to compare experiences in LMIC with NHS
workplaces, unless they have undertaken/recently experienced something out of the

ordinary.

In summary, what is currently known is that personal development, in numerous ways, is
believed to happen as a result of some LMIC placements. There is a breadth of evidence to
suggest potential constituent components of ‘personal development’. However, this
evidence is based largely on individual accounts of personal experiences and little
empirical research has been conducted. Understanding how this learning happens poses
greater challenges as it is such a broad topic including concepts that are open to individual

interpretations.

2.4. Additional important themes that are discussed less
frequently

2.4.1. Financial awareness

The NHS 5 year forward view suggests innovative ideas for cost saving are important and
that these should be implemented more quickly in the future (62). Literature suggests that
undertaking international placements results in increased financial awareness, particularly
knowledge of the cost of healthcare and innovation to save money in healthcare (24,29). It
is argued that exposure to a varied case load experienced overseas is what results in the cost
conscious approach to healthcare (29). Whilst the literature suggests that individuals develop

these skills, the literature is quite sparse in terms of what skills and knowledge actually
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develop and how this development happens. It seems that a varied case load alone would
not necessarily result in increased financial knowledge and more exploration of how

knowledge develops in this context is needed in the future.

2.4.2. Problem solving and working with limited resources

The phrase ‘problem-solving’ is used throughout the reviewed literature to describe a skill
set (16,24,25,84). All of the above papers state that problem solving improves as a result of
international experience, but none explain how or why this happens, or what problem-
solving entails. One aspect of problem solving described in the literature is adapting to work
with limited resources, or finding solutions despite limited resources (13,44,75).
Resourcefulness is proposed to develop through witnessing the limitations; which
encourages a change in behaviour (18). Another hypothesis is that the learning is a result of
necessity to function in an environment with limited resources (25). Hence, the literature
suggests that problem solving skills develop on international placements, but the exact skills
that develop and why they develop in an international context are based on speculation and

professional/academic opinion, rather than empirical tests.

2.4.3. Multi-disciplinary team work

NHS policy documents argue that the future NHS workforce should consist of effective
multi-disciplinary teams. The NHS 5 year forward view has a focus on dissolving the
traditional boundaries and working in integrated patient focused teams (62). Whilst the HEE
framework 15, proposes a focus on co-ordinated care delivered by multi-disciplinary teams
(52). Literature suggests that working in low income countries provides health professionals
with an opportunity to work in a multi-disciplinary way, on a different level than in the
UK/NHS (24). Its suggested that international placements offer new knowledge about multi-
disciplinary teams, that individuals have the opportunity to work with people from other
professions that they would not in the UK , and an opportunity to thoroughly experience
working in a multi-disciplinary team (24). Yet, on the other hand some international
placements result in knowledge about the importance of multi-disciplinary team work
through experiencing a lack of it. Hence, it is suggested that placements provide an
understanding of the need for a multi-disciplinary team (21). Arguments exist for both sides.
Understanding how different environments affect different outcomes will be crucial in
understanding the learning on international placements. Whilst current literature provides
an initial exploration of ideas, further evidence is needed to understand how and why this

learning happens.
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2.4.4. Clinical guidance

Literature focuses on the importance of staff understanding and adhering to policy and
guidance. For example, the Trainee Doctor (GMC) suggests trainee doctors should keep
accurate clear clinical records and understand the principles and practice of infection
control (101). Working in low and middle-income countries, likely does not expose
professionals to exemplar record keeping and administrative guidance. It is frequently
reported to show the opposite, an opportunity to experience an environment without such
guidance/governance (90). It can be argued that working overseas provides individuals
with an understanding of the necessity of clinical and administrative guidance, as many
may have previously considered this laborious or unnecessary. It is argued that working
overseas provides nurses with a greater understanding of why it is necessity, for example
gaining a child’s consent by experiencing the negative effects of an environment where
such procedures do not happen (90). Furthermore, it is argued that nurses on international
placements become critical observers of the difference in the implementation of safety
procedures such as infection control (23). Some returned professionals reported that
experiencing a world without NHS standards, allowed them to appreciate the importance
of governance, guidance and policy (46). Hence, the literature indicates that learning the
importance of clinical guidelines happens through the experience of the opposite, by

providing ‘a platform for comparison’.

2.4.5. Teaching and academic skills
Some of the literature reports teaching and academic skills as an outcome of international

placements (38,85). However this learning is placement-specific as it depends on the
opportunities to teach and the focus of the project/placement, as some placements do not
include teaching or academic work. It is worth noting that this is a relatively substantial
theme that emerges from the literature, but it is not necessarily universal. Much of the
literature regarding development of teaching skills suggests the skills concern adapting
existing skills to a new environment (98), or having the opportunity to practice teaching
skills (13). Therefore, it is reported that on some placements teaching/training skills are
developed, as some may not provide an opportunity for this. However, it is not known
whether the adaptation of teaching skills is similar to the adaptation of other skills sets.
The existence of opportunities to teach should be examined, whether a placement
providing students with an opportunity to teach routinely results in a development of skills,
or whether it can be facilitated or impeded by other factors. A similar challenge is posed
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with regards to academic skills, it is argued that international placements provide
opportunities to research unusual areas, undertake collaborative research and an for
learning how to apply for grants (13). However, such opportunities are not available in all

placements.

2.4.6 Negative outcomes/costs
In addition to the many benefits, literature indicates numerous costs. The costs proposed in

the literature can be personal, professional or organisational. On an organisational level, a
few outcomes are proposed to have a negative effect on the NHS, trust or employer of the
professionals undertaking the placements. Costs can be financial, but the label ‘costs’ is
used throughout this thesis in a broad, non-financial sense. For example, a financial cost
proposed, is the cost of backfilling a staff member whilst they are overseas (29). However,
this also has a non-financial element embodied in the human resource difficulties of

finding cover for trained staff that temporarily or permanently leave posts (13).

From a professional perspective, a few decades ago international work was considered
‘career suicide’, deciding not to follow the prescribed training pathway (102). However, it
seems this viewpoint may still be relevant, particularly for medics that describe difficulties
with professional revalidation or getting a permanent job upon return (19,44). An element
of de-skilling is sometimes reported with professionals reporting a loss of confidence,
communication skills, knowledge and confidence of NHS systems like referrals, policy
and good practice (21,24). There are also reports of developing bad habits or redundant
skills that are not applicable to the UK or ones career stage (28,44). The most commonly
reported negative outcomes in the literature review were a lack of recognition or
accreditation for the work done (38,81,82,102). Other professional costs included pressure
to work outside ones competence, ethical dilemmas, lengthening of training and
bureaucratic barriers (4,6,44,46).

Costs were also reported in the literature from a personal perspective, including the
tangible financial cost of undertaking an international placement (16,41,44). The financial
cost can also be a distal outcome, with professionals reporting effects on pensions,
entitlements or loss of earnings (41,48). Travelling to a LMIC environment can also have
health consequences, with many professionals reporting outcomes ranging from animal
bites, to road traffic accidents, sexually transmitted diseases and stress (103,104). Other

more emotional and psychological costs were reported including loneliness, missing

37



family and frustration (13,46,103). The most frequently reported personal negative
outcome in the 55 papers was culture shock (76,98,103). Others include being involved in
crime (as perpetrator or victim), physical risk (e.g. dangerous environments and extreme
nationalism) (4,21,45).

2.4.7 Section summary
In the 55 papers found through the systematic search 23 contained empirical results, whilst

22 of them did not. In both the opinion pieces and the empirical work there are numerous
ideas and informal proposals about what the PPD/learning might be and how it might
materialise. But there is no specificity or precision of learning outcomes when people talk
about ‘leadership’ or ‘communication’ in terms of knowledge, skills, attitudes and

behaviours.

In regards to how learning happens, not one of the 55 papers in the systematic review
present a theoretical perspective of how PPD happens on international placements.
However, a number report personal opinions of the opportunities, environments or
individual differences that may facilitate this learning, this will be discussed in the next

subsection.

2.7. Contextual factors

Throughout the literature authors allude to the contextual components of an international
environment that might facilitate learning in a different way to a UK environment. These
variables are generally presented in two ways: factors that make LMICs a unique learning

environment or behaviours/attitudes/thoughts exhibited within the individuals.

The first group of variables were logistical, e.g. where the placement was and how long
for. For example, one hypothesis is that the more divergent the culture is from one’s own,
the more learning that happens (23) and that cultural divergence, from one’s own culture,
or that the intensity of learning experience were more important than the participant’s
length of stay (79,94). Conversely, some authors argue, that length of stay is an important
variable, with longer placements having a greater impact on the participant than shorter
(105,106). These two examples exemplify the lack of consensus amongst stakeholders
regarding the factors that affect learning and also difficultly of measuring the direct effect
of variables in such an environment. Hence, there is currently little empirical evidence that
analyses the effect of moderating or mediating variables on health professional learning on

international placements.
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It has also been suggested that there are behaviours that people exhibit, attitudes that
people exemplify or techniques that individual’s practice that may influence PPD on
HPIPs. For example, several papers consider reflection critical for learning on international
placements (85,107). This could indicate that those who reflect more, learn more.
However, one can’t automatically simply assume a linear correlational relationship, there
are different types of reflection reported on international placements including formal and
informal, self-reflection, critical reflection etc. (4,85,98,107). To my knowledge, there is
no full exploration of the impact of reflection (or any other behaviour, attitude or
technique) on learning during health professional international placements. Therefore, it’s
currently not reported how the behaviours that health professional’s exhibit in LMICs
affect PPD.

Understandably, as it’s a complex phenomenon, where variables that might affect learning
are presented in literature, there is often no discussion of how the variables result in
learning, particularly in relation to theories of education. There are some notable
exceptions, largely concerning student learning on international placements, as opposed to
professional learning. Thompson et al., suggested that those visiting developing countries
gain more in terms of international perspectives and personal and intellectual development
because the vast differences between the host country and the participants own country
stimulated a revaluation, by providing a platform for comparison (94). Hence, it argued
that being in another environment elicits an internal process of comparison between the
host environment and the home environment; which is thought to elicit PPD, depending on
context. In exploring how length of stay might impact on learning, one study found that
longer placements 12-16 weeks (as opposed to less than 4 weeks) allowed for greater
immersion in the host culture and this immersion was responsible for the development of a
greater international perspective and personal awareness (108). This result was replicated
in a study that found that those who acclimatised to the host culture reported positive

international experiences (106).

Educational theory literature suggests there are activities undertaken, that enhance
experiential learning (learning from experiences), yet this is rarely discussed in relation to
HPIPs specifically. Transformational learning theory is one theory that has been
preliminarily addressed in regards to international placements, in the context of a variety
of Australian professionals (33). Transformational learning is the process of learning and

personal development that happens when an incident triggers a need or desire to learn.
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This is proposed to happen when an individual notices the disequilibrium between existing
knowledge, values and understanding and the experience that caused the trigger (33). This
is proposed to happen is through attempting to make sense of the new environment, then
accommodating new experiences into one’s own view of reality (33,109). This resultsin a
significant change of opinion or perspective (33). This is in line with the change in
perspective, or development of a new perspective is that is often reported in the literature

as an outcome of international placements (13,24).

Throughout the literature there is an assumption that British professionals learn in a
different way on international placements than they would in the UK. In the UK students
on placements are expected to acquire knowledge from more senior staff, through
observation, interaction and experiential learning ‘learning by doing’ (110). However, in
many LMIC’s, early career British professionals or students report being the most
clinically superior in the facility, professionals also report a lack of local support (26,111);
which likely indicates that learning on international placements may happen differently
than in the UK. It seems unlikely that all learning happens through modelling and copying
more senior staff. There are many other components of the LMIC environment that are
reported to differ from the UK and therefore influence learning. For example, in addition
to being the most clinically superior, many British professionals report opportunities for
leadership or responsibility that would not happen in the UK (16,24,29). It is also reported
that staff interact with a greater breadth and depth of patients and conditions (24,48,68,76).

2.7.1. A platform for comparison and systems knowledge
One mechanism of learning described in the literature for PPD in LMICs is that the host

country provides a platform for comparison. The host country is often described to provide
a platform for comparison to the UK/NHS environment (46,91). It is believed that this
opportunity to compare environments results in learning. It is argued that the new
environment challenges individuals to consider advantages and disadvantages of different
systems (91). The outcome of this comparison is reported to be a changed perspective and
an understanding of how both systems function (46,91). Whilst both papers report the
comparison as the mechanism of learning, neither describe the process of comparison.
Whether reflection is required in order for this learning to happen, or whether being placed
into a new environment is enough to elicit comparison and a subsequent change of

perspective. It would seem that something additional must be present for this learning to
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happen and there may be a different process for systems knowledge outcomes as opposed

to a change in perspective

I will now describe some theories of education that have not (or have rarely) been applied
to health professional PPD in LMICs. By understanding how people learn more generally,
| hope that I can identify the contextual factors of an LMIC and processes that individuals
use to navigate that environment and how this affect different cadres of PPD outcomes.

2.8. Review of existing educational theories that have
been applied to international learning

The literature proposes that there are a great number of learning outcomes from
international placements (13,14,24,44). Some literature also proposes contextual factors
that may facilitate or impede PPD in LMIC, i.e. a lack of resources (112). Others propose
mechanisms individuals use on international placements, i.e. reflection (46). However,
there is a lack of explicit theoretical underpinning to the ideas reported (13). Whilst there
is a general consensus in the literature that more empirical evidence is needed, there is no
mention of the need for a theoretical underpinning to the findings; which | propose may
provide greater insight (13,49,113). The specific PPD that happens on international
placements may be difficult to address from a theoretical standpoint, but how an
international environment facilitates this learning may be understood through consultation

of general theories of learning.

2.8.1. Moderating and mediating variables
In educational literature there has been discussion for decades about contextual factors that

may influence learning outcomes (114). In an oversimplified example I will present my
research aim as an algebraic hypothesis. | want to explore the effect of International
Experience (X: the independent variable) on PPD (Y: the independent variable). In the
previous subsection | discussed the various contextual factors that are inexplicitly
proposed in the literature to influence this relationship (i.e. low resources, reflection). |
want to theoretically explore the effect of such factors on the relationship between X and Y
(international experience and PPD). Figure 2 visually depicts the relationship in question

with some contextual examples.
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Figure 2 Hypothetical model to show the effect of contextual variables on PPD in LMICs

These contextual factors could be labelled moderator and mediator variables. These are
variables that are associated with the relationship between the independent variable (1V)
and the dependant variable (DV) (114), in this case international placements and PPD.
Moderator variables influence the strength of the relationship between the two, for
example it could be hypothesised that the less resources in the international environment
the greater the PPD, or it could be that the more somebody critically reflects in the
international placement, the greater the PPD (115). Mediator variables, on the other hand,
explain the relationship between the IV and DV, so it could be the novelty of the working
environment (115). So if | were to hypothetically measure the novelty of the working
environment, for a contextual factor to be a mediator variable it would correlate (positively
or negatively) with PPD. So those working in a similar health system, for example Ireland,
would have smaller increases in PPD than those in a completely novel system, for example
Mozambique. In summary, moderator variables influence the strength/direction of a
relationship whilst mediator variables account for the relationship. Moderator variables
specify something external to the relationship that influences it, whilst mediator variables
explain how or why events occur (115). Figure 3 visually depicts the difference between

moderator and mediator variables.
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Figure 3: A model of moderating and mediating variables

Moderator and mediator variables provide a framework for analysing and understanding
the different variables proposed in the text. Understanding what the moderating and
mediating variables are and how they affect learning would be useful for all stakeholders,
policy makers, educators and health professionals themselves. | will now explore the
literature surrounding cognitive, organisational and social processes that relate to learning

on international placements.

There have only been a small number of papers that describe learning on international
placements from a theoretical perspective, however none explicitly describe a sample of
British healthcare professionals. The papers I identified describe learning in a generic
manner (33,116). Whilst this provides important insight into how learning happens
internationally, it fails to acknowledge the contextual differences that may be present in
learning environments for healthcare professionals. For example, health professionals
work largely in patient facing roles, engage with patients frequently and work within
complex national systems, the professional development that happens during these social

interactions is likely to be different to the PPD encountered by a web-designer in a small
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business office. Existing theoretical models are also not specific to British healthcare

professionals, this thesis focuses on the British healthcare professional population.

2.8.1.1. Effect of destination country
Whilst I don’t propose that learning mechanisms vary greatly between countries, this thesis

is based on the idea that culture has an effect on PPD. Research argues that different host
countries provide different outcomes for learners, for example Thompson proposes that the
more divergent a culture from one’s own the more learning (94). Therefore, it cannot be
assumed that there is no effect of the origin country on learning, especially given the
differences in health systems across HICs. There may be some subtle differences in
moderating and mediating variables that affect learning due to the country of origin. For
example, most British professionals work in a large national socialised healthcare provider
organisation, this is a different platform to compare the international experience to than
those used to working in a different system in another high income country, such as the
USA. This is exemplified by the PPD outcomes described in some of the reviewed
literature concerning appreciation of free universal healthcare or an understanding the
costs of healthcare (13,90). It is unlikely that professionals originating from the USA
would develop an appreciation of free universal healthcare as this is not a current system in
their home country. Hence, such differences need to be accounted for in order to

understand the learning of intended population, British healthcare professionals.

2.8.2. Learning environments
Learning environments have been considered an important influence on the learning

process through all sectors and their importance is recognised from as early as primary
school education (117,118). A substantial amount of literature has been published about
the importance of learning environments, but much less has been published about what a
learning environment consists of and how they affect learning (118). The word
environment is generally used to describe physical space, for example surroundings,
settings, even stretching to more abstract components like weather. It also has a second
meaning concerning ambiance, atmosphere; which consists of more abstract entities like
emotions and behaviours. A learning environment encompasses both of these factors, the
physical setting and the feelings, behaviours and social interactions that happen within that
space. Isha and Boor (118) argue that the term learning environment is often criticised for
being all-encompassing, it can be used solely to describe physical space (i.e. number of
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computers, size of teaching rooms) and at the opposite end of the spectrum it can be used

on a macro-level to describe the whole department campus, and maybe even country (118).

Learning environments can be categorised into formal and informal, the former consists of
universities, schools and principally structured classes or learning activities, whilst the
latter, at least for healthcare professionals, relates to learning in healthcare facilities
(hospitals, surgeries etc.). Isba and Boor argue that what differentiates the two is the aim,
formal learning environments focus first and foremost on ‘learning’, whilst informal
learning environments (from a health professional/student perspective) focus on ‘working’
(118). Although most health professionals acknowledge the importance of learning by
doing, a tension is often described between service delivery and education (118-120).

Much of the literature about learning environments concerns individuals with ‘learner’
status: undergraduate and post-graduate students, school students or apprentices. In fact,
most of the sources used to support this subsection are written regarding student
populations (118,121,122). This presents a concern when using this research to inform
theory about professionals with a primary aim in a ‘learning environment’ to ‘work’, due
to having already qualified. Continued professional development is often seen as a
something that happens in addition to day-to-day work, for example attending external or
internal training courses or completing e-learning modules online. Therefore, it’s difficult
to find research or literature regarding CPD within a learning environment, as they are
presented as a place of work rather than study.

Similarly, LMIC facilities that British Health Professionals work within rarely present
themselves as a learning environment, but rather as a vehicle for service delivery to less
fortunate individuals. In much of the literature learning is presented as unintended side
effect (31,43). But as countless PPD is reported to happen within such environments, by
conceptualising them in this way, it may be possible to better understand them and the

influence LMIC learning environments may exert upon HPs working within them.

When conceptualising the learning environments of undergraduate and postgraduate
students, Isba and Boor (118) present 4 components: material, social, intra-psychological
and measurement. It is interesting to consider the final ‘aspect’ of measurement as this is a
similarly an important part of this thesis, therefore acknowledging the effect of measuring
the learning environment on subsequent learning, further highlights the importance of the
research output (a psychometric tool). Not only as a way of measuring, comparing and
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contrasting, but as a way of improving, adapting and changing learning environments and
ultimately, improving learning outcomes. In more expansive work, Isba described some
additional categories (123). Amongst which is ‘opportunities’; I think this is particularly
important for international placements as opportunities are described so frequently, so |

will also discuss this category in addition to the original four.

‘ ' o 0 o

Figure 4: A visual depiction of Isba and Boors description of four components of medical
student learning environments. Developed from the book chapter ‘Creating a Learning
Environment’ with the addition of opportunity from previous work (118,123).

| used Isba and Boor’s conceptualisation of the components of medical student learning
environments as the basis of my exploration of theories of learning and learning
environments. | will combine the components of the learning environments, described by
Isba and Boor (118) with the contextual components of an LMIC learning environment
that arose from the systematic search and educational theory that may be relevant this
relationship. Hence, | will describe the components of the LMIC environment that differ

from the UK and theories that may describe how individuals learn in such environments.

2.8.3. Component 1: Material

‘Material’ relates to the facilities that exist and the organisations they exist within. Then,
from a UK student perspective primarily, how can materials be improved to improve
learning, for example buying more computers or better medical devices (118). The idea
that the material components of an environment effects learning has been described
historically outside of education literature, for example in Maslows hierarchy of needs
(124). The idea that a person cannot strive for achievement until their physiological needs
(food, shelter, water) and safety needs (security) and belonging needs (relationships,
friends) are met (124).

This effect of materials is further exemplified in relation to LMICs as they are generally

considerably different to an NHS or HIC health facility. LMICs are generally reported to
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have less resources, outdated or non-existent medical devices and poor infrastructure.
However, traditional literature suggests improving these to improve learning. This seems
in direct opposition to the frequent reports in the literature of learning to innovate within
low-resource environments. Interestingly, when thinking about physiological needs in a
LMIC, it is likely that the British professionals will be in a position to pursue achievement
having met basic needs, security and relationships, but it is likely that their colleagues or
patients may not be equally fortunate. There may also be issues with security as many
papers report a lack of security in LMICs, be it ethical, infrastructural, criminal or health
related (4,45,104). Understanding the effects of all of these factors on learning would be

beneficial.

Material components of a LMIC learning environment are at odds with the literature that
focuses on HIC student learning. The notion that improving the material components of an
environment improves learning should be questioned, as individual reports in the literature
argue that this is not the case (11,26,42,98). Understanding the effect of lower level needs
(in Maslow’s hierarchy) of not only the health professionals but their colleagues and

patients provides unigue perspective to consider.

2.8.3.1. Organisational
Organisational factors sit within the material component of Isba and Boors model (118);

which proposes that organisations exert a strong influence on the learning environment.
They proposed, for example that an organisation that values good teaching, will provide
learning environments that reflect such values. It is also acknowledged that organisational
effects can be at different levels, for example institutional or departmental, each subject to
different pressures and therefore potential conflict can arise between the different levels
(118). They also describe the influence exerted by people at varying levels, the head of
nursing on one ward, is likely to have great influence over decisions made on that ward

level, but much less about decisions made on a national level.

Interestingly, when considering placements in LMICs the ideas presented from a HIC
perspective, become disoriented. The head of a ward in the UK could travel to an LMIC
and within days be involved in meetings on an organisational level, or even a national
level, meaning the organisational restraints are often reported are lifted. There are also
different competing macro-level influences in LMICs, professionals are less likely to work
within a national publically funded service, divided into trusts like the NHS, but to

experience completely new systems and new definitions of public and private care.
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Simultaneously there is a potential national effect influencing the organisation, many
professionals report the effects of national and local corruption and political influences that
affect their everyday work in LMICs (112). Finally, Isba and Boor use the example of
organisations valuing good teaching providing learning environments that reflect such
values. It could therefore be argued that exposure to practice in LMIC an environment
could instil bad practice values.

MACROSYSTEM

$ocial Morms and Culture

EXOSYSTEM

Social Services

MICROSYSTEM

Farnily Peers

IMDIVIDUAL

(sex, age,
health, etc.)

School Church

Health Services

MNeighbours

Local Politics

Figure 5: A Diagram to visually depict the systems described in the theory of Ecological Systems.
Source: (Adapted From) https://voices.no/index.php/voices/article/view/829/685

2.8.3.2. Experiencing an unfamiliar environment and culture

Within the organizational remit, there are a number of educational theories that account for
culture in an unfamiliar environment, one is the experience of ‘being a foreigner.
Greatrex-White argues that the experience of being a ‘foreigner’ is underrated, and that
this “disturbance’ affects cultural knowledge and perspectives (46). The notion that being
placed in an unfamiliar cultural environment elicits development is common in a number

of learning theories. For example, experiential learning theory suggests that individuals
learn as a result of novel experiences (116)

One educational theory that encompasses the effects of a new environment, organisation
and culture on international placements is the ecological systems theory (125). This
developmental theory has numerous iterative phrases and has developed considerably
from its initial application to child development (126). This theory concerns how the

individual develops (as opposed to learns) within numerous ‘systems’, such as the
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macrosystem (which accounts for the impact of wider society) and the microsystem (which
accounts for family peers and colleagues). This theory is often depicted in a figure (see

figure 5).

It could be argued that being immersed in a new culture or organisation affects almost all
of the systems depicted in figure 5. For example, it is likely that the professional will
experience social norms and culture (macrosystem), mass media and industry (exosystem)
and peers (microsystem) that are considerably different from the home context. This
model, unlike many other educational models, specifically accounts for culture; which is
particularly applicable to international placements. When working/living in a foreign
country, many of the systems surrounding the individual will undergo enormous
immediate changes. A typical British health professional may well have spent the majority
of their life in the UK surrounded by British social norms and culture (which is arguably
characterised to some extent by cultural diversity), when moved to an LMIC the macro-
system may then become a more prominent indicator of development than it was in the
UK.

2.8.4. Component 2: Social

2.8.4.1. Participation
The second component of learning environments is social. Isba and Boor categorise social

learning in three ways: participation, teacher-learner relationships and teaching as a feature
of learning (118). In regards to participation they describe Lave and Wenger’s situated
learning theory (127). Wenger and Lave propose a model of situated learning, whereby
individuals learn socially within Communities of Practice (CoP’s) (127). Hence, when
newcomers become involved in daily practice, they learn ‘just’ through participation (118).
It is based upon the notion that newcomers (primarily apprentices) surpass boundaries and
eventually become full participants. CoP’s are formed by people who engage in a process
of collective learning in a shared domain of human endeavor (128). They consist of groups
of people who share a concern or a passion for something they do and learn how to do it
better as they interact regularly. CoPs are not confined by location they can be within a

physical location but also global, online or face-to-face and formal or informal (129).

As CoPs can be informal they allow for, but do not assume, intentionality: hence
individuals may be part of a community of practice without explicitly knowing it (130).

Additionally, not every community is a community of practice, for example a
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neighbourhood is not a community of practice. In order for a community to be classified as
a community of practice by Lave and Wenger the following three characteristics are
needed in parallel: domain (shared interest), community (engagement in joint activities)
and practice (shared practice) (127). The concept of CoPs was coined by Lave and Wegner
when studying apprenticeships. The researchers then noticed CoP’s everywhere and
extended their theory beyond novices, many large organizations now have some sort of

CoP initiative.

On an international placement individuals may become part of different communities of
practice depending on placement location and dynamics. They may also remain part of
existing communities of practice in the UK or globally that they may choose to continue to
engage with virtually/remotely. If communities of practice facilitate learning and
knowledge sharing/creation, then it could be that the geography and structure of a
placement is particularly important factor that affects learning. An individual placed in a
city hospital with a good infrastructure, communication system and support network
should therefore facilitate greater learning than a rural placement limited networks.
However, some research suggests it is in fact the lack of these support networks that
facilitate learning of certain skills sets such as problem solving and innovation (24,75). So
greater understanding of how communities function in an international context and how
this affects learning is needed. Also whether individuals consult the British community of
practice during placements is a factor that may affect learning and development and should
also be considered. The work of Lave and Wenger, suggests that individuals aim to surpass
boundaries and become a full member of the CoP. However, this is difficult to apply to
short term temporary placements. Furthermore, if learning happens when a person
integrates fully into a community conforming to existing social norms, then professionals

should be encouraged to respect and adapt to the local environment

2.8.4.2. Teacher-learner relationship/teaching as a feature of learning

environments
It is difficult to apply the concept of teacher-learner relationships to health professional

learning in LMICs for three reasons 1) there are no named teachers 2) many of the
professionals do not identify as learners, rather service deliverers 3) it is a working
environment rather than teaching, so teaching is not a deliberate feature. However the

concept of social support and supervision is in contrast to a UK environment.
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As stated earlier, many authors argue that the level of support and supervision available to
British individuals on individual placements differs greatly from that in the UK. Ackers
argues that British professionals sometimes report lone working in an LMIC environment
with little support or supervision and that local staff may leave when the professional
arrives (seeing them as a replacement) (26). Other papers describe British students being
left in LMIC health facilities without adequate supervision (12). This would suggest that
on numerous international placements in low resource international contexts, British
professionals experience a lower level of support and supervision than they would in the
UK. However it cannot be assumed that this supervision difference exists in all
placements, in high income countries the supervision and support may be different, but not
necessarily less.

Learners

current
understanding

Zone of
Proximal
Development

Out of reach
(Learner can
not do)

Figure 6: A diagram to explain the Zone of Proximal Development. Source: (Adapted
From): http://www.cuppacocoa.com/the-zone-of-proximal-development/

One theoretical account of how support and supervision affect learning is proposed by
Vygotsky. He argues that individuals have a zone of proximal development (121). He
proposes three theoretical learning zones, the zone of current development (what the
individual already knows), and the zone of proximal development (the ideal zone for
learning to occur) and a zone that is out of reach, where learning does not happen as it is
too challenging. He argues that with the help of a more knowledgeable other (MKO),
learners can move from the zone of current development to the zone of proximal
development, an ideal theoretical environment for learning (121). A more knowledgeable
other is considered anyone with a greater knowledge of a particular subject, as this was

initially a theory of children’s learning, traditionally this was a teacher or peer.
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This theory raises many questions in regards to international placements. If the presence of
a MKO in a learning environment facilitates development, then presumably individuals on
a project with more support from more knowledgeable peers/supervisors will exhibit
greater development. However, there are many practicalities surrounding this.
Considerable literature argues that individuals learn problem solving skills due to
navigating an unorganised (under-staffed, over-burdened) environment, where they have to
make decisions without the archetypal UK support hierarchy (24,75). If this were
evidenced, it would support the opposite: learning despite a lack of support and/or

structure.

The concept of a MKO (more knowledgeable other) also raises further questions when
applied to international placements. If somebody should be in the presence of a MKO to
learn, then a consultant may not have many opportunities to learn clinical skills as the
majority of the workforce may be less knowledgeable about that subject. It would
therefore suggest students or early career professionals would have more opportunities to
learn clinical skills. Yet, when considering more subtle skills such as the cultural norms of
the host country, the British consultant may have just as much to learn as the British
student. All local staff would presumably have greater knowledge of their cultural norms

than the British professionals and therefore be considered MKOs.

The idea of a MKO and ZPD (Zone of Proximal Development) suggest that learning is
somewhat progressive and prescriptive and that explicit knowledge (and arguably tacit
knowledge) is shared uni-directionally from the MKO to the less knowledgeable other. It
does not account for reciprocity and mutual learning, something Crisp suggests is
imperative to successful international projects (14). It also does not account for innovation
or problem solving skills explicitly; which the current literature often describe result from
lack of organisation (24,75). If the only learning that happens in international placements
happens as a result of explicit knowledge transfer from MKOs then it would not
particularly differ from a UK placement, particularly in regards to clinical skills. But as
explored in the literature review, professionals experience great development in terms of
non-clinical skills (communication, leadership) and it does not seem that they report
learning these skills by copying excellent examples they see overseas (24,75). Although it
could be argued that there is potentially an element of mimicking the problem solving and

innovation skills displayed by local staff. Much of the literature suggests professionals
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learn or recognise the importance of many skills through the exposure to bad practice and a
renewed appreciation of the NHS (25,90).

Another educational theory which accounts for differences in support and supervision is
deliberate practice theory. It suggests that individuals acquire skills through practice. That
the only difference between ‘normal’ and ‘expert’ performance is relative to a ‘life-long
period of deliberate practice’ (131). Deliberate practice theories lie in two fields,
behavioural and cognitive. Behavioral theory argues that practice is facilitated by feedback
from an expert that results in successful approximation of the target skill development.
Feedback from an expert can minimize errors and reduce the frustration associated with
trial-and-error techniques. In contrast, cognitive theory of deliberate practice argues that
excellent performance happens when complex tasks are practiced that produce errors. It is
argued that these errors present the learner with robust feedback that can act as scaffolding
in the future (without expert feedback) (132). Research has highlighted deliberate practice
as the most powerful predictor of performance in some clinical skills. Wayne et al. used a
simulator to assess baseline proficiency in ACLS (Advanced Cardio Life Support Skills)
scenario (133). After deliberate practice on the simulator, performance improved

significantly and each participant exceeded mastery standards.

The main elements of deliberate practice theory are repetition and supervision. In an ideal
situation, this theory suggests learning happens when skills are practised repeatedly under
correct supervision. However, the supervision is often reported to be significantly lower on
international placements, with many reporting a lack of local supervision, lone working or
working outside of professional capacity with little supervision (12,75). The cognitive
theory of deliberate practice suggests errors in practice alone provide sufficient feedback.
If practice is the predominant factor that affects learning, differences in feedback or
supervision surrounding international practice would not affect learning outcomes.
Without effective feedback a student or early career professional may practice clinical
procedures incorrectly and continue doing so; which may be not only dangerous, but also
counterproductive. The individual would have practiced, but done so incorrectly. If this
were to happen in an international environment, presumably this would not be an effective
skill that would transfer to a UK environment, and if it did, it may jeopardise patient safety
in both countries. Consequently, literature is more in line with the behavioural theory and
suggests supervision from a local professional is beneficial to British healthcare

professionals and students (16,89). This would suggest that a professional with more
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knowledge should be present on international placements to ensure that any learning

(particularly of clinical skills) is correct.

The necessity of a more knowledgeable person, supervision or support is contested
throughout the theories of learning. Whilst some consider it imperative (behavioural,
deliberate practice) (121,131) others argue that it is not necessary for experiential learning
(134,135). In order to bridge the knowledge gap, future research needs to address whether
there is a relationship between the level of supervision and support and the learning that

happens on international placements.

2.8.5. Component 3: Intra-psychological

The third category proposed by Isba and Boor is the intra-psychological component
(elements that happen within the individual) consisting of emotions, behaviours and
practical competencies (118). Qualitative research has found that learning environments
influence learner’s behaviour and emotional well-being (118,136). There is an emotional
element to learning environments with students and teachers using words like ‘safe’ and
‘feel’, for example staff felt it was important to make students feel welcome (118,136).
There is an emerging literature base about the effect of emotion in learning; which could
have great implications for medical education (118). There is also research to suggest that
participation in learning had an influence on emotion and was influenced by emotion
(137). There is also some organisational literature to suggest there is a relationship
between environments and intra-psychological changes, for example organisational
climate and job performance (118,138,139).

The literature also suggests that on international placements, certain behavioural (or intra-
psychological) techniques may have an effect on learning. For example, literature argues
that pre-placement meetings, briefings and contact can inform individuals of the best way
to optimize benefits of the placements (98). The one most frequently described is
reflection, literature argues how important reflection is, for learning from international
contexts and translation of knowledge to future situations, but also for personal reasons
(21,86).

One educational theory that includes reflection as a component of learning is Kolb’s
experiential learning theory, described in detail in section 2.8.9. (135). ‘Reflective
observation’ is one component of the 4 style cycle of learning. Reflective Observation

(RO) is the stage whereby the learner listens and watches, considers issues from diverse
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points of view, and ascertains meaning from the learning experience (135). International
placement literature argues that this is important throughout the process, but particularly
important upon return from the host country (6). It is also argued that this reflection

sometimes happens best when back in a familiar environment (4).

When applying experiential learning theory to international placements, Ng, Dyne and
Ang conceptualise learning as a process as opposed to a cognitive or behavioural outcome
and a holistic process of adapting to the world (116). It is suggested that it requires
integrative functioning of the whole person, including thoughts, feelings, behaviours and
interactions with the environment. Individuals undertaking international placements are
required to manage multiple demands and cues from the new environment. It is a
continuous process whereby new knowledge and perspectives integrate with old. The
relative safety and bureaucracy of the British system may mean there are less opportunities
for such experiences as more knowledgeable others are often around, or a protocol is in

place.

Reflection seems apparent in numerous theories as a facilitator of learning.
Transformational learning theory (as described in section 2.8.8.) considers time to
consolidate the new experience into existing schemas, an important aspect of learning from
international placements (33). Whilst, Vygotsky’s theory suggests that critical reflection is
important (121). Therefore, understanding the role of reflection in learning on international

placements is imperative.

2.8.5.1. Level of challenge experienced by learner
Another intra-psychological factor could be the level of challenge felt by the professional.

Many individuals on international placements report that the level of challenge
experienced in work on international placements differs from that of the UK. In most cases
they report an international environment that presents numerous challenges; which they
subquently believe results in problem-solving, decision making and coping skills
(18,24,25). A number of theories account for the level of challenge and how this affects

learning.

Vygotsky’s theory of proximal development, earlier described, presents three learning
zones. If the conditions are easy, repetitive or boring, learning is considered to be in the
zone of current development, hence there is no progression in learning (121). If conditions

are considered too challenging or difficult and ‘out of reach’, this is thought to end in
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frustration and again result in no learning or progression (121). However, if a situation is
in the zone of proximal development and the work is challenging but achievable with help,
greater learning occurs (121). The challenges described in much of the literature may
suggest that many international learning contexts sit within the zone of proximal
development; which means optimal learning occurs. However, this is dependant on

whether there is a more knowledgable other to facilitate this learning.

Interestingly, one of the key themes to emerge from the literature review may suggest that
international placements may span all three conditions. Much of the literature argues that
international placements improve communication (13,22,24). However, one participant in
one study suggested no improvement in communication, as there was no English spoken,
he was reliant on a translator (24). It could be that this situation would lie outside of the
zone of proximal development, being too challenging and resulting in frustration. With
further research there may also be a distinction between those who visit English speaking
countries and non-English speaking countries. It could be hypothesised that some forms of
communication may not develop as optimally in an English speaking country as it is less

challenging and easier, meaning learning may fall into the zone of current development.

2.8.6. Concept 4: Measurement
The fourth is measurement, this will be discussed in greater detail later in the chapter, but

as a contextual component, Isba and Boor (118) argue that measurement forms the start of
a quality cycle to improve future teaching and learning (118). It is important to quantify
learning environments to determine strengths and weaknesses and therefore foster
improvement (118). It also allows for comparison between environments (118). When
considering LMIC environments for this thesis measurement for quality improvement is
difficult for two reasons 1) the primary purpose of the environment is not learning, 2) |
want to consider learning across all professions all over the world, therefore quality

improvement may prove difficult to implement.

2.8.7. Concept 5: Opportunities

An additional category I chose to discuss which was highlighted in Isba’s earlier work was
opportunities. I felt it was important to include this as it is presented in a large proportion

of the literature describing the contextual differences between the NHS and LMIC
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environments. Opportunities include opportunities to lead, teach, research, collaborate,
engage with senior people, policy makers and people from another culture (13). Earlier in
this chapter | described how individuals often travel to LMICs to develop clinical skills as
they assume there will be a greater opportunity to practice certain clinical skills than in a
UK environment (43). This opportunity to practice is often characterised by an
opportunity to work with novel diseases and procedures and generally see more patients.
Many papers report that professionals working in LMIC’s frequently treat considerably
more patients per unit of time than they would in the UK (48,68), and that this develops
their professional skills. They also report engagement with a greater spectrum of
pathologies than the UK or using different procedures than the UK (12,30,84).

Deliberate practice was outlined above and focuses on the skills developing from repeated
practice (131). The main elements of deliberate practice theory are repetition and
supervision. In an ideal situation, this theory suggests learning happens when skills are
practised repeatedly under correct supervision. In regards to international placements in
low resource settings, the repetition component is probably higher than in the UK, many
professionals report exposure to a greater number of patients than in the UK and an
opportunity to ‘practice’ skills (19,68). Duvivier et al. reassembled the concept of
deliberate practice to better fit clinical skill acquisition (140) . They defined the process of
deliberate practice as repetitive performance of intended skills (cognitive or physical)
followed by a rigorous skills assessment. This is followed by feedback that incorporates
specific information, all of which should result in better skills performance. Duvivier et al.
also described soft skills that facilitate the various stages of successful clinical skill
development (140). For example planning, concentration, repetition and revision (a

tendency to practice), study style and reflection (a tendency to self-regulate learning).

If factors exist to facilitate learning through deliberate practice, (as suggested by Duviver
et al. (140)) then it could be argued that professionals with existing high levels of such
skills will gain more from deliberate practice than those with lower levels. A service
delivery focus on international placements involves professionals purely delivering a
clinical service (a high opportunity for practice), as opposed to capacity building which
has a focus predominantly on knowledge transfer. In which case, some individuals may
thrive in service delivery focused environments particularly if they want/need to develop a
particular clinical skill. Furthermore, according to this theory projects should train or

recruit professionals that have higher levels of these potentially facilitative skills that are
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thought to maximize the outcomes (planning, concentration, tendency to practice,
reflection), (140). This is acknowledged as a major criticism of this theory that although

deliberate practice may be necessary it is not alone sufficient (141).

Another prominent difference between international placements is the professional’s
length of stay in the host country. Much of the literature argues that longer stays are better
for both parties (hosts and British professionals) than shorter stays of a few weeks,
however there is also literature to suggest the opposite (41,69,76,112). According to
deliberate practice theory, it could be proposed that longer stays would provide greater
opportunity to practice, and consequently greater learning. However, could there also be an
optimum period when a skill (or set of skills) is/are mastered, so further practice would not
be necessary. Furthermore, many of those on short visits return frequently, Smith et al.,
found that 33% of Doctors on visits of less than a month had returned at least five times, so
it must be considered how this affects learning (48). Yet still, if learning on international
placements can be attributed to deliberate practice theory, then length of stay should
roughly correlate with breadth/depth of learning outcomes. All of this is dependent upon
the skill intended to be mastered and the existing skill levels. It would seem from much of
the literature that the skills developed are not easily pinpointed, and that a range of skills
often develop simultaneously that are dependent on one-another. This is evident in the
reporting of generalised, ambiguous outcomes such as ‘communication’, ‘life-changing’ or
‘leadership’ (24,42,81).

Furthermore, practice of many clinical (and arguably some non-clinical skills) often differs
from the UK. If practice of skills is the only factor involved in international learning, a
fast-paced UK environment may be equally beneficial (perhaps an A&E department), and
skills may be more transferable (e.g. using UK standard procedures and technology).
Perhaps a LMIC provides more opportunities to practice the skills that individual’s would
not necessarily have an opportunity to practice in the UK e.g. by working with a wide
variety of patients and illnesses. Much of the literature states that the breadth and depth of
patients/illnesses seen in LMICs provides an opportunity to practice (24,69). For example
seeing such a variety of illness is argued to allow doctors to ‘tap into a wider range of

diagnosis’ (24).

Deliberate practice theory fails to account for the environments in which practice happens,

(e.g. the social context). If there was a direct relationship between practice and learning, a
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direct correlation between hours practiced and learning would exist. But this seems not to
be the case in academic education, Plant et al., found that time studying has a very weak
correlation with academic performance (142). Further, if practice is the only factor that
moderates international learning, providing professionals ‘practice’ on the same number of
patients each day, learning should not differ between a UK and international context.
Deliberate practice theory would argue that it is only the opportunity for exposure that

makes international placements unique, disregarding any social and environmental factors.

On the contrary many theories of learning do not advocate a continuous collective
experience that differentiates LMIC PPD from a UK context. But rather a number of
poignant trigger events that change perspectives (33). It cannot be assumed that all of the
development that happens as a result of international placements is facilitated by an
international context in the same way. It could be that deliberate practice of skills that are
not common in the UK, such as treating ruptured uteruses, are developed through the
opportunity to practice. But the changes in perspective, or development of new attitudes

could happen due to other aspects of the international environment.

In summary, using Isba and Boor’s (118) work to model the contextual components of a
learning environment shows the distinct differences between an NHS environment with a
primary aim of fostering learning and an LMIC service delivery environment. This model
was not developed to be applied to LMICs or qualified professionals but nonetheless
provides an expedient framework for assessing LMIC learning environments. Using this
model to explore this phenomenon highlights precise differences between the two
environments to be addressed and explored, figure 7 provides a visual summary of the

work in this sub-section.

Component of Isba

and Boors Model Intra-psychological Measurement

Awareness of ones own
Different supervision learning Necessity to understand
Different communities of Change in perspective environment
practice Reflection ffect of context on learning

Differences between Less resources
Professionals Different infrastructure
in LMICs and Different electronic

students in NHS and communication system:
Different medical devices

Differences in teaching Effect of negative/positive Comaprison of learning
Communication difficulties emations environments (countries,
Cultural differences Burnoutiresilience projects, hospitals)
Ethics

Figure 7: A hypothetical model to outline the differences between an LMIC and HIC
environment
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2.8.8. Transformational learning theory: A theoretical

explanation of learning on international placements
One noteworthy paper presents a theoretical framework of learning from international

placements, concerning various professions in international contexts (33). The authors
contextualise learning on international placements as a social, non-linear process,
punctuated by a number of triggers that cause evolutionary and revolutionary change.
Transformational learning happens infrequently and usually results from a dilemma, crisis
or life transition (109). Transformational learning is predominantly characterised by

learning episodes which can presented visually below, see figure 8.

a. Experiencing an
incident or event that
creates disequilibrium
(learning trigger)

b. Integrating new knowledge via schema
modification or creation (learning outcome)

Learning and
personal
development

c. The context in which the learning

/ episode occurs (learning context)

Time

Figure 8: A Graph to depict transformational learning on international placements.
Source: (Adapted from) Fee, A., & Gray, S. J. (2013) (28) .

Figure 8 outlines the process of learning and personal development that happens when an
incident triggers a need or desire to learn. This is proposed to happen when an individual
notices the disequilibrium between existing knowledge, values and understanding and the
experience that caused the trigger (33). Such existing knowledge and understanding are
described as cognitive schemas. Schemas can be described as an organised pattern of
behaviours and thoughts that organise groups of information and the relationships between
them (143). It is believed that transformational learning occurs when the individual
integrates the new knowledge into existing schemas or internal cognitive structures. This
can be done by adding to schemas, adjusting them or in extreme cases re-designing them

to achieve ‘balance’ (step b in Figure 8). It has been proposed situations that strongly
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contrast with ones existing ‘bank of experiences’ result in the most significant change
(144). Lastly, the context in which the learning episode happens (step c) influences each
stage of the learning process ‘from how the learner will understand the situation, to what is
learned, what solutions are available, and how the existing resources will be used’ (145).
In summary, as the result of a learning trigger (an incident or event that creates
disequilibrium), a learning outcome will occur when the individual integrates the new

knowledge and the context in which this happens has an influence.

Fee and Gray argue that they are the first authors to apply this theory to an international
learning context and argue that the framework provides a basis for examining individual
learning in new contexts (33). They also state that it emphasises the socio-cultural context
of learning from international placements. Transformational learning is not typically
incremental like many other forms of learning, transformational learning is thought to be a
fundamental change to cognitive structures that prompts the learner to question existing
assumptions (146). This is very much in line with the platform for comparison argument

presented earlier.
2.8.8.1 Transformational Learning of Healthcare professionals in LMICs

In regards to health professionals specifically it seems that this theory could account for
much of the learning that happens in an international context. Mezirow argues that this
learning often happens during a life transition (109). Working and living in a new
environment/country could be considered by many, a major life transition.
Transformational learning commonly happens when experiences differ from an
individual’s schema (109). This is important to consider regarding healthcare work in
LMICs, as it is likely that many components of an international placement would differ
significantly from the NHS workplace schema. For example in the NHS patients are
prioritised based on clinical need, through processes such as triage, so staff may have an
understanding of how patients are prioritised based on past experience in the NHS. In a
low resource country they may find patients are instead assessed based on financial
contribution or corruption (26). This would probably cause the British professional to
question their existing ‘schema’ regarding patient’s prioritisation. Hence, there is a case
that transformational learning may account for some of the learning that happens

internationally, particularly individual professionals having to make sense of a new context

61



or environment. Professionals questioning their existing views of reality or the NHS is

often reported in the current literature (23).

2.8.9. Experiential learning on international placements
Another theoretical viewpoint of PPD on international placements that is presented in the

literature, but again not specifically in regards to British health professionals is the theory
of experiential learning. It is proposed that individuals learn global leadership skills on
international assignments as a result of experiential learning (116). Experiential learning
could sit alongside transformational learning, in the sense that it is be described as learning
from experience and sometimes described as learning through reflection on doing (147).
Kolb argues that experiential learning involves integrating experience with concept and
linking observations to actions (135). A four stage model highlights the process of
experiential learning model (ELM) which is usually depicted in a figure (see figure 9)
(135). In the concrete experience phase an individual learns through experience and doing
an action. This then provides a platform to reflect (reflective observation) and
conceptualise how to improve (abstract conceptualisation). Each subsequent attempt at
improvement follows the same cycle. Kolb argues that experiential learning can exist
without a teacher, it relates only to an individual’s attempt to try and make meaning of an

experience (135). However, Kolb argues that the occurrence of genuine knowledge gain is

—A

active concrete
experimentation experience
abstract reflective

conceptualisation , observation

Figure 9: A visualisation of the 4 stage process of experiential learning. Source:
(Adapted From) http://www.simplypsychology.org/learning-kolb.html
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dependent upon learner’s abilities (148). For example active involvement in the experience

and ability to engage in reflection increase the likelihood of learning occurring.

Furthermore, analytical skills for conceptualisation are important, as are problem solving

skills and ability to act on analysis of experience.

Unlike transformational learning, researchers argue that learning is a process as opposed to
an outcome (116). However, like transformational learning, it considers learning a holistic
process of adapting to the world that involves thinking, feeling, perceiving and behaviour.
It is argued that the holistic nature of experiential learning theory fits well with the
complex international learning environment. It also considers learning a continual process
where new knowledge, ideas and perspectives are continuously integrated. Ng, Dyne &
Ang argue that this theory provides an insight into why people do not learn equally from
the same environment (116). The authors propose that those who learn the most from
international experience are those who engage with the complete cycle. They also propose
individual differences that affect ability to learn on international placements, such as
cognitive abilities, self-esteem, personality traits (openness and consciousness) and
competencies (e.g. seeking and using feedback). It is also argued that cultural intelligence
affects the way people learn from international experience, with high levels of cultural
intelligence predicting higher levels of learning. Interestingly, Ng, Dyne & Ang suggest
that learning is either a process (experiential learning) or an outcome (transformational
learning) and that the two concepts are not compatible (116). However, the experiential
learning process could result in a transformational outcome (a change in perspective).
After observing and reflecting upon an experience and individual may well have an
outcome of a changed perspective. For this reason | argue that each theory of learning
should not be compartmentalised but rather different theoretical perspectives should be
considered holistically to try to understand international placements and the key

components of the learning environment that facilitate PPD.

Both of the above theories attempt to provide a theoretical structure to the way learning
happens in an international context. Both propose slightly different view- points but
suggest learning happens when the new experience is integrated with existing knowledge,
perspectives and beliefs. Both theories provide a foundation to understand the general
learning that is reported on international placements, such as the development of a new-

perspective (13,16). However, with many different learning outcomes reported in the
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literature, a wider theoretical search should be undertaken to fully understand the greater
experience that encompasses many more skills, knowledge and attitudes. The following
discussion considers the components of an international context that may affect learning
and how these fit with other theoretical perspectives of learning that have not to my
knowledge been examined in regards to British health professional learning on

international placements.

2.9. Theoretical hypothesis and summary of contextual
factors

One theme that seems poignant throughout the literature is that the learning that happens in
an international context is informal by nature, hence not taught in typical academic ways
(transfer of secondary explicit knowledge) (11,14). It has a much greater reliance on tacit
knowledge transfer (knowledge that is difficult to verbalise or write down); which makes it
difficult to measure. Marsick & Volpe argue that informal learning can be characterised in
the following ways: integrated with daily routines, triggered by internal or external jolts,
not highly conscious, haphazard, an inductive process of reflection and action and linked
to the learning of others (149). This categorisation of informal learning seems to match the

majority of the learning reviewed in this review.

After reviewing many of the key components of an international context and how different
theories believe these components influence learning, it is clear that no one theory of
learning that can be used invariably. It seems that different components of international
contexts may facilitate the learning of different skills. This will result in a cumulative
professional and personal development that is different for each individual. Whilst some
aspects of the experience may result in transformational learning (and a change in
perspective), it may be that some skill and knowledge development happens in line with
other theories. For example, it could be that deliberate practice theory accounts for some of
the clinical skill acquisition. Whilst Bronfenbrenner’s theory may be applicable to some of
the cultural learning. Learning of problem-solving, decision-making and innovation
learning may happen as a result of experiencing challenges; which could be theorised to
happen as a result of experiential learning, or learning within the zone of proximal
development. Finally, some of the social learning that is reported could happen as a result

of being immersed in a new community.
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The theories may not be so compartmentalised, there are parallels to be drawn between
theories and it could be that the effect of being in an international context facilitates
learning in numerous ways, for example cultural knowledge could be developed through
experience within a new community of practice. However, the learning that may happen
whilst in the community could be experiential and the greatest learning could happen when
an individual engages with the 4 components of the experiential learning cycle and reflects
on the novel situation. Similarly clinical skill acquisition in regards to a rare procedure
could develop through a combination of deliberately practising a skill, experientially
practising alongside others and also through being in the zone of proximal development

with the help of a more knowledgeable other.

There is not enough compelling evidence in the existing literature to provide a substantial
argument that centres on one specific theory, therefore | hope that the results of the
research allow for greater exploration and for theoretical conclusions to be made later in

the thesis. Hence, an exploratory series of studies will be undertaken in future chapters.

2.10. Existing measures of healthcare professional
learning/PPD on international placements

The beginning of this chapter discussed ‘what’ learning is believed to happen as a result of
international placements. The preceding section then explores ‘how’ this might happen.
This subsection will address the current measures that exist to assess this learning on
international placements. A key focus of this thesis is whether the concept of learning or
PPD on international placements is amenable to empirical quantification. More simply:
can experiences of learning on international placements be reduced and quantified in a

meaningful way?

Through my systematic search, grey literature search, conference and global health
meeting attendance | identified a number of measures that currently exist to assess the
learning on international placements, however none of them seem to be a perfect fit for
purpose. | intended to measure non-clinical learning of all health professional cadres in the
NHS. I was looking for a quantitative measure that will produce the metrics required by
the funder (HEE). | was also looking for a validated/reliable measure that tests the domains
discussed in this literature review. Table 1 displays the existing measures that | found and
how they relate to each of my requirements: quantitative, all professional cadres,
NHS/British staff, valid/reliable and thematic domains.
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2.10.1. Requirement 1: Quantitative/Qualitative

As | stated in the introductory chapter, | needed a quantitative measure that will allow for
large scale metrics, pooling and comparison of data. This is necessary to allow policy
makers, trusts and professionals to evidence learning in LMICs. Most of the measures
reviewed in table 1 are quantitative, with the exception of Longstaff and Kiernan (24,150).
The Longstaff (150) toolkit has a primary focus of encouraging self-reflection in regards to
learning, hence is proposed to be used as a tool for individuals to measure and monitor
learning as opposed to generation of large-scale metrics. Kiernan (24) proposed a
structured qualitative interview; which again is not an effective way of generating large-
scale metrics. The Jones et al. (13) systematic review article provides a framework of
domains that are present, rather than a measure, so does not have utility as a measure of
learning (13). The other measures produce quantitative data with the potential to generate

large scale metrics.

2.10.2. Requirement 2: Population

All of measures, with the exception of one (151), are intended for use by, or used on
healthcare professionals. However, two measures are specific to General Practitioners
(GPs), one is even more precise and focuses on Trainee GPs (24,44). On the contrary, the
International VVolunteer Impact Survey (IVIS) was designed not be profession specific, this
IS not restricted to healthcare professionals and can be used to measure any professional
learning on international placements (151). The DREEM and D-RECT are intended to be
used by residents and consider the ‘learner’; which is likely different to a qualified

professional, with no deliberate intention to learn.

2.10.3. Requirement 3: Country
All of the measures, with the exception of one (151), are intended to be used by NHS staff

from the UK. The IVIS was developed in the USA and was not specific to British or NHS
staff (151). The DREEM and D-RECT are primarily used for HIC environments and may
not capture what makes an LMIC different (152,153).

2.10.4. Requirement 4: Validity/Reliability

To my knowledge only a few of the measures were tested for reliability and validity, the
IVIS (151) is the only one that concerns volunteers. THE DREEM and D-RECT have been
tested for validity and reliability but not on a qualified professional population (152,153).
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2.10.5. Requirement 5: Domains
All measures besides one look to explore numerous domains, (Young et al., (44) assess

only the leadership domain). Of the four themes outlined earlier in this chapter,
communication is a specific domain in two measures (13,150), leadership is explicitly in
two (13,150), cultural learning is not specified anywhere and personal development
appears in 2 (13,150). However, leadership (for example) could be labelled in numerous
ways so it could be included within a domain or weaved through multiple domains, as such
skill sets likely aren’t isolated. Only two measures include domains concerning contextual
components of learning environments (DREEM and D-RECT) however these do not

account for learning outcomes too (152,153).

2.10.6. Summary

When considering all five requirements there is not one measure that meets all of my pre-
determined requirements. For example. the Jones et al., (13) framework does not contain
an explicit measure so it has no utility without adaptation (13). The Young et al., (44)
measure only looks at one domain, so is too specific. Whilst the VIS meets requirements
in terms of quantitative utility and reliability/validity, (151) it does not focus neither on
Healthcare professionals nor British/NHS staff. On the other hand, the Longstaff toolkit
focuses on the relevant population, but is not valid or reliable (150). Finally, the Kiernan et
al. (24) measure focuses on NHS professionals, however it is too specific and is developed
only for one professional cadre, GPs (24). Therefore, there is not a quantitative tool which
assesses learning, is developed in a valid way for UK health professionals, of various

cadres regarding learning on international placements.
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Table 1: Existing measures or frameworks that have relevance to this research

Name of Measure Qual/ Population Cou Reliability/  Domains included Description
/Paper and Author Quant ntry  Validity

Toolkit for the Qual and  All NHS UK Nottested = Communication, Personal and People Reflection Tool
collection of evidence ~ Quant Staff Development, Equality and Diversity, Service and section with
of knowledge and skills Improvement, Project Management, pre and post
gained through Developing Leadership Skills scores out of 10
participation in an (retrospectively)

international health
project- Longstaff (150)

Measuring Volunteer Quant All USA Cronbach’s  Motivation, international contacts, 90-item validated
Outcomes Development volunteers- Alpha intercultural relations, open-mindedness, questionnaire

of the International any global identity, international understanding,

Volunteer Impacts profession civic activism, community engagement,

Survey Measuring media attentiveness, financial contributions.

Volunteer Outcomes: Social skills, second language ability,

Development of the internationally related life plans

International VVolunteer
Impacts Survey —
Lough et al., (151)

International work and  Quant NHS GPs UK  Not tested Leadership Cross-sectional
leadership in UK Survey about
general practice- Young leadership
etal., (44) development
using MLCF
Evaluation of effecton  Qual NHS Trainee UK  Not tested Confidence/independence, Use of resources,  Structured
skills of GP trainees GPs Better at Interviews
taking time out of mapped against
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programme (OOP) in teamwork/partnership/community/resources/  RCGP trainee e-
developing countries. multidisciplinary portfolio
Kiernan et al., (24) Team, Understanding of different healthcare
Systems, More of an
understanding/appreciation of
health promotion,
More mature approach to practice, Holistic
exposure whilst working in
different country allows holistic practice
back in the UK
‘Do health partnerships  Not a All NHS UK N/A Clinical Skills, Management Skills, Framework to
with organisations in measure  Staff Communication and Teamwork, Patient categorise
lower income countries Experience and Dignity, Policy, Academic benefits of NHS
benefit the UK Skills, Personal Satisfaction and Interest health
partner?’ Jones et partnerships
al.,(13)
DREEM for Residents.  Quant Residents Cronbach’s  Measures of the learning environment for 50 items, 5
Filhol et al (152) Alpha, other surgical residents. Subscales: students subscales
test-retest perception of learning, students perception of
measures teachers, students academic self-perceptions,
students perception of atmosphere, students
social self-perception
D-RECT (Dutch Quant Medical Cronbach Educational atmosphere, teamwork, role of 50 items, 11
Residency Educational Residents Alpha, speciality tutor, coaching and assessment, subscales
Climate Test) Boor Generalisab  formal education, resident peer collaboration,
(153) ility work is adapted to residents competence,
Analysis accessibility of supervisors, patient sign out
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2.10.7. The necessity for metrics
Chapter one described how international placements are rarely recognised as professional

development activity and is often seen solely as a means of helping those in poorer
economies (14). However, almost unanimously papers reporting on international
placements describe an element of resulting PPD (13,17,19,82,154). As a result of the lack
of recognition, many professionals find it difficult to obtain support to volunteer and report
lack of recognition upon return (48). Furthermore, health professionals that volunteer
abroad predominantly do so using annual leave, rather than recognised study leave for
continued professional development (13,41). Hence, this experience is rarely recognised as
professional development and there is currently no standardised way of recording,
measuring or assessing this learning; which could make it easier for professionals to
validate their experience. Therefore, generating metrics about the elements of PPD and the
variables that affect this PPD would generate evidence that could be used by policy
makers, trusts and professionals themselves to evidence the worth of LMIC international

placements for PPD.

2.10.8. Problems with measuring broad outcomes
The beginning of this chapter describes the large body of predominantly qualitative

literature exploring ‘what” and ‘how’ healthcare professionals learn from temporarily
working or volunteering in a low-resource setting and how this might be different to their
learning in the UK. However, this literature focuses on broad areas of personal and
professional development, with leadership, communication and cultural awareness being
frequently reported (13,22,44,47). Existing literature tends to focus on one of these skill
sets in depth or to report lists of outcomes using broad labels such as communication or
leadership (13,71).

The literature reporting thematic PPD outcomes has been useful, in providing support and
evidence for the benefits on international placements. However, such outcomes are not
amenable to psychometric measurement. Researchers have found that self-assessment of
general or broad character traits and skill is not closely linked to objective performance in
tasks that typically indicate those traits and skills (155). Self-assessment literature suggests
that individuals find it difficult to accurately assess themselves in relation to ambiguous or
ill-defined traits, (156,157). For example, individuals tend to exhibit an ‘above average
effect’ in terms of identifying themselves as sophisticated or idealistic, as opposed to traits

that are more constrained in meaning such as athleticism or punctuality. Therefore, in
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order to measure these PPD outcomes, they need to be re-presented at a much more

granular level.

When using self-assessment to measure skill, it is important that measured items are
unambiguous and clear (158,159). If items are unclear discrepancies may arise between
individual perceptions of each item (159). Communication for example, may be interpreted or
perceived slightly differently by each respondent. Asking a returned professional whether their
communication skills improved as a result of an international placement is open to each
individual’s perception of what exactly ‘communication’ encompasses. A questionnaire that asks
whether the international placement has improved ability to ‘communicate difficult ideas with
senior people’ is less likely to be open to individual perception discrepancies than
‘communication’. Therefore, understanding and outlining the low-level, high specificity
components that make up the broadly categorised benefits of international placements will allow
for the development of a more accurate self-assessment tool. Literature argues that it’s essential
that items presented in a self-assessment tool are relatively constrained in meaning
(155,157,160).

To explore further the problem of describing benefits using complex, general terms, I will use
the example of ‘leadership’. The lack of precision in the definition of ‘leadership’ was first
pointed out over 40 years ago (161). Since then many attempts have been made to classify
leadership into its constituent components (162,163). Yet still, the domain of leadership is
largely referred in its entirety in much of the international placement literature, (16,41). For
example, stating ‘staff develop leadership skills’, would suggest that all components of
leadership are equal, existing in equal levels and increasing/decreasing at the same rate.
However, the complex construct of leadership is open to pre-existing ideas within each
individual. It was traditionally argued that leadership comprises six factors: technical
competence, planning, organisation and execution of policy, work habits, adjustment to the job
and co-ordination and integration of activities (164). By only referring to leadership as a single
domain in the HPIP literature, authors suggest that someone who is technically competent is
equally competent at planning. The items extracted from the meta-synthesis in the previous
chapter, shows ‘ability to plan and organise’,” ability to be professionally competent’ and
‘flexibility and adaptability’ may be separate, individual domains, as opposed to a single domain
of leadership.
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To highlight this further take the similar complex domain of “clinical skills’. It would never be
argued that one placement overseas would develop every clinical skill. Presumably, as clinical
skills (e.g. stitching or inserting a catheter) are much better defined, easily assessed and less
open to interpretation. Whilst certain domains may develop that underpin all components of
leadership, and some items may be related, it cannot be assumed that international placements
develop all components of the complex skill set. By disentangling these generalised complex
terms and extracting outcomes at constituent component level, I can explore exactly which

components develop as a result of international placements, and which do not.

2.11. Summary

2.11.1. Understanding the PPD outcomes of international

placements
Within the literature described above, | found four key thematic outcomes of international

placements: leadership, communication, cultural and personal. However, within each of
these there are concrete examples in the literature of potential specific outcomes.
Therefore, literature presents items a high level (e.g. communication) or a level specific to

individuals (e.g. ability to engage with senior midwives).

2.11.2. Understanding the negative outcomes
In addition to the many benefits, literature has proposed numerous costs. For example

many professionals have to take locum, bank or agency positions upon return/before
departure. Literature so far has discussed the costs, but there has to my knowledge been no

collective data set, that describes the frequency and extent of such costs.

2.11.3. Understanding the contextual differences between an

international and UK learning environment
At the start of this chapter | describe some of the learning reported in the literature and

proposed reasons why authors suggest this happens. At the end of this chapter I discussed
the contextual components of an international environment and how this related to theories
of education. To my knowledge, there is no theoretical exploration of PPD outcomes for
health professionals in LMICs. | described the application of transformational learning to
international volunteering (proposed by Fee and Gray (33)) however, the theoretical
understanding of health professional learning is very much in its infancy. There is no

defined list of the contextual differences between LMIC and UK environments and how
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this may affect learning. More exploration of the theories that may underpin this learning

phenomenon is needed.

2.11.4. The necessity for an agreed upon set of

outcomes/measurement tool
| have described how the literature presented broad thematic outcomes; which are not

amenable to self-assessment measurement. | have also shown how there are lower level
granular outcomes reported in the literature but that these have not been synthesised or
analysed. Therefore there is no agreed upon set of outcomes that could be measured
consistently when looking at learning on international placements. The existing tool have

different purposes and none meet the objectives of my research.

2.12. Conclusion
Whilst there is lots of academic and non-academic research, literature and reports about

the outcomes of international placements, little is empirically based. Even some academic
publications are individuals stories and involve little or no empirical research (41,68).
Whilst this is useful as it provides insightful accounts and individual’s opinions, it is

difficult to collate, compare or analyse learning outcomes.

There is a considerable interest in systematically exploring the learning outcomes to
answer questions about what experiences result in what type of outcome(s). This would
assist in the recognition of these activities as educational development as opposed to a
corporate social responsibility activity, a holiday or for personal gratification (13,48).
Understanding ‘what’ is gained would be crucial to generate specific intended learning
outcomes for training and continuing professional development. Understanding ‘how’ it is
gained (under what circumstances) would result in an understanding of how to maximise
the gain. Furthermore, a tension often exists between UK healthcare professionals and
local international staff, as the intentions or role of healthcare professionals and students is
often not explicit (28-30). Understanding what is gained, and how, could help make these

‘contracts’ more explicit.

This chapter has discussed what the learning outcomes might be, how they might develop
in LMIC learning environments and existing measures. The next chapter describes how
research can be used to answer the questions raised in this chapter and the methodological

approaches | used.
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3. Methodology

3.1. Introduction
In chapter 2, | discussed the personal and professional development (PPD) outcomes of

international placements reported in the literature and how an international context might
facilitate learning. I reiterated the need to answer the research questions of ‘what’ specific
learning happens and how an international context facilitates health professional learning.
In this chapter I outline the methodological and theoretical underpinnings of the thesis. |
discuss the ontology, epistemology and research paradigms used. | discuss the reasons for
choosing my methodological approach. | conclude the chapter with a discussion of
psychometrics and item response theory; two methodological positions which underpin the

methods used throughout this research.

3.2. Ontology, epistemology and research paradigms of
inquiry

Methods of inquiry regarding any particular subject are based upon assumptions about the
nature of reality being studied, how reality can be ‘known’ and therefore which methods
are most appropriate to build knowledge of this reality (165). These major assumptions
make up what is sometimes named an inquiry ‘paradigm’, paradigm issues are generally
philosophical (165). Essentially the paradigm is a way of looking at the world and

considering how enquiry should be conducted.

These inquiry paradigms address three fundamental questions: what is the nature of reality
(ontology)? What is the theory of knowledge and how can truth claims be made

(epistemology)? Finally, what methods can be used for studying reality in the social world
(method/ology) (165)? Methodology is the theory underpinning methods, whilst methods

are the specific steps that the researcher chooses to conduct inquiry of a particular topic.

Whilst this thesis will not provide an in depth theoretical exploration of epistemology, |
will clarify my position to explain how it underpins my methodological approaches.
Epistemological approaches can be split loosely into two broad approaches (ways of
conducting research), known as objective and subjective epistemological approaches
(166). The difference between the two approaches is the concept of the nature of claims of
truth or how knowledge is gained about the world (166). Early research in social science

was often aligned with positivist, objectivist epistemologies due to the influence of natural
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science (167). This approach is often described as a way of limiting understanding of the
social world to what is measurable or observable (168). When epistemological approaches
can be considered a continuum as opposed to absolute positions, the other half of the
epistemological spectrum (subjective epistemologies) would be characterised by
constructionist, interpretivist and hermeneutic perspectives with postmodernist
deconstruction approaches at the extreme end (169). This side of the spectrum considers

the social world as constructed to varying degrees.

Positivist epistemologies assume everything in the world can be accounted for objectively
and science is used to describe and explain the phenomenon (170). Objectivity is a
research ideal, where the researcher is removed from the ‘body of knowledge’ and
ontological objectivity is often related to the existence of an objective truth that can be
measured and observed (171). Within the positivist epistemological spectrum lies post-
positivism. This is similar to positivism, but accepts that the researcher can influence what
is observed (172). So it acknowledges that the researchers shapes the process and they are
not edited out. It therefore accepts that some knowledge is constructed to a degree. Whilst
post-positivism sits at the objectivist end of the metaphorical spectrum, it is not as
objectivist as positivism. It allows for some acknowledgement that the social world is

constructed to a degree.

3.3. My position: post-positivism

The epistemological position that | chose to underpin this thesis is post-positivism.
Ontologically, post-positivists hold beliefs, like positivists and that a ‘reality’ exists,
though they argue that it can only be known in an imperfect manner. Epistemologically,
post-positivists believe that knowledge is not based on indisputable, definite foundations,
but rather upon human conjectures (estimations/guesses) (173). Post positivism is not a
form of relativism, and generally supports the concept of objective truth. Relativism, on
the other hand, is the notion that points of view have no absolute truth, but rather are

subjective, relative and dependent on differences in perception (174).

Post-positivism challenges the notion that the observed and the observer (researcher and
participant) are independent. It assumes researchers are actively constructing scientific
knowledge rather than passively observing the natural world. Yet like positivists, post-
positivists pursue objectivity by identifying the existence of biases. While positivists

consider the researcher and the researched to be independent of one another, post
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positivists accept that background, knowledge, theories and values of the researcher can
affect what is observed and how findings are generated. The idea of post-positivism began
with a natural scientist: Heisenberg’s critical principle (175). It was based on the idea that
it is impossible to determine the position and momentum of a subatomic particle, therefore
future states cannot be predicted. If it is impossible to predict the future state of a
subatomic particle then human behaviour and social interactions should be equally as

troublesome to predict.

In this regard, interpretivists have a similar view of reality to post-positivists, for example
they believe there is a material reality and the difference is how we interpret it (176). |
chose post-positivism, as the epistemological approach underpinning/guiding this research;
because | attempted to measure learning on international placements, something that is
often considered complex and constructed. My choice to use measurement techniques and
therefore ‘subscribe’ to the idea that human experiences can be measured and reduced to
numbers very much reflects the positivist world view, that a single reality can be observed
and measured (170). This series of studies will involve reducing social situations and
human experiences into something quantifiable. Whilst other epistemological stances may
also argue that reality can or cannot be measured, my research attempts to understand
whether this reality is amenable to quantification using self-assessment measures (or which
components of it are). The purpose of this thesis is to essentially reduce and capture the
learning that happens on international placements and in order for this to be successful a
less-problematised view of reality must be assumed; which is associated with post-
positivist epistemology. | recognise that a purely positivist epistemology, that disregards
individual constructions of reality, may encounter numerous criticisms and may not lend
itself well to measurement of human experiences. | also recognise that this approach is
largely in line with non-human, non-social phenomenon that is used in physical sciences
(167). So instead | adopt the post-positivist view to accept that individual views of reality
may influence learning as a social phenomenon, but still hold an epistemological stance
that allows for a degree of reductionism and is less problematized and therefore allows for
measurement. The reasons for the methodological choices are to follow, as well as an

outline of the specific methods of inquiry used in this thesis.
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3.4. Qualitative and quantitative Methodologies
As previously stated methodology refers to the methodological choices made to best

answer the research question, or theory underpinning the methods. There should be a
logical connection between the research question and the chosen data collection method
(165). In today’s research environment, where quantitative and qualitative methods are
used alongside each other, the match between question and methods is even more
important. This methodological distinction usually begins with the type of data produced

in the research inquiry.

There are two main methodological approaches, quantitative and qualitative. Quantitative
approaches to social science were derived from the scientific methods used in physical
sciences (167). It is often described as objective, formal and systematic and uses numerical
data (167). It uses a process of deductive knowledge attainment (177). A deductive
approach to research usually involves testing an existing theory or hypothesis.
Quantitative methodologies typically test theory deductively using inferences from
existing knowledge by developing hypothesis and testing them (167). Whilst qualitative
research is largely inductive, this involves a bottom-up approach whereby a new theory is
often generated from the emerging data. It is often guided by ideas and perspectives
regarding the topic area. There is no immediate intention to quantify or measure

statistically, but they are described instead using language (167).

There has been an historical bias towards quantitative research methods, especially in the
medical field (167). It has been argued that historically quantitative methods produced
‘hard data’ and scientific answers. Qualitative methods were sometimes described in the
past as inadequate in providing answers and this data were frequently labelled ‘soft *(178).
It has been argued that even the difference in the labels ‘hard’ and ‘soft’ suggests a
superiority of quantitative methods (179). Historically qualitative methods were used for
the discovery of concepts to be tested later (quantitatively) or for post quantitative
explanatory work (180). Qualitative work has historically been considered an important
exploratory technique, which is why it often only precedes or is conducted after a
quantitative study; which was historically believed to produce ‘hard data’ (178). Bockmon
& Riemen argue that this made publishing qualitative research in traditional nursing
journals before the 1980s difficult (181).
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As time has progressed the traditional quantitative approach to social science research has
been questioned. This was accompanied by the growth of qualitative research. This
resulted in a split in the field, often described as a quantitative-qualitative debate (165). In
the early stages this was often characterised by an either/or approach (165,182). Yet in the
last few decades there have been moves towards a more combined approach, mixed
methods research (182). Whilst the debate is more complicated than qualitative-
quantitative these are the main two data categories for social science research. In the past
qualitative research was considered somewhat marginalised, yet with its recent

development, many new and different paradigms have been exposed (165,180).

Both quantitative and qualitative research methodologies have strengths and potential
limitations; and consequently each serves different purposes. Parahoo (183) identifies
three types of quantitative research: descriptive, correlational and causal;
causal/experimental (184). Experimental research is often regarded as the ‘best’
quantitative method for generating reliable findings regarding the effectiveness of a
treatment of medical intervention (185-188). Within this category lies the Randomised
Controlled Trial; which is often regarded as the ‘gold standard’ of evidence for healthcare
related findings and subsequent decisions (189). The literature seems to suggest that the
reason that experimental research holds this superior status may be related to the control
used. Experimental research has strict applications of standard procedures that are thought
to reduce bias and remove erroneous conclusions (control) (190,191). Control can be
applied in one or many ways, examples of this could be: random sampling, inclusion and
exclusion criteria, using a control group, matching participants across conditions,
intentional manipulation of the independent variable or single/double blind procedures. If
every component of the research environment were fully controlled, the strength of
quantitative research is often determined by the researchers ability to state with confidence
that the outcomes can be attributed to the effects of the experiment (177,192). Therefore,
in environments that can/must be controlled or manipulated quantitative research is fit for
purpose, for example drug trials. However, when exploring social phenomena, a purely
quantitative approach may not be as appropriate. Theoretically there is no definitive
consensus in regards to how individuals learn (33,121,135), so trying to control all of the
variables that may affect learning would prove difficult. It may be that accounting for these
variables is necessary, but the level of control needed to ensure the outcomes can be

78



attributed to the effects would prove difficult until more is understood about learning on

international placements.

Quantitative research, despite its uses, also has many limitations. It could be argued that
quantitative research is not fit for an in-depth exploratory analysis. One major argument
against quantitative methodologies is that is it reductionist (192). This does not fit well
with explorative research questions, such as those proposed in this thesis. As experimental
research relies heavily on removal or control of extraneous variables, this can also be
problematic. In striving to achieve reliability and internal validity (reduction of bias), the
research environment runs risk of becoming so false that it loses external validity
(generalisability) (193). For example, in order to control variables many studies use
inclusion and exclusion criteria, for example a study of end of life care concluded that
results could not be generalised to families that failed to meet the criteria (194). It has been
argued that this reductionist approach is incongruent with humanistic philosophy generally
adopted by nursing and other health professionals (193). Using a purely experimental,
reductionist approach could therefore lose ‘buy-in’ for research, as a large number of
stakeholders are nurses and health professionals, who may have a humanistic philosophy.
It has also been argued that quantitative methods cannot be applied easily to some of the
topics studied in the nursing and health professional fields such as patient care; which is
often described as difficult to measure or manipulate (179,184,187,193). Therefore, it may
also not be the best fit for studying learning on international placements. Hence,
quantitative research does not fit well to environments that cannot be controlled or

manipulated or for describing social phenomena with too many variables to control.

Qualitative research is also not without flaws. Unlike in quantitative research, the skills of
the experimenter are much more influential, as are their biases (195). Epistemologically,
qualitative research lends itself to much more constructionist epistemologies with notions
of multiple truths. It is argued, that by disclosing rather than concealing the researcher’s
personal involvement and by analysing interpretations according to their impact,
qualitative research alters the goal of quality control from revealing the objective truth to
understanding individuals (196). Whilst the premise of quantitative research rests on the
researcher’s ability to control extraneous variables (192), this is much more difficult in
qualitative research. It could even be argued that extraneous variables could provide
critical elements of context, making them difficult to identify. This element of context is

important for one research question in this thesis, how an international context facilitates
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learning. Qualitative research is often criticised for having a lack of rigour or control;
which is difficult to maintain and assess (195). Literature argues that although there are
examples of fine qualitative research, there is little explicit discussion of how it can be
made rigorous without losing value (197). Qualitative research is often criticised for failing
to make explicit guidelines regarding reliability, validity, and objectivity criteria that are
adequate for scientific research (197). It is important in my study that the methods chosen
have a level of reliability, validity and objectivity as the output will likely be used by
policy makers. Furthermore, it is often argued that qualitative research lacks external
validity, as it is often gathered from a small number of individuals, it is difficult to
generalise the findings to others (195). This is also problematic for my study, as it looks to
influence policy by using a large sample size that is generalisable. Therefore, qualitative
research may not be the best fit for research that is to be applied to a wider population; and
may be much more suited to describing individual experiences. But, it may also be more
suited to situations in which variables are difficult to control and context is important;

which is the case in this study.

In summary, in regards to my research questions a purely quantitative or qualitative
methodology, may result in limitations that would compromise the effectiveness of the
study. Both have numerous strengths and limitations. Using a combination of the two
methodologies may alleviate the limitations and allow me to capitalise on the strengths that

each have to explore the concept of learning on international placements.

3.4.1. Mixed methods methodology: The best fit
As the above discussion highlights, both qualitative and quantitative methodologies have

strengths and weaknesses making them more or less appropriate for different research
questions. My thesis looks to capitalise on the best uses of each whilst minimising the
effects of the limitations of each. The field of mixed methodology is about 25 years old
(182). It has a core assumption that combining statistical trends (quantitative data) with
personal experiences (qualitative data) results in a collective strength that delivers a better
understanding than either method alone in the correct circumstances (182). This fits my
research as it is important not only to gather existing qualitative data regarding the
outcomes of international placements, but to reduce these into a measurable format to

present statistics to encourage policy change.

Three types of mixed methods research exists (182), firstly, convergent: to collect

quantitative and qualitative data sets at the same time, analyse both and merge the results.
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Secondly, explanatory sequential design: to first gather quantitative data, then to use
qualitative methods to help explain the quantitative results. Finally, exploratory sequential
design: which begins with an initial qualitative exploration. The researcher then builds a
second quantitative phrase of the project. This often involves designing an instrument to

measure variables.

A deductive approach to research would not adequately answer the research question, as
little is published about the learning outcomes of international healthcare placements (13).
So, it would be impossible to develop a hypothesis grounded in published literature and
theory. This means that an inductive approach to the research question was chosen as a
way of initially developing a body of knowledge regarding the research question. Once
this inductive approach has taken place a deductive approach can be used later to test
whether the data generated inductively is generalizable across the wider population (all
healthcare professionals). My thesis will use an exploratory sequential design, an initial
qualitative exploration, followed by a secondary quantitative phrase of the project, testing
what has been discovered inductively on the population. Literature argues this
methodology is the best fit for exploratory research questions (182). The methodology fits
with post-positivist epistemology in the sense that it gathers data from individuals with the

view that it is not truth nor indisputable.

Mixed methodology is particularly useful for my research as it allows for exploration of a
topic that has little empirical findings (13). It is also useful for my research as it spans
academic and disciplinary boundaries, the participants in the study and those intended to
use the output/ utilise the results of the study will be from various disciplinary
backgrounds. Whilst medical professionals have a history of using and favouring and
quantitative approaches, nursing and midwifery staff are becoming more accustomed to
the benefits of qualitative research (185-188,198). Hence using a mixed methodology
approach makes the research accessible to all health professionals. This is important as
buy-in from these healthcare professionals is essential for the success of the final MOVE

project output.

3.5. The psychometric/psychological assessment

approach
Psychological testing originates from the efforts of European psychologists to measure

intelligence during the late nineteenth century (199). Psychological testing is a relatively
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modern science, having only been discovered just over 100 years by Cattell and Galton,
Cattel proclaimed the modern testing agenda in his paper entitled ‘Mental tests and
Measurements’ his rationale being that psychology cannot reach the certainty and
exactness of the physical sciences unless it rests on an experimental and measurement
foundation (200). He continued to proclaim that ‘perhaps’ tests would be useful in training,
mode of life or indication of disease; which is argued to be one of the most prophetic
understatement of all time (199). Such tests are now used globally for testing, selection,
counselling and used in variety of settings such as schools, universities, medical clinics,
industry, civil service (199). This thesis has an educational focus as its look to understand
personal and professional development. Psychological assessment and education have had
a long standing relationship, beginning with the use of early army tests developed by
Yerkes that began the notion of paper-and-pencil intelligence tests (201,202). Therefore,
psychometrics and psychological assessment has been used to assess intelligence, aptitude
and components of education for the past century.

A test is defined as a standardised procedure for sampling behaviour and describing it
using scores or categories (199). Most tests have norms or standards that the results can be
used to predict other more important behaviours. Whilst tests can be considerably varied in
both format and application, Gregory (199) proposes five defining features: standardised
procedure, behaviour sample, scores/categories, norms/standards and prediction of non-test
behaviour. In this thesis | developed a psychological test that is standardised by nature, and
aimed to capture and sample behaviour (PPD). It did this using scores on a Likert scale
(see chapter 7 for a full discussion). How the tests uses norms and predicted non-test
behaviour will be discussed in relation to the underpinning Item Response Theory (see

next subsection).

In-fitting with the post-positivist psychometric approach, | chose to use a psychometric
theoretical and methodological underpinning throughout this thesis. This involves
attempting to measure and quantify something that is not always amenable to
measurement. The definition of measurement in the social sciences has a long history. A
current widespread definition, proposed by Stanley Smith Stevens, is that measurement is
"the assignment of numerals to objects or events according to some rule.” (203). Hence,
this thesis looked to develop a way assigning numbers to the phenomenon of health

professional learning on international placements in LMICs.
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3.5.1. Latent traits and item response theory
There are a number of paradigms for the design, analysis, and scoring

of tests, questionnaires, and similar instruments within the psychometric approach (201).
Two of the most common are classical test theory and item response theory. Classical test
theory encompasses a group of related psychometric theory that predicts outcomes of
psychological testing, for example the difficulty of items or the ability of examinees (204).
It assumes that a test will only produce an observed score; which is a sum of the true score
plus error. Hence, each person has a true score; which would be their score if there are
were no errors in measurement (204). Unfortunately, psychometricians never observe a
true score, only an observed score; which is subject to error (199). Therefore, the aim of
classical test theory is to understand and improve the reliability of psychological tests, but
items must be assumed to be exchangeable, so each question is of equal weighting. There

is also an assumption that more items create a better measure.

Item response theory (IRT, also known as latent trait theory), on the other hand, looks to
model the relationship between latent traits and responses to test items (205). It is a theory
of testing based on the relationship between performances on a test item and the test takers'
levels of performance on an overall measure of the particular ability that item was
designed to measure (206). It is a way to analyse responses to tests or questionnaires with

the goal of improving measurement accuracy and reliability.

The word latent, in latent trait, emphasizes that discrete item responses are taken to

be observable manifestations of hypothesized traits, constructs, or attributes, not directly
observed, but which must be inferred from the responses (205). Trait theory is situated
within psychology/psychometrics and is primarily concerned with the measurement

of traits, which can be defined as habitual patterns of behaviour, thought, and emotion. In
line with this perspective, traits are components of personality that are relatively stable
over time yet different across individuals (e.g. some people are outgoing, others are not),
relatively consistent across situations, and influence behaviour. States are in contrast to
traits and are more transitory dispositions (207). Therefore, a latent trait is an unobservable
ability or trait, for example intelligence or extroversion (206). However, one aim of this
thesis is quantification. So using latent trait theory to underpin my psychological
assessment raises the question of how to measure something that is unobservable. Latent
trait theory addresses this by using ‘indicators’, it looks to measure these unobservable

traits by measuring things representing such traits, like observed behaviours or responses
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to questionnaire (208). For example, you cannot measure someone’s social anxiety as it is
an unobservable entity, but you could look to see how they interact with others at a party,
how they describe their attitudes towards public speaking or how often they attend large
gatherings to give an indication of levels of social anxiety.

Item response theory/latent trait theory will underpin the methods used in this thesis;
which will attempt to measure the effects that international placements have on the latent
traits of British healthcare professionals. I will first look to identify and extract specific
behaviours, attitudes, knowledge and skills that could be labelled ‘indicators’ of the
underlying latent traits described thematically in the peer-reviewed literature such as
‘communication, leadership and cultural knowledge’. As there has been no identification
of the latent traits that develop during international placements these will not be pre-
defined but will emerge as a result of the research process. In later chapters | describe how
| use statistical models and methods based on IRT to see which ‘indicators’ best measure
the latent traits and develop a final measure that has psychometric utility to assess a list of

latent traits believed to be associated with learning in LMICs.

3.6. Research questions
At this stage in the thesis, | have outlined the literature concerning PPD on international

placements. I have also outlined my methodological position. Considering all of the

information presented so far, | present the following four research questions for this thesis:

1. What personal and professional development happens on international placements?

2. What are the negative outcomes of international placements

3. Can personal and professional development on international placements be
measured and which components are most amenable to quantification?

4. How do international contexts facilitate learning that is of benefit?

3.7. Summary

In summary, after analysing the epistemological and ontological perspectives, a post-
positivist approach was chosen. Then, after discussing the different purposes that
qualitative and quantitative research serve, it was decided that a mixed-methods,
exploratory sequential design approach would be the best fit. | described psychometric
assessment, in particular item response theory/latent trait theory. | then described how item

response theory underpins the methods chosen. | presented the four research questions;
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which will guide the following chapter. In the next chapter | discuss the specific methods

chosen and rationale for these choices.
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4. Methods

4.1. Introduction
In the previous chapters I reviewed literature describing the personal and professional

development (PPD) outcomes that happen as a result of international placements. However
these outcomes were described and categorised in broad terms. They are also complex, and
this complexity makes it difficult to measure quantitatively (this is discussed in more detail
in chapters 2 and 5). This subsequently meant that understanding how the contextual
components of an international environment affect learning was equally difficult to
measure. Whilst the literature reviewed provides lots of support for the beneficial effects
of international placements in terms of personal and professional outcomes, the following

questions still remain:

e What specifically are the PPD outcomes of international placements for healthcare
professionals?
e Do stakeholders agree upon these PPD outcomes?
e Are there any that are do not happen frequently?
e Are there any that are specific for certain cadres of staff, locations,
environments etc.?
e What are the contextual variables that affect these outcomes?
e Which components of an international environment produce different
learning outcomes than an NHS environment?

e What contextual variables differ between low and middle income (LMIC)
environments and what effect does this have on learning?

e Are there any negative outcomes of international placements?

e Isitpossible to define the outcomes in such a way that they are amenable to
quantification?

In order to answer these questions, | decided to produce a number of policy-relevant

outputs. Figure 10 outlines the outputs | hoped to achieve.
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Output 1:

Core set of PPD outcomes
(Core Outcome Set)

Output 2:

List of potential variables
that affect PPD outcomes

Output 3:

List of negative outcomes

Output 4:

Psychometric tool to
measure relevant PPD
outcomes

Output 5:

Preliminary results obtained
using the tool about utility,
PPD outcomes, negative
outcomes and variables

Figure 10: Outputs of this thesis

In order to generate the outputs in figure 10, | selected the methods | thought were the best

fit. Figure 11 describes my research aims, the methods I chose to address those aims and

the resulting outputs. The remainder of this chapter will describe the rationale for choosing

each method and how each output leads to the next methodological decision.

At this stage, it is important to reiterate that the three initial outputs are incremental steps

towards the development of a final output: a psychometric self-assessment tool. The

purpose of the study was the creation of a tool for Health Education England to assess the

potential to generate large scale metrics to inform future policy and develop understanding

of PPD.
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List of every potential outcome reported
List of every potential variable reported

Thematic list of every potential outcome reported
Thematic list of every potential variable reported

List of core PPD outcomes of international
placement agreed upon by stakeholders

A psychometric self-assessment tool that
measures latent traits that are amenable
to measurement

Measurements of PPD pre and post
placements and measures of variables

Figure 11: A visual depiction of the interaction between the aims, methods and outputs
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4.2. Core outcome sets
I chose to develop a core outcome set as it was apparent from the peer-reviewed literature

that there was no comprehensive agreed set of PPD outcomes of international placements
in LMICs. Authors either described their own experiences using either personal
descriptions of their own specific learning or tried to categorise the learning of participant
groups thematically. The result of this was on the one hand, many anecdotal personalised
accounts that are profession/gender/age/experience. On the other hand more empirical but
vague categories of learning such as communication, leadership and cultural skills; which
are ill-defined in meaning. Both sets of outcomes are somewhat immeasurable according
to self-assessment literature (155,157,157). Figure 12 highlights the contrasting levels of
detail frequently reported in the current peer-reviewed literature.
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E.g.
* ‘Increased awareness of/knowledge about how other healthcare systems function’
‘Understanding that words and behaviours can have different meanings’

Figure 12: Levels of specificity in the outcomes presented in the literature

4.2.1. Outlining core outcome sets
Core outcome sets are a research output with associated process to combat the difficulties

caused by heterogeneity in outcome measurement, that are particularly problematic for
systematic reviewers. For example, the five most accessed and the top cited Cochrane
Reviews in 2009 all reported problems related to outcomes in eligible trials (209). Core
outcome sets propose a solution to the problem of outcome heterogeneity with the
development and application of agreed standardised sets of outcomes. The development of

89



a core outcome set is important for future research to reduce heterogeneity between trials,
lead to research that is more likely to have measured relevant outcomes, and be of

potential value for use in metrics and audit (210).

Core outcome sets (COS) are a list of outcomes that should be measured when examining
a specific phenomenon (for example a clinical intervention or an illness). The COMET
(Core Outcome Measures in Effectiveness Trials) initiative describes core outcomes as
standardised sets of outcomes that ‘represent the minimum that should be measured and
reported in all clinical trials of a specific condition, and are also suitable for use in clinical
audit or research other than randomised trials’(211). Core outcome sets are developed and
used by researchers to measure and report similar outcomes (210). Thus enabling
comparisons between different conditions or interventions. Generation of a core outcome
set requires that people who know about the context of interest (typically patients,
healthcare professionals, academics, policy makers and those knowledgeable about the

topic) come to a consensus about what is important in terms of outcome.

COS provide a way of addressing heterogeneity in outcomes by combining and presenting
this knowledge in a standardised way that can be used in future research. Outcome
heterogeneity was evident in the literature | reviewed. Papers either considered one
professional group, one particular skill, or a variety of both. For example, Young et al.,
(44) focus only on leadership outcomes whilst Lough et al., (151) and Briscoe (21) focus
specifically on cultural competence (21,44,212). This made comparing and contrasting
existing research challenging. Reporting of different outcomes made direct comparison
impossible. Synthesis of the peer-reviewed articles highlighted the necessity for a
standardised set of PPD outcomes. In order to meet the requirement of policy makers for
metrics and evidence regarding the benefits of international placements as PPD activity

described in chapter 1, a standard set of reported outcomes was imperative.

A final reason I chose to develop a core outcome set was because the concept of a core
outcome set is understood by and familiar to many medical professionals, policy makers
and health researchers and are used increasingly in a wide range of research, making it

more accessible to the target audience (211).

In summary, core outcome sets are a well-evidenced way of systematically categorising
research outcomes into a list of measurable items that are agreed upon by stakeholders to
be common, important and applicable across a wide range of settings. COS focus on
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combining outcomes that are presented in numerous ways about different things into a
parsimonious, measurable list. A final reason for choosing this output is that core outcome
sets are also familiar to healthcare professionals, policy makers and researchers so

provided an accessible format to present the research.

4.2.2. Methods to develop a core outcome set
The most notable work to date concerning standardisation of outcomes was conducted by

the OMERACT collaboration; which advocates the use of core outcome sets, designed
using consensus techniques, in clinical trials in Rheumatology (213). Most of the research
conducted to date regarding COS development has been concerned with more clinical data
sets and randomised controlled trials. | acknowledge that developing an outcome set of
measures of learning is not directly comparable to that measuring standardised clinical
outcomes such as heart rate, blood pressure or oxygen saturation. But, most COS also
contain outcomes concerning patient impact, such as quality of life; which is equally less
amenable to classical numeric measurement (214). In fact, advocates of COS recommend
them as a way of addressing outcomes that are difficult to measure (210). These notable
COS studies propose a series of methods that result in the development of a COS: 1)
literature searches and 2) iterative consensus process (surveys and group meetings)
of stakeholders. Stakeholders often include patients, health professionals, and
methodologists within and outside the subject of interest (213). There are multiple
options for both methods and I will now discuss which specific methods | chose and the
reasoning for those choices.

4.3. Literature search: exploration of approaches to
literature search

As stated previously, the concept of COS emerged from the necessity to combine, compare
and measure the heterogeneous outcomes of systematic reviews. Systematic reviews are
increasingly replacing traditional literature reviews in many of positivist research as a way
of consolidating and summarising research evidence (215). They are increasingly
necessary in order to keep up to date with current literature. It is thought that over 2
million articles are published each year in nursing, medicine and allied health professional

fields (215). Systematic reviews are one way to allow this research to be summarised.
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Systematic reviews can review both quantitative and qualitative data, but when both are

reviewed together it is described as mixed methods systematic review (215).

The rationale behind systematic reviews is to use the same amount of rigour in the review
of the literature, as is expected in the research being reviewed (215). In order for a review
to gain the adjective ‘systematic’ it must have ‘a clearly formulated question, identify
relevant studies, appraise their quality and summarize the evidence by use of explicit
methodology’ (216). It is argued that it is the systematic and explicit approach that

distinguishes the systematic review from a traditional research review (216).

| chose a systematic review for numerous reasons. Firstly, systematic reviewing was the
reason why COS were developed, so it felt a logical methodological decision based on my
chosen output. Secondly, many advocates would argue that it adds rigour to the searching
process (215). With this level of rigour, including the forward and backward citation
searching technique, I could ensure that | covered most peer-reviewed articles concerning
my chosen phenomenon; which was important as | wanted to explore every reported PPD
outcome before synthesising. | acknowledge that systematic reviews tend to exclude grey
literature, anecdotal accounts and sometimes qualitative methods, however in order to
retain some degree of quality to the data being reviewed and extracted, | felt a systematic
review would provide a manageable way of refining the data. Although, | did chose to
accompany the review with data from specially designed participant workshops and notes
from recent conferences to cover any recent findings and stakeholder responses to the

specific research question (see chapter 5).

| only extracted qualitative data. There was very little quantitative data reported and what
was reported was vastly different in scope. There was no empirical purpose to extract
quantitative data that measure different outcomes, often on different populations and in
regards to various specific skill sets (13,24,44). This lack of homogeneity was my initial
rationale for COS development. Qualitative systematic reviews are becoming increasingly
popular and involve a different method of meta-synthesis than traditional synthesis of

outcomes from a randomised controlled trial (RCT) (217).

4.3.1. Exploration of synthesis

Most systematic reviews are synthesised in some way. This typically involves the
synthesis of numerical quantitative findings, or conversion of qualitative evidence into

quantitative data. There is a need to effectively synthesise a range of evidence including
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qualitative research, particularly when evidence is needed for policy-makers (217).
Qualitative Meta-synthesis is described as an approach to analysing data across qualitative
studies (218). It allows the researcher to find specific qualitative evidence that addresses
the research question and to synthesize (group together findings from) existing data (218).

4.3.2. Rationale for choosing meta-synthesis
In this study it was beneficial to extract outcomes of every reported study, as there has

been relatively little published about PPD outcomes of health professionals. It was
imperative to extract a large amount of personal/low-level/specific data; which could be
thematically analysed and synthesised. The quality of the data extracted was less important
than it would be in an RCT. | was not developing an interpretive conclusion based on the
results, but rather creating a set of potential outcomes from the literature that can be
presented to Delphi stakeholders later in the process to critique and refine. The
stakeholders in the next research phase filtered out anything the majority believe to be
untrue, so this provided a layer of quality filter for any data extracted. There are numerous
approaches to qualitative data synthesis from systematic reviews, one being a narrative
analysis; which is an approach to synthesis of findings from multiple studies that relies
primarily on the use of words to summarise and explain the findings of the synthesis (219).
As | did not want to interpret the extracted data at this stage, | chose not to use the

narrative synthesis approach.

There are other ways of synthesising qualitative data, such as meta-study, meta-
ethnography and qualitative comparative analysis (217). None of these fit well with my
research question or the data set | expected, for example a meta-ethnography would not be
possible with mixed-methods studies. After exploration of potential options, | chose a
thematic synthesis approach (as described in Thomas & Harden (220) ). The thematic
synthesis approach consists of three stages: line-by-line coding of text; development of
descriptive themes and generation of analytical themes. For the purpose of this study, |
decided that only the first two stages of this process would be necessary. The third stage is
the most criticised for being open to the judgement of the researcher (220,221). Due to the
nature of extracting constituent components of key categorical outcomes, it was not
necessary to generate analytical themes at this stage in the project, as the purpose was the
opposite: to comprehend the granular components of themes. However, ensuring that the
judgements of the researchers were not imposed was an additional benefit of using only

the first two stages. It is also argued that stage 1 and 2 generate a synthesis that is very

93



close to the original findings reported in the paper (220). This was of particular
significance, as | wanted data extracted to be representative of the source to ensure further
synthesis is meaningful and characteristic of the original intent. Thematic synthesis was
also preferable as it allowed for organised and structured ways of dealing with the

literature within each theme (217).

The systematic review and meta-synthesis also resulted in the development of output 2 and
3in figure 10: A list of potential variables and potential negative outcomes. However, in
order to develop output 1 from a list of potential PPD outcomes, to refine a core outcome
set, a consensus methodology was needed. There are numerous consensus methodologies,

my research decisions and rationales are presented in the next subsection.

4.4. Consensus methods: exploration of consensus
methods

When there is little, insufficient or too much information regarding a particular research
topic, consensus methods are a means of dealing with conflicting scientific evidence or
understudied topics (222). Consensus methods determine the degree to which experts or
the general public concur in regards to a specified issue (222). Consensus methods are
often concerned with measures of agreement. This takes two forms, firstly the extent to
which the individual agrees with the issue specified. Secondly, the extent to which each

individual agrees with one-another (222).

| decided that a consensus method would be used to develop a core outcome set, as this has
been used successfully in that way for numerous past empirical studies (211,223-225). As
described previously, COMET suggests this is the ‘gold standard’ method for development
of a core outcome set (210). This was important, as the sources of data were not judged
for quality, so agreement was needed in the two respects described above, agreement with
the proposed core outcomes and agreement within the group. To reiterate, stakeholder
agreement (consensus) regarding the proposed PPD outcomes was essential, as the
proposed outcomes were extracted from numerous sources that may not be valid, true or
representative of all placements. The stakeholder consensus provided a filter to remove

anything that is not relevant or agreed upon.
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4.4.1. Rationale for choosing Delphi methodology

| made a decision to use the Delphi method over the available alternatives. The first
alternatives were traditional data collection techniques such as questionnaires or
interviews. However, whilst a questionnaire or interview provides a range of opinions or
judgement on an issue, none of these attempt to gain consensus. A small number of
consensus methods exist, namely Delphi, focus groups, round tables or nominal group
technique (222,226). Nominal group technique generally involves one or two questions
sent to the group in advance of a face-to-face meeting (227). They then spend time
independently reflecting on their own ideas before a facilitator asks each individual to state
a single idea in a round robin fashion. It has been recommended that there are no more
than 7 participants in a group (228). Whilst this method is more suitable than a
questionnaire or interview, as there is a consensus focus, it did not meet the needs of my
project. Firstly the small group size of 7 was not feasible for the multiple stakeholder
groups I wanted to include. Secondly, the face-to-face element was difficult considering
the most significant stakeholders would likely be engaged in international work at the time

of the research, so face-to-face meetings may exclude important stakeholders.

| chose the Delphi technique, as it met the needs my research needs in terms of group size
and online dissemination. Delphi methodology was first used by the Rand Corporation in
USA in the 1950s; in defense research (229). It has since been used in numerous fields,
such as business, health and education. The Delphi is a widely used and accepted method
of gaining consensus of judgments on a particular issue. It is a controlled process involving
a series of questionnaires often named ‘rounds’ to collect opinions until consensus is
reached (211). Researchers use Delphi to explore levels of agreement and disagreement
amongst experts. Each stage is focused on improving the results gathered in the last stage
based on the comments and median score of the previous ‘round’ (230). The Delphi
method is an iterative method that uses numerous rounds to collect data and condense
individual opinions into a group consensus (231). It involves a series of questionnaires that
record participant agreement with statements concerning a particular topic. It has become a
way of generating consensus amongst key stakeholders regarding core outcomes in
healthcare (211).

It is argued that Delphi has greater advantages in terms of generating a core outcome set

than round table discussions or focus groups, (230). For example, participants do not
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actually interact with each other, so it is less likely that group situations may be dominated
by one individual. This method aims to overcome some of the problems associated with
decision making in groups, i.e. the dominance of one or two individuals or those with
vested interests (222). Also the decision to change an opinion is not dominated by the
social variables, such as the desire to be seen to agree (225). This is particularly important
in regards to my research, as whilst lots of literature exists regarding the outcomes and
benefits of international placements, | needed to ensure that those people with knowledge
and experience of international placements agreed with them. As there is no agreed
outcome set, seeking the opinions of those in the field provided a way of ensuring the

proposed set is valid and agreed upon.

The method works well for a research question that is not well answered by precise
analytical techniques, but could benefit from collective subjective judgements (232). The
question of learning on international placements does not well lend itself to precise
analytical techniques; collecting subjective judgment’s seemed to be the most logical way

to gather this data in the timescale of this thesis.

Since its introduction in the 1950’s there have been various types of Delphi studies. The
Delphi technique has evolved through time and with technology (229). The classic Delphi
study involved a questionnaire sent by post to Delphi participants (229). Since, an E-
Delphi has been developed to incorporate the same methodology into modern technology,
so the survey is administered via email or an online web survey (233). There are many
variations in the way a Delphi is conducted. The ‘modified’ Delphi replaces the first round
with a focus group, face-to —face interviews or literature review (233). There is also a real-
time Delphi where experts are physically in the same room. Delphi is a methodology
particularly used with policy makers; hence a policy Delphi is a way of reaching consensus

on a future policy.

| chose to use a modified E-Delphi. It was modified as the first stage was a systematic
review, stakeholder workshop and meta-synthesis. | chose to administer it in an online
manner (E-Delphi), as opposed to postal, as it was easier, quicker and allowed me to
include participants that were not currently in the UK. Choosing to use online Delphi
software allowed for more efficient collation of responses and reporting back to

participants. One criticism of online administration is the effect of software malfunctions;
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however the benefits of this method outweighed the negatives in this instance (cost,
administration to those overseas, time). | decided to use a modified Delphi as if | had not
included a literature review ahead of the Delphi, the data provided by stakeholders alone
may have been too general for this purpose and benefits/costs may have been missed.
Throughout the literature, stakeholders describe learning using generalised broad terms
(13). I needed concrete, specific outcomes to use in measurement tool, so chose to search
for these within the literature. A modified Delphi process (a systematic review in the first
round) is appropriate and common if basic information concerning the target issue is
usable and available (234).

4.5. Tool development
At the end of the Delphi process, | developed outputs 1, 2 and 3 in figure 10: a list of all

potential variables, a list of all reported negative outcomes and a COS agreed upon by
stakeholders. The next stage was to convert this information into a self-assessment tool.
The primary component of the measure was the COS, however negative outcomes and
variables were also used within the tool. Figure 13 shows the process of reducing the

1000s of variables originally extracted into a short self-assessment tool.

4.5.1. Exploration of measures of learning
There are many ways researchers and other professionals look to measure learning. The

British academic system is built upon measurement of learning using formative and
summative assessment measures. Summative assessment measures look to assess a
learner’s knowledge at the conclusion of course. This is typical assessment for British
school qualifications such as GCSEs or the end of a medical education program (235).
This is opposed to summative assessment; which involves the ongoing assessment of
learning, typically characterised by observations or understanding what students know
through group discussion and less formal assessment measures (235). As | was looking to
assess learning of a varied group of professionals located across the world at different
career stages, ages, genders, professional cadres and levels of knowledge, skills and
attitudes it would be difficult to develop a summative assessment similar to that used at the
conclusion of module. In addition, there are no predefined learning outcomes, placements
are rarely developed explicitly as a vehicle for professional learning (but rather a means of
helping those in need) or perceived by those in the UK as a means of PPD and the
activities undertaken on international placement vary greatly for each individual (13,41).
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Figure 13: A visual depiction of item reduction at each stage of the step-wise research
process

When deciding which method would best fit this project many instruments for
measurement of the core outcome set were considered. For example, using multi-source
feedback (a combination of feedback from peers, patients, co-workers etc.) or feedback
from supervisors/seniors. However, these data collection methods would be difficult on a
large, global scale. Literature suggests that levels of supervision on international
placements vary considerably, so this would not be feasible in an international context

(4,26). It would also be difficult to administer and control on a global scale. A self-report
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guestionnaire, on the other hand, can be easily administered to large populations and allow

comparisons on a large scale.

Self-report data has been used in many research fields for diverse purposes (236). But
despite widespread use many researchers hold the opinion that any data gathered in this
method may lack validity and make inferences from the data difficult (236). It is often
argued that even researchers themselves acknowledge the limitations of the self-report
measures in the discussion section of papers (236). It is commonly recognised that
questionnaires can be fallible sources of data. In any event (objective or subjective) human

beings are generally not considered to be highly accurate observers of themselves (237).

One reason for the numerous limitations of self-report questionnaires may be that they are
often used incorrectly to assess questions they cannot answer (238). This is perhaps why it
sometimes has negative perceptions. The term self-report can be used to describe any data
obtained by using questionnaires or surveys where individuals are asked to report
something about themselves and encompasses well-designed psychometrically valid,
reliable tools assessments tools, but also questionnaires or surveys developed by amateurs
with no psychometric training (or intention to measure psychometrics) (236). In addition
the questions or items used in self-report measures vary considerably, including
demographic variables, personality traits, attitudes, behaviours, values or beliefs (236).

Podsakoff (1986) suggests 6 uses for self-report data:

1. ‘Obtaining demographic or otherwise factual data’ (e.g. age, gender, place of
residence)

‘Assessing the effectiveness of experimental manipulations’

‘Gathering personality data’ (e.g. trait anxiety, locus of control)

‘Obtaining descriptions of a respondent’s past or characteristic behaviour’

‘Scaling the psychological states of respondents’ (e.g. attitudes, motivations)

o a k~ wDn

‘Soliciting respondents’ perceptions of an external environmental variable’ (e.g.
another person’s behaviour)

The first two data categories are arguably the least problematic, factual and demographic
data is often verifiable by other sources. Research proposes that such erroneous data is
reported so rarely that the potential problem is outweighed by the economy and
convenience of self-report methodology (240). For category 2, researchers merely check

that independent variable ‘registered’ (239).
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On the contrary, categories 3 to 6 are more problematic, particularly as it is difficult to
verify such information against other sources (239). There may be other methods of
gathering this data, but there is no definitive way of cross-validating people’s feelings,
attitudes and perceptions (239). Except in some limited cases where such information can
be gathered asking factual questions such as days absent from work or grievances filed, but
even this is not an accurate measure of feelings. Hence, self-report questionnaires often
attempt to measure something that cannot be verified in another way, meaning the data it

yields is often considered subjective or unverifiable.

Despite the limitations, self-assessment still has many benefits. It allows for widespread
data collection, not bound to face-to-face encounters, it’s generally convenient and
economical (239). Furthermore, whilst objective measures are often considered better for
determining how ‘good’ an individual is at something (competence) (241). Self-report
measures are also one of the few ways of assessing some of the opinion/attitude items that
emerged from the core outcome set, such as satisfaction with life. Literature suggests that
self-report questionnaires are suited for collecting opinions (242). They are arguably more
ethical in giving a voice to respondents. Some researchers argue that although there is
reason to be cautious about self-report methodologies, reasons to be cautious are just as
important for other potential methodologies (238). For example, Research found that even
physiological, objective methods of measuring stress in the workplace present numerous
methodological problems (243). Similar methods of assessing skills of individuals can also
be problematic. For example, literature has questioned the validity of measures in
assessment centres (238,244). Therefore, self-report questionnaires have limitations, but
advocates would argue that these limitations are equally present in other assessment and
measurement methods. Self-report is widely accepted in the fields of psychology and
assessment and there are certain strategies to maximise the fidelity of the methodology
(237).

Self-report measures aligned well to my research, as the pre-defined outcome of this thesis
was a measure to generate large-scale metrics globally, therefore convenience, economy
and ease of dissemination were essential. The core outcome set developed included
attitudes and opinions (which can be better assessed using a questionnaire) and
competence (which is slightly more difficult). | describe in chapter 2, how and why

humans are not particularly good at assessing how ‘good’ they are at something (155). So
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the questionnaire was developed in line with strategies that best utilise the human ability to

self-report in regards to competence.

There are a number of strategies that are proposed to maximise fidelity of self-assessment
measurement. One of these strategies is to use personalised questions. For example’
historic research found that 36% of respondents thought that ‘people’ should object to
reporting salary in the consensus, whilst only 22% personally objected to reporting their
salary (245). Therefore, my research asked participants to agree with personal statements
using first person pronouns for example ‘I have confidence in my clinical ability’. Another
of these strategies is the use of time-markers or frame of references. Leung suggests
effective questionnaires ask precise questions using a frame of reference (246). Rather than
asking ‘do you loan library books often’ instead ask ‘in the last 6 months how many
library books have you loaned’. This is less open to individual interpretation and gives the
participant a frame of reference in which to consider the question. My tool had a
component that focuses on a frame of reference ‘Thinking about the last month’.
Individuals are much more accurate at reporting whether or how frequently they did
something, than whether they are good at something, so much of the questionnaire used
this line of questioning. The content being assessed is also important, as described in
chapter 2 research suggests individuals are less likely to accurately self-assess more
general, ambiguous concepts such as leadership or communication (160). Therefore, in
order to explore outcomes of international placements more effectively, the items
measured will be constrained in meaning. The core outcomes were generated purposely to

be constrained in meaning and describe constituent components of complex general terms.

A final reason for choosing this method is that it lends itself well to Item Response
Theory. Developing a self-report tool allowed me to explore what learning happens. Then
the proposed Principle Component Analysis and Multivariate Item Response Theory
allowed me to understand how the PPD outcomes reported relate to each other and the
underlying constructs/latent variables/domains that may underpin them. This is important
in the current study as past literature has tried to group these skills into vague domains
such as leadership and communication (13,44). Understanding how the constituent
components of each interact allowed me to better label and describe the learning that

happens.
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4.5.2. Creating a self-report tool

After the Delphi study, I had developed a core outcome set of 116 items (see chapter 6 for
a full description). The next stage in process was to understand which of these items best
assesses learning in a self-report questionnaire. For example, ensuring that there is
variability in the answers given to a particular question. To do this | converted each of the
core outcomes into an item on a self-report scale (see chapter 7 for a full description) and
tested the utility of each in a large scale pilot.

4.6. Pilot

| tested the utility of the core outcomes when used in a self-report scale by conducting a
large scale pilot. | tested the 156 item self-report tool on over 400 healthcare professionals
to assess the usefulness of each item. If an items produced a large ceiling effect, for
example all participants strongly agreed with it, then it does not demonstrate variability. Or

if an item had no relation to other items then it would also not be a useful measure.

The pilot served two purposes firstly to generate data to allow me to remove items that did
not have optimal psychometric properties. This was the final stage in the reduction of
outcomes: beginning with the thousands of the outcomes from the systematic review that
were slowly funnelled into a 40-item self-assessment tool, as depicted in figure 13. The
secondary purpose was to generate some preliminary data on how the tool works, for
example the scores that participants got, the variability between different groups, the effect

and interactions of any variables.

4.6.1. Rationale for using a statistical data reduction technique
Principal Component Analysis (PCA) is a dimension-reduction tool that can be used to

reduce a large set of items to a small set that still contains most of the information in the
large set (247). Principal component analysis (PCA) is a mathematical procedure that
transforms a large number of (possibly) correlated items into a (smaller) number of
uncorrelated variables called principal components (247). In relation to item response
theory (IRT) (described in Chapter 3) it looks for items that seem to represent a latent
variable and groups them together, so rather than having 100 items that measure lots of
things, it creates a smaller groups items, that measure a few different things. The first

principal component accounts for as much of the variability in the data as possible, and
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each succeeding component accounts for as much of the remaining variability as possible
(248).

Principal components analysis is similar to another multivariate procedure called Factor
Analysis (FA) (247). Both are data reduction techniques, they capture the variance in
variables within a smaller set of items. Using an oversimplified example, if | wanted to
measures a participant’s ability to solve calculations I could present 50 calculation
questions and use total score as a measure of calculation ability. However, 50 questions
would take considerable time and effort on behalf of the participants, PCA aims to reduce
this. It uses computer modelling to search for the questions that convey the most about
each individual’s ability: the items with the best psychometric properties. For example, if
almost everybody answers 20 questions correctly and 20 incorrectly, these 40 questions
convey little about each individual’s ability compared to the group (because everybody
answered the same). However, in the 10 remaining questions the responses are spread: a
few people answer correctly, a few incorrectly and a few show correct planning but arrive
at the wrong answer. Presenting only these 10 questions to a new group of people would
convey similar information about the individual’s ability (as the original 50). It would
allow me to make greater comparisons between individuals/groups, but reduce the
cognitive load from 50 to 10. If I administered all 50 of the original questions there might
a small amount of extra information about each individual, however because the responses
were largely the same, it’s a lot of extra work for very little additional information.
Secondly, both PCA and FA are methods aligned to item response theory. Both are usually
run in statistical software using the same procedure, and both methods produce similar
outputs. Both methods involve similar steps, namely- extraction, interpretation, rotation,
selecting the number of factors or components. Yet, despite the multiple similarities, there
is a fundamental difference between them: PCA is a linear combination of variables;
Factor Analysis is a measurement model of a latent variable. What this means is that
PCA’s approach to data reduction is to create one or more index variables from a larger set
of measured variables. It does this using a linear combination (essentially a weighted
average) of a set of variables. The created index variables are called components. The
main rationale for PCA is to understand how to do this in an optimal way: the optimal
number of components, the optimal choice of measured variables for each component, and
the optimal weights. Factor Analysis approaches data reduction in a fundamentally

different way. It is a model of the measurement of a latent variable. This latent variable
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cannot be directly measured with a single variable (for example try to measure intelligence
or social anxiety with just one question). Instead, it is seen through the relationships it
causes in a set of variables. Comparing the two methods visually, one main conceptual
difference is the way in which the arrows point. Factor analysis, see figure 14, is a model
with the underlying assumption that a latent trait causes a person to answer in a particular
way. An answer to any given questionnaire item is a sum of to the influence of the latent
trait and the variance that is unexplained by the latent trait. Whereas principle component
analysis, whilst still related to latent trait theory aims to find the items that best represent a
component (which is a similar theoretical entity to a latent trait). In both models the
answers are weighted (depicted by the ‘w’ in the figure) so some items are more
representative than others. Put into perspective of my research using another
oversimplified example, factor analysis would look to model how much a latent trait such
as clinical confidence affects individual’s answers to a set of questions. Whereas principle
component analysis would look to find a model that interprets which questions best

measures clinical confidence.

£.g. questionnaire item: '
. ' ) . v g e.g. things that cannot be
{E.g. Life Satisfaction } [ ‘All things considered, } [ i e S R

| am happy with my life'

Figure 14: A visual depiction of Factor Analysis
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&.g. questionnaire item:
‘Al things considered, e.g. Life Satisfaction

| am happy with my life’

Figure 15: A visual depiction of Principle Component Analysis

4.6.2. Rationale for choosing principal component analysis
Advocates report that it is frequently possible to reduce the number of items

considerably while still retaining much of the information in the original data set, when
using PCA. PCA is probably the best known and most widely used psychometric
reduction technique (247). | wanted to reduce the number of items assessed, whilst
ensuring | retained the majority of the information that described health professional
learning on international placements. | chose PCA over FA as it lends itself to Computer
Adaptive Testing; which was a future direction | thought the self-assessment output
could go (249). It provided me with more opportunities about where the output could go
beyond PhD and provided more opportunities for the research to have impact. It would
mean that individuals could answer questions on a computer and the next question
answered would be generated based on the answer to the previous question, taking into

account the weightings of each question (249).

The principle component analysis was performed by a colleague with expert statistical

knowledge and training (see acknowledgments). Hence, this thesis does not describe the
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statistical and mathematical basis of principle component analysis, but rather the
conceptual reasons for choosing this method. For a detailed description of the

mathematical principles that underpin PCA please see Richardson (248).

4.6.3. Multidimensional item response theory model
A multidimensional item response theory (MIRT) model was created based on the results

of the best iteration of the principal component analysis. This is a model that shows how
the items in the self-assessment relate to the latent traits and the correlational relationships
between the traits and items. The multidimensional model shows which items are used to
assess which latent traits, figure 16 is an example model, the actual model can be seen in

chapter 7.

Item 1 Item 2 Item 3 Item 4 tem 5 ltem 6 tem 7 Item 8 tem 9 Item 10 Item 11

X. XX

‘ Latent Trait 3
Latent Trait 1 Latent Trait 2

X. XX

Figure 16: A visual depiction of Multidimensional Item Response Theory

4.7. Generating preliminary findings
The second purpose of the pilot was to generate preliminary findings. Whilst the sampling

and design of the pilot were developed in order to conduct the principal component
analysis, | was able to gather data about how the tool works in practice by performing a

secondary analysis on the results.
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4.7.1. Between-group comparisons
On the large pilot data set, | planned a between-group statistical analysis (Mann Whitney

U tests) of the different groups that completed the tool. Hence, | was able to compare the
scores of those with and without international experience to understand whether the tool is
sensitive to differences between-groups. | was also able to compare across professions, age
groups, career stage etc. to understand how individuals perform generally on each of the

items.

4.7.2. Within-participant comparisons
Within the pilot I captured pre-departure data for professionals that were due to undertake

an international placement in the coming months. Although it was only a small number of
participants, it captured a baseline measure of levels of the skills, knowledge and attitudes.
| was then able to recapture this data one year later and measure any change within the
individuals after their international experience. | conducted Wilcoxon signed-ranks tests to
statistically measure the difference in latent traits before and after the international

placement.

4.7.3. Interaction between variables and PPD outcomes
Output 2, a list of potential variables that affect learning on international placements was

generated earlier in the research process as a result of the systematic review and meta-
synthesis. | created a list of all of the factors that were reported in the literature to
potentially affect learning or PPD. | captured this data within the pilot and alongside the
learning outcomes, by asking demographic questions, and questions about the contextual
and environment components of international placements. Therefore | was able to look for
patterns and trends that may give an indication about how certain contextual components

of an international environment have a relationship with learning.

This secondary analysis was conducted on data of participants with past international
experience as they were the only group able to provide the contextual data. | performed
statistical analysis (Kruskal Wallis H tests) comparing those who experienced low,
medium or high levels of a variable on their placement, with their scores on the PPD

domains. This allowed me to look for patterns without attributing effect. For example, |
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was able to assess whether those who reported high levels of interaction with patients,
presented higher scores on the ‘adapting communication’ domain than those who saw less

patients.

4.8. Summary
In this chapter I presented the numerous outputs | intended to generate and the various

methods that | have used to generate each output. The research process was progressive
and each output was a product of the previous output (readdress figure 11 for a visual
depiction of the whole process). In summary, the first method used was a systematic
review, this allowed me to extract every potential PPD outcome, negative outcome and
variable that was reported in peer reviewed literature in regards to health professional
international learning. The results of this were then meta-synthesised to reduce the number
of potential outcomes and remove profession or individual specificity. The third method
used was a Delphi study, | took the outcomes from the meta-synthesis and asked
stakeholders to make judgements about their applicability to the research question. This
resulted in the development of a core outcomes set (COS), an agreed upon set of PPD
outcomes of learning on international placements. The fourth method was a pilot study,
whereby | converted these outcomes into self-report items and presented them to health
professionals to understand which of the items have the best psychometric properties. On
the results of which I used Principal Component Analysis, a statistical technique that
reduces large sets of data into its principal components (and items that provide the most
psychometric information). Finally, | conducted secondary analysis of the results of the
pilot to understand how the tool works, the scores that people get, the relationships
between different groups, between individuals longitudinally and patterns and trends

between variables (contextual factors) and PPD outcomes.

In the next chapters, | describe the background to each method in regards to academic
literature, the precise method used in each of the components of the study and the results
and discussion of each. Each of the next five chapters describe each progressive study. The
first will describe the development of the core outcome set, the next the Delphi, then the
piloting of the tool and principle component analysis and multivariate item response
theory. Chapter 8 will discuss how the tool can be used to compare groups with and
without international experience and differences in scores post placements. Chapter 9 will

describe the secondary analysis of the pilot data, looking for relationships between
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variables and outcomes. To see the visual summary of how the aims, methods and outputs

interact as a whole entity see figure 11.
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5. Meta-synthesis of personal and professional
development reported in the literature

5.1. Introduction to empirical work
In the previous chapters I introduced the concept of learning and development on

international placements and how it fits with current NHS policy. | then described how this
learning is proposed to happen, theories that might be relevant and existing measures. The
previous chapter highlighted the need to extract and synthesise the qualitative and
anecdotal accounts of learning outcomes reported in the literature into something more
amenable to quantification. It also highlighted the necessity to understand the contextual
factors that might affect this and the need to extract and synthesise these. This chapter will

describe the empirical methods used, the results and the discussion.

This chapter is the first of many chapters to describe the series of studies that are
encompassed within this thesis. The research questions presented at the end of the
methodology chapter concerned what learning happens, how an international context
facilitates this and whether it is amenable to quantification, finally if there are any
negative outcomes. The first stage in answering all of these questions was to extract,
understand and synthesise the learning outcomes and variables that might affect these.

The empirical work in the coming chapters has two key aims: 1, to develop a core outcome set
and 2, to transform the core outcome set into a self-assessment measurement tool. This chapter
will discuss how the core outcome set was developed, using a systematic review and meta-
synthesis of existing literature and the Delphi method. Chapter 5 will discuss how the tool was
created, beginning with how the core outcomes were transformed into a measurement tool. Then
how the developed tool was then piloted and subsequently refined. The empirical work and
development of the self-assessment tool consists of 5 steps:

Systematic Review and Meta-synthesis of existing literature

Stakeholder Delphi

Development of self-assessment tool

Pilot of the self-assessment tool
Secondary analysis of the data from the self-assessment tool

orwdPE
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5.2. Background

This study is first of two studies to develop a core outcome set (210). This is discussed in detail
in the previous chapter but, in summary, is an agreed upon list of outcomes that could be
measured in future studies looking at health professional learning in LMICs. | outline the steps
taken and the results of a systematic review and qualitative meta-synthesis. The previous
chapters outline the necessity to understand, extract and synthesise the reported personal and
professional development (PPD) outcomes and variables that affect them.

Literature that explores ‘what’ and ‘how’ healthcare professionals learn from temporarily
working or volunteering in a low-resource setting tends to report anecdotes or single
reports, which provide a lower level of evidence, see chapter 2 (41,68). Furthermore,
benefits are detailed in broad categories, with ‘leadership’, ‘communication’ and ‘cultural
awareness’ being frequently reported (13,22,44,47). Existing literature tends to focus on
one of these skill sets in depth or to report lists of outcomes using broad labels such as
communication or leadership skills (13,250). The difficulty with these broad labels for
describing learning outcomes is that it makes assessment of the learning outcomes
difficult. Self-assessment of broad terms is not closely linked to objective performance
(155) with individuals finding it difficult to accurately assess themselves in relation to
ambiguous or ill-defined traits (156,157). For example, individuals tend to exhibit an
‘above average effect’ in terms of identifying themselves as sophisticated or idealistic, as
opposed to traits that are more constrained in meaning such as athletic or punctual. There
IS a need, therefore, to define the outcomes of volunteering at a more granular level, if
people are to be able to accurately report on their own learning to enable comparisons

across learning experiences.

In a systematic review of the evidence of the benefits to the UK of health partnership
work, Jones et al.,(13) reported 40 individual benefits grouped within 7 key domains
(communication and teamwork, clinical skills, management skills, patient experience and
dignity, policy, academic skills and personal satisfaction & interest). However, this review
focused only on Health Partnerships, a link between the UK and a developing country and
the findings were categorised broadly. In addition, although the review did not exclude any
cadres of health professions, the only professions in their search terms were doctors and
nurses. It also did not extract factors that may affect these outcomes. For the purpose of
developing a core outcome set (COS), | needed to collate all existing literature, extracting

potential outcomes at a granular, measurable level. | needed literature that included
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international placements of all types, not just health partnerships. The COS needs also to
be applicable across healthcare staff groups. | also wanted to gather insight into factors that
may affect these outcomes. Therefore, whilst the previous review includes lots of
important data, it does not encompass all of necessary information to develop a set of

measurable outcomes and list of potential influencing variables.

As a systematic review or meta-synthesis that extracts low-level, multi-professional PPD
outcomes does not exist. The study aimed to a) detail the personal and professional development
outcomes of international work, both positive and negative, at the lowest generalizable level, to
report on what is already known about the personal and professional outcomes for healthcare
professionals abroad. Using this degree of granularity allows people to comment on each
specific component of skill, to remove the tendency to group and summarise that happens in
much of the literature. Then b) to detail the variables that may moderate or mediate these
personal and professional development outcomes. | needed to identify what the outcomes were

at low, measurable level and to identify potential variables that may influence this learning.

5.3. Methods
5.3.1. Study design and sample

The systematic search methodology is outlined in Chapter 2. The systematic search had
two purposes a) to form the basis of the literature review b) to be used to provide an
evidence base to extract potential outcomes for the core outcome set. Please refer to
chapter 2 for a description of the systematic search upon which the data extraction and

meta-synthesis took place. Box 1 shows the inclusion criteria.

Box 1: Inclusion Criteria

The inclusion criteria for the systematic review were peer-reviewed literature, where:

1) Individuals are either volunteers (i.e. not in receipt of full salary) or students on
international placements

2) Activities have a health focus

3) The individuals must be from the UK travelling to a lower income or lower-
middle income country

4) There is reference to (individual, institutional or national) benefits or costs or the
variables that moderate/mediate outcomes

5) English Language only
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5.3.2. Data extraction
| took a thematic synthesis approach to data extraction (as described in Thomas and

Harden (220)). | took this approach because much of the data were qualitative and not
amenable to traditional numerical meta-synthesis (217,220). The thematic synthesis
approach consists of three stages: line-by-line coding of text; development of descriptive
themes and generation of analytical themes. For the purpose of this meta-synthesis, |
decided that I would conduct the first two stages of this process. | did not use the third
stage in this study. Not only is it criticised for being open to the judgement of the
researcher (220,221) but due to the nature of extracting low level items, there was no
purpose in generating analytical themes. The high-level themes from the literature are
however described in Chapter 2.

Each whole document that met the inclusion criteria was scanned and any text (related to
variables or positive/negative outcomes, at an individual, national or institutional level)
was coded according to meaning and content. Outcomes were defined as anything that
happens as a result of volunteering/international placements (at an individual, national or
institutional level) to UK parties. Variables were defined as any factors that may influence
these outcomes; it was not necessary to explicitly state that the variables influence

outcomes, but just acknowledge their existence.

Using Nvivo, a node was created at a ranked level for each component of descriptive
theme. This began with very general outcomes and variables and progressively became
more specific. Each node was entitled with a higher-order categorical theme (i.e.,
communication), and contained more specific themes (i.e., ability to overcome
communication challenges), and finally specific but generalizable outcomes, (i.e., ability to
engage senior people). | decided that the lowest level of specificity would be applicable to
all/most professions and generalizable across situations, i.e. ‘ability to engage senior
midwives’ would be too context/profession specific. As each paper was coded the ‘bank’
of nodes was adapted, developed and new nodes generated. | extracted all of the data, a
second team member independently extracted data from a randomly selected 20% of the
included papers (JC). This was then discussed in a meeting and any disagreements

resolved.
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5.4. Results

= PRISMA 2009 Flow Diagram
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Figure 17: PRISMA Flow Diagram to show the papers included and excluded in the
systematic search. Source: (Adapted From) Moher, Liberati, Tetzlaff, (2009).

For more information, visit www.prisma-statement.org.

5.4.1. Data sources
The search of the electronic databases generated 521 hits including duplicates, 384 unique

papers. Of this, 22 articles were obtained after meeting inclusion criteria. An additional 33
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articles were found through extensive citation mapping. Therefore, the total number of

papers from which data were extracted was 55.

5.4.2. Quality of literature

No data fell within the top two quality categories proposed by Benzies: Randomised
Controlled Trials, (251). Some the sources did report qualitative or quantitative data, 42%
(23/55), yet the majority of articles reviewed were based on the opinions of authors or the

evaluation of specific projects (58%) and reported no primary data.
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Table 2: Papers included in the systematic review

Title Date  Authors Countries Profession  Level of
Evidence
1 Hands across the Equator: the Hereford/Muheza link 1988  Wood JB, Hills Tanzania Uncategoris VI
EA ed
2 Hands across the Equator : Hereford/Muheza link 8 1994  Wood JB, Hills Tanzania Uncategoris VI
years on EA, Keto FJ ed
3 Training for health care in developing countries: the 1998 ParryE, ParryV  Uncategorised Uncategoris Vb
work of ed
the Tropical Health and Education Trust
4 A comparison of an international experience for 2000  Thompson K, Many Nurses Il
nursing students in developed and developing Boore J, Deeny P
countries
5 Education and research links between the UK and 2000  Burnard P, Thailand Nurses Vb
Thailand Claewplodtook
P,Pathanapong P
6 UROLINK — benefits for trainees from both sides 2002  Gujral S, Tanzania Urologists Vb
Nassanga R
7 Twinning: the future for sustainable collaboration 2002  MacDonagh R, Tanzania Urologists Vb
Jiddawi M, Parry
\/
8 The impact of international placements on nurses' 2005  Button et al. Uncategorised Student Il
personal and professional lives: literature review. Nurses
9 International Health Electives: Four years of 2005  Miranda JJ, Uncategorised Medical Il
experience Yudkin JS, students
Willott C
10  NHS Links: a new approach to international health 2005  Wright J, Uncategorised Uncategoris Vb
links Silverman M, ed
Sloan J
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11

12

13

14

15

16

17

18

19
20

21

22

Can you help?

International health links: an evaluation of partnerships

between health-care organizations in the UK and
developing countries

The contribution of international health volunteers to
the health workforce in sub-Saharan Africa

Nursing electives: an innovative and creative learning
opportunity

Uncovering study abroad: Foreignness and

its relevance to nurse education and cultural
competence

Short-term visits by eye care professionals: ensuring
greater benefit to the host community

Overseas Placements: Addressing Our Challenges?

A questionnaire study of VVoluntary Service Overseas
(VSO) volunteers: health risk and problems
encountered.

All aboard with Impact India

Internationalising occupational therapy education

Electives: isn't it time for a change?

NHS links: achievements of a scheme between one
London mental health trust and Uganda

2006

2006

2007

2008

2008

2008

2008

2009

2009
2009

2009

2009

Hancock C

Baguley D,

Killeen T, Wright

J

Laleman G, et al.

Peate |

Greatex White S

Pyott A

Clampin A

Bhatta P, et al.

Sikkh N
Horton A

Dowell J,
Merrylees N

Baillie D, et al.

Africa (mainly
East)
Many

Sub-Saharan
Africa
Uncategorised

Uncategorised

Uncategorised

Uncategorised

Uncategorised

India
Uncategorised

Uncategorised

Uganda

Nurses

Uncategoris
ed

Health
Volunteers
Nursing
Student
Nursing
students

Orthomolog
ists

Student
Occupation
al
Therapists
10.1% Drs
and Nurses

Dentists

Student
Occupation
al
Therapists
Medical
Students
Mental
Health

Vb

Vb

Vb

Vb

Vb
Vb

Vb

Vb
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23

24

25

26

27

28

29

30

31

32

33

Global health partnerships: leadership development for
a purpose

Research into practice: 10 years of international public
health partnership between the UK and Swaziland.

Medical electives: a chance for international health

International Health Links movement expands in the
United Kingdom

Global public health training in the UK: preparing for
the future

Reflecting on the learning experiences of student
nurses in rural Uganda

Working with UK-based non-governmental
organisations for better reproductive health in Nepal
Student nurse perceptions of risk in relation to
international placements: A phenomenological
research study

Travel related illness in short-term volunteers from the
UK to developing countries.

The role of health links in international development:
the need for greater evidence?

How international health links can help the NHS
workforce develop

2009

2010

2010

2010

2011

2011

2011

2012

2012

2012

2012

Hockey P, et al.

Wright et al.

Banerjee

Leather A, et al .

Lee AC, Hall

JA, Mandeville

KL

Lovett W,
Gidman J

Nunns D

Morgan DA

Wyler N, et al.

Smith C

Longstaff B

Cambodia

Swaziland

Uncategorised
Many

Uncategorised

Uganda

Nepal

High Income
Countries-9,
Low Income
Countries- 1
Many

NA

Uncategorised

Professional
S
Healthcare
workers
NHS staff
and
Academics
Medical
Students
Uncategoris
ed
Registrars

Health
Visitor’s/
Student
Nurses
Various

Student
Nurses

Many
professions
Uncategoris
ed
Uncategoris
ed

Vb

Vb

Vb

Vb

Vb

Vb

Vb
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34

35

36

37

38

39
40

41

42

43

44

45
46

Combining UK general practice with international
work — who benefits?

Combining general practice with international work:
online survey of experiences of UK GPs

A new partnership for anesthesia training in Zambia:
reflections on the first

Factors that influence a career choice in primary care
among medical students from high-, middle-, and low-
income countries: a systematic review

Becoming culturally sensitive: A painful process?

"Tanzania changed me'

Do health partnerships with organisations in lower
income countries benefit the UK partner? A review of
the literature.

Placements in global health masters’ programmes:
what is the student experience?

Should trainee doctors use the developing world to
gain clinical experience? The annual Varsity Medical
Debate — London, Friday 20th January,2012
Maximising the value from the elective experience:
post-elective workshops

Developing cultural sensitivity and awareness in
nursing overseas

Sharing skills in dementia care with staff overseas

The benefits for children’s nurses of overseas
placements: where is the evidence?

2012

2012

2013

2013

2013

2013
2013

2013

2013

2013

2014

2014
2014

Seo HN, et al .
Smith C, et al.
Kinnear JA, et al.
Puertas EB,
Arésquipa C,

Gutiérrez D
Briscoe L

Dean E
Jones FA, et al.

Cole DC, Plugge
EH, Jackson SF

Gilbert BJ, Miller
C, etal.

Evans R, et al.
Paterson JG

Margcal-Grilo J

Standage R,
Randall D

Uncategorised
Uncategorised

Zambia

Uncategorised

UK America
Canada
Guatemala
Tanzania
Uncategorised

Uncategorised

Developing
Countries

Uncategorised
Uncategorised

Sri Lanka

India, Canada,
USA

GPs
GPs

Consultant
Anaesthesio
logists
Medical
Students

Midwifery
Students

Nurses
Healthcare
Professional
S

Global
health
Masters
Students
Trainee
Doctors

Medical
Students
Nurses

Nurses

Nurse
Students

Vb

Vb
Il

Vb

Vb

Vb
Il
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47

48

49

50

51

52

53

54

55

Making short-term international medical volunteer
placements work: a qualitative study

Evaluation of effect on skills of GP trainees taking
time out of programme (OOP) in developing countries

Mutual learning and reverse innovation—where next?

Boost or burden? Issues posed by short placements in
resource-poor settings

Medical professionalism across cultures: A challenge
for medicine and medical education

Lessons from an elective in Sierra Leone

Supporting medical students to do international field
research: a case study

Electives in undergraduate medical education: AMEE
Guide No. 88

International work and leadership in UK general
practice

2014

2014

2014

2014

2014

2014

2014

2014

2014

Elnawawy O, Lee

AC, Pohl G

Kiernan P, etal.

Crisp N

Dowell J, et al.

Jha V etal.

Robinson T

Pearson S, et al.

Lumb A,

Murdoch-Eaton D
Young P et al.

Nepal

South Africa,
Zambia and
Rajasthan
Uncategorised
Uncategorised
Various
(developed and
developing)
Sierra Leone

Uncategorised

Uncategorised

Uncategorised

GPs

GPs

Uncategoris
ed
Uncategoris
ed

Medics

Medical
Students
Medical
Students,
Academics,
Medical
Students
GPs

Vb

Vb

Vb

Vb

Vb
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5.4.3. Outcomes

Positive outcomes were extracted from 96% of the papers (53/55), whilst negative
outcomes were extracted from only 49% of the papers (27/55). Potential variables that
could affect these outcomes were extracted from 90.91% of papers (50/55), however it is

not specifically stated in the papers if/how they are believed to affect outcomes.

Box 2: Percentage of papers containing each category of data

Positive Outcomes: 96%
Negative Outcomes: 49%
Variables: 91%

The outcomes extracted could be categorised within NHS professional development
terminology, there were 24 items about knowledge, 44 about skills and 20 attitudes (53).
Six were organisational benefits and 29 negative. Organisational outcomes were
deliberately separated, as they were identified in addition to the general positive effect of

staff with developed knowledge, skills and attitudes.

5.4.4. Variables/Contextual Components of an LMIC

environment
From the literature | extracted numerous variables, these were synthesised into 33 higher

order themes. Some of these were environmental factors: things that were present in the
environment and external to the individual. Some of these were intra-psychological,
behaviours or attitudes that a person might exhibit. Others were opportunities that might
arise in a low and middle income country (LMIC) environment. Table 4 presents the
higher order-themes, the lower-order components and some examples from the literature

or data from the workshop; which is described in more detail in the next chapter.
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Table 3: Table of PPD outcomes extracted from the literature, higher order themes, lower order components and examples from the data

Outcome: Highest order Lower order components Example data from source

theme

Knowledge

Increased awareness of and Effectively conveying ideas in an contextually ‘Effectively conveying and receiving ideas and messages in
knowledge about how appropriate way appropriate ways so that information is carried in context’
communication between two (workshop participant)

people can affect
understanding

Increased awareness of and Greater knowledge of procedures not used in  ‘Experience of unfamiliar pathologies’ (Kiernan et al.,
knowledge about conditions the UK, Better management of conditions that  2014)

and procedures rarely are not common in the UK ) o )

encountered in the UK Experience has been gained in open operations now rarely

performed in the UK, including vesico-vaginal fistula
surgery (Gujral, 2002)

Increased awareness of and The uniqueness of each patient Enhanced the students’ cultural awareness and made them
knowledge about the more aware of the need to assess healthcare needs on an
importance of assessing individual basis. (Thompson et al., 2000)
healthcare on an individual
basis
Increased awareness of and The importance of community involvement in  The investigators reported a
knowledge about the health, Awareness of the role of the significant growth in participants’ awareness of how nurses
importance of community community in improving healthcare, interacted with the village as a community (Button et al.,
participation in health Understanding the importance of community  2005)

work
Increased understanding of Core skills often replaced by technology ‘it kind of makes you go back and think about things in
basic skills and ideas (basic observations, using eyes, relying less their fundamental...of course physics and that kind of

on lab tests) thing’ (workshop participant)
Increased awareness of and Doctors about nurses and vice versa ‘facilitate exploration of
knowledge about clinical a different health care profession.” (Button et al., 2005)
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knowledge in relation to other
professions

‘improved interdisciplinary teamwork’ (Lee et al., 2011)

Increased awareness of and
knowledge about the
importance of mutual learning
and respect

‘acknowledgement from the participants that the learning
was a two way process’ (Standage et al., 2014)

‘mutual respect’ (workshop participant)

Understanding how to be a
good teacher

Understanding how to target training most
effectively,

Ability to suggest and acknowledge
improvements in teaching, Understanding
importance of experiential learning

‘Makes you drill down more and more what makes a good
teaching programme’ (workshop participant)

‘learning in this context has enabled me to suggest ways to
improve the facilitation of learning.” (Lovatt et al., 2011)

Increased awareness of and
knowledge about the
importance of relationship
maintenance skills

Consciously making an effort to get on with
colleagues, Learning colleagues names

‘Increased appreciation of and skills in maintaining of
relationships’ (Jones et al., 2013)

Increased awareness of and
knowledge about the positive
impact of clinical policies and
governance

Greater policy skills

“Work overseas will enable the health care worker to
develop a greater understanding of socioeconomic and
political determinants of health and consider the benefits of
alternative health systems and health care initiatives.’
(Banatlava, 1997)

Increased awareness of and
knowledge about tropical
diseases

New knowledge of tropical diseases and
increasing existing knowledge

‘Knowledge of tropical diseases has increased’ (Wood et
al., 1994)

Increased awareness of and
knowledge about appropriate
clinical behaviour

Knowing when to ask for help, Knowledge of
different populations needs

‘specifically for people from other cultures. Remembering
to let people speak to husband or want to pray. Not talking
to baby when it comes out. ‘ (workshop participant)

Increased awareness of and
knowledge about the cultural
aspects of health

Greater understanding and appreciation of
health promotion, Understanding how culture
affects daily occupation, Increased
understanding of cultural differences in health
, Understanding the effects of politics on

123

‘the noticeable lack of parental input in caring for their
hospitalized children compared with UK culture and
practice.” (Standage et al. , 2014)



health, Understanding how culture affects you
professionally, Understanding how to
incorporate health beliefs into a shared
decision, Greater understanding of sustainable
healthcare

‘increased understanding of the importance of culture in
health care and the degree of variability in the countries
they visited” (Thompson et al. 2000)

Increased awareness of and

knowledge about global issues

Re-evaluation of world issues, Deeper
engagement with issues of equality and
diversity, Greater global knowledge

Both learners and institutions potentially will gain from an
enhanced awareness of global health issues. (Lumb, 2014)

Increased awareness of and
knowledge about cultural
differences and similarities

Understanding key issues within a culture,
Understanding culturally acceptable
behaviour , Learning about other cultures,
Being more attentive to subtle clues about
cultural differences , Accepting cultural
differences, Understanding of cultures of UK
immigrants, Changed assumptions of culture

‘in Mexico it was inappropriate for them to discuss family
planning methods with females because it was common for
the males to exert control over such matters’ (Standage et al.,
2014)

‘they could apply this new understanding to immigrant
communities in the UK who had come from these cultural
backgrounds’ (Standage et al. 2014)

Increased awareness of and
knowledge about ethical
considerations

Through experiential learning

“This process of challenging assumptions appeared to help
student to appreciate the child rights stance promoted in the
UK.’ (Standage et al. 2014)

Increased awareness of and
knowledge about the need
for/importance of training

Understanding how important effective
training is in the UK and overseas

‘I recognised the need [for] teaching, so trained as a GP
trainer.” (Smith et al., 2002)

Increased awareness of and
knowledge about how other
healthcare systems function

Developed insight into disparities within
healthcare systems, Increased understanding
and awareness of other systems

‘gain a more effective measure by which to evaluate the
strengths and weakness of their own country’s health care
system, and further develop insights into disparities’
(Button et al., 2005)

Increased self-awareness

Awareness of own skills and limitations, Able
to challenge own beliefs, Able to reflect on
own situation, Able to self-define

‘also made me more aware of my own values and beliefs
and broadened my mind’ (Greatex-White, 2008)

Increased awareness of and
knowledge about finance in
healthcare

Awareness of the costs of healthcare
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‘There is an acute awareness of the costs of healthcare
delivery especially when confronted by patients who have
to pay for each intervention’ (Longstaff, 2012)



Increased awareness of and
knowledge about the resistance
of culture

Understanding how to make small changes,
Being innovative in overcoming language and
cultural difference, Understanding not to
enforce your perspective onto others

‘To demonstrate cultural competence, nurses should reflect
on and recognise their own biases and be open to other
perspectives, rather than trying to persuade others to see
things their way.’ (Paterson, 2014)

Increased awareness of and
knowledge about culture in
practical assessments

Understanding importance of collecting
relevant cultural information about people’s
presenting health problems

Learning how to conduct cultural assessments
and culturally based physical assessments

‘better understanding of cultural differences and of the need
to acknowledge them in the delivery of health care.’
(Paterson et al., 2014)

Increased awareness of and
knowledge about the
importance of trust within
healthcare systems and staff

Understanding other people’s perceptions of
trust

Understanding of perceptions of trust, risk taking behaviour
and approaches to risk management style. (Leather et al.,
2010)

Increased awareness of and
knowledge about how systems
work

Able to identify stakeholders and change
agents, Awareness of value systems,
Understanding influencing patterns of those in
power, Ability to assess impact of healthcare
systems, Understanding the difficulty of
questioning an organisation

‘had come to understand a lot about how host countries
health systems operate. They were also able to make direct
comparisons with the British health care system’ (Standage
etal., 2014)

Skills

Ability to overcome
communication challenges

Liaise between-groups, Engage senior people,
Negotiate with senior people

‘Ability to have challenging conversations about sustainable
change’ (workshop participant)

Ability to communicate non-
verbally

Developed non-verbal techniques

‘developed nonverbal
techniques’ (Button et al., 2005)

Ability to provide better care

Ability to provide multicultural care, Ability
to develop most effective approaches to care,
Taking responsibility for providing quality
care

‘taking responsibility for developing quality of care’
(Banatlava, 1997)

Ability to observe and examine
patients

Increased intuitive knowledge of clinical
signs, Ability to make diagnosis without
investigations, Increased clinical judgement
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‘In particular, UK doctors ‘honed’ their
clinical diagnoses when laboratory confirmation was not
available’ (Baguley et al., 2006)



Ability to be innovative with
clinical skills

Use of innovative techniques, New ways of
working

‘Innovation in healthcare delivery and use of resources’
(Jones et al., 2013)

Ability to use a broader range
of clinical skills

Enhancing existing skills and acquiring new
clinical skill

‘clinical skills were better and that the trainee had a broader
range of skills’ (Kiernan et al., 2014)

Ability to apply clinical skills
to another context

A more challenging environment or a low
resource setting

‘They gained hands-on experience of care and developed a
keen awareness of how the principles of nursing were
applied in contexts very different from that to which they
were used.” (Thompson et al., 2000)

Ability to work with limited
resources

Being more resourceful, Ability to target
resource, Ability to find solutions despite
limited resources, Ability to work without
reliance on technology, Ability to manage in a
low resource setting, Understanding the
reasons behind lack of resources

‘The nurses and doctors there are resourceful with what
they have to use. | have learnt a lot and it has made me
think differently. (Dean, 2013)

Ability to ‘get the best out of
people’

Encouraging people to work together
Empowering people to recognise their own
strengths and to take possession of their own
work/projects

Ability to assess the capability of others
Encouraging people to work together

‘empowering them to recognise their strengths and not
deskilling them’ (workshop participant)

Ability to manage risk

Manage risk in advance, Evaluation of
environment, Understanding the clinical
importance of risk management,
Understanding the wider implication of
poorly managed risk

‘to manage risks they would not normally be exposed to’
(Morgan, 2012)

Ability to negotiate with
multiple stakeholders

‘Improved skills of negotiation with multiple stakeholders’
(Jones et al., 2013)

Ability to make independent
clinical decisions

Ability to make an urgent decision in an
emergency, Dealing with uncertain outcomes

‘More independent clinical decision making, eg in an
emergency situation’ (workshop participant)

Ability to manage time and
prioritise

Ability to respond quickly in an emergency,
Prioritisation of limited resources
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‘time management and prioritisation’ (workshop
participant)



Ability to work within a
system with unfamiliar power
systems

‘power relationships very difficult to manage’
‘understanding the power context’ (workshop participant)

Ability to fulfil future
leadership roles

‘prepare them for future leadership roles within their
profession’ (Kiernan et al., 2014)

Ability to plan and organise

Able to set direction

‘planning and organisation’ (Pearson et al., 2014)

Ability to improve service

Including renewed enthusiasm for service

improvement

‘service improvement’ (Young et al., 2014)

Ability to transfer skills and
knowledge to another context

‘applying those skills in a different context’ (workshop
participant)

Ability to work towards
solutions

Solution focused approach

‘solutions despite resource constraints’ (Kiernan et al.,
2014)

Ability to find facts to solve
problems

‘They all recognised improvements in their ability to
problem solve’ (Longstaff, 2012)

Ability to make decisions

Understanding who the decision is for, Taking

action on decision, Make judgements

‘better able to make decisions and take action’ (Kiernan et
al., 2014)

Ability to co-operate

‘enhancing their own cooperation and communication
skills’ (Baguley et al., 2006)

Ability to work as part of a
team

Understanding team group norm, Perception
of roles within the group, Managing personal

objectives within a group

‘At a professional level, the experience enhanced team-
working skills’ Longstaff, 2012)

Ability to develop friendships

Relationship formation skills, Developing

new friendships

‘fostering friendships’ (Smith, 2012)

Ability to build a global
network

‘They provide opportunities for personal and professional
development of staff and promote the development

of friendships and supportive networks between diverse
communities"’ (Bagguley et al., 2006)

Ability to give and accept
praise
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‘Appeared to be related to the giving and accepting of
praise. In this context praise was meaningful and valued and



often contrasted with the inanition of the home situation’
(Greatex-White, 2008)

Ability to disseminate best ‘fosters international networking, which leads to the
practice globally dissemination of best practices’ (Horton, 2009)
Ability to be professionally Wider view of profession, Intellectual ‘a wider view of their profession’ (Horton, 2009)
competent development, Reminder of professional
responsibilities, Stronger work ethic
Developed research skills Grant application skills, Greater research ‘Experiential engagement with research is a desirable
skills outcome’ (Pearson et al., 2014)
Ability to present work Greater presentation skills ‘Ive seen them change considerable as people — by the end

they are standing up and presenting their work and they
really value that.” (workshop participant)

Ability to write reports and ‘I believe this not only enhances my effectiveness as an
academic pieces NHS consultant, hut also the lecturing, teaching and writing

that I do reflects favourably on my hospital and university.’
(Banatlava, 1997)

Ability to apply knowledge Relating experiences back to UK, Using ‘Renewed enthusiasm for service improvement’
gained in host system to the knowledge gained overseas to improve UK (Conference)
UK systems
Ability to cope Better coping strategies, Ability to deal with ‘I am more adaptable and can cope much easier with
knock backs, Being unfazed by things, change’ (Longstaff et al., 2012)
Learning to deal with stress
Ability to adapt social normsto Change behaviour to fit with social norms ‘transcultural adaptation’ (Button et al., 2005)
meet needs of another culture
Ability to lead by example ‘Leading by example with consistency and perseverance
can be successful ways to improve practice’ (Dowell et al.,
2014)
Ability to exchange ideas with Communicate effectively with those from ‘interpersonal skills to live and work together with people
those from another culture another country or culture of all nationalities

and cultures’ (Paterson, 2014)
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Ability to encourage others to
take responsibility for own
health

‘encourage taking responsibility for health’ (workshop
participant)

Ability to manage self

Own expectations, Self-reliance, Self-
management, Self-assurance

‘self-management’ (Lumb, 2014)

Ability to manage projects

| gained significant experience in report writing, project
planning, managing budgets and particularly human
resources (Young et al., 2014)

Ability to think through
problems in a logical way

Analytical thinking, Lateral thinking

‘The experience of clinical practice in a low resource
environment stimulated lateral thinking’ (Lee et al., 2011)

Ability to establish
communication systems

Formal and informal

‘Establishing communication systems, both formal and
informal.” (Leather et al., 2010)

Developed teaching skills

Greater training delivery skills

‘But nurses/midwives - confidence and skills really
increase, don’t do teaching in the UK’ (workshop
participant)

Ability to use evidence based
practice

Ability to apply theory

‘Use evidence-based practice effectively

and develop a broader and more sophisticated
understanding

of occupation’ (Dowell et al., 2009)

Ability to speak host language

‘Some people would learn new language, this could depend
on how rural you are’ (workshop participant)

Attitudes

Confidence to work in other
locations

Confidence to move to another city/country
Working with UK multicultural/ underserved
populations

‘to live and work independently in a new community and
culture.” (Morgan,2012)

Independence ‘Autonomy/independence’ (Kiernan et al., 2014)
Integrity ‘integrity’ (Young et al., 2014)

Diplomacy ‘utilising diplomacy skills’ (workshop participant)
Humility ‘Knowing that you are sometimes wrong’ (Conference
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Judgement Non-judgemental attitude “Yes and taking things less as face value and less

Changed self-judgement judgemental.” (Workshop participant)

Proactivity Using initiative ‘initiative’ (Pearson et al., 2014)

Increased cultural sensitivity Sensitivity to reasoning behind cultural ‘It involves an awareness and acceptance of cultural
differences differences’ (Paterson, 2014)

Sensitivity towards feelings of minority
Sensitivity towards language barriers

Increased respect for other ‘an understanding of and respect for other cultures’

cultures (Horton, 2009)

Reinforced ethnic and cultural  Positivity about being British Having become a foreigner in the host country, there

identity remained a sense of being tied to the home culture

(Greatex-White, 2008)

Patience and tolerance Accepting and working at other peoples pace  ‘made them more tolerant of others’ (Thompson et al.,
More tolerance 2000)

Increased confidence In caring for clients from another culture, In ‘Confidence about caring for clients whose culture differed

quality improvement methods, To take bolder from their own’ (Briscoe, 2013)
steps, Self-confidence, Confidence in

professional ability, In ability to address

challenging situations

b

Flexibility and adaptability Acceptance of other ways of working, ‘Flexibility/humility: Accepting different ways of working
Adaptation to responsibility, Able to adapt (workshop participant)
more easily to unfamiliar situations, Able to
cope more easily with change, Able to
manage change, Gaining a wider perspective,
Understanding the flexibility of roles

Emotional intelligence Changed engagement with self, Knowledge ‘emotional intelligence’ (workshop participant)
and world
Appreciation of importance of  Empathy ‘greater empathy and understanding’ (Button et al., 2005)

care and compassion
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Changed perception of
otherness

Understanding importance of being a friendly
stranger in UK, Experienced feeling like a
foreigner whilst away

‘Learning cultural differencesgave students the rare chance
of being in a minority status, with the consequential
experience of living and surviving in a foreign culture — an
experience that students reported as ‘more valuable than a
mere excursion’ (Morgan, 2012)

Appreciation of excellent
human resource in the NHS

Multidisciplinary teams, HR structures,
Appreciation of own profession,
Understanding hierarchy and the importance
of each person within it, Interaction between
healthcare professionals

‘Through lack of team working they appreciated Resources
- material and human’ (workshop participant)

Appreciation of having the
right tools and equipment to be
able to do the job

Resources: technical equipment, disposal
equipment, cleaning products and protective
equipment

‘greater appreciation of the resources’ (Lee et al, 2014)

Appreciation of free universal
health

NHS system of free healthcare for all
Privilege and opportunity for UK citizens,
Understanding the expectations that are
placed on NHS by service users

‘able to comment and reflect on issues around the perceived
inequalities of insurance based healthcare systems’
(Standage et al., 2014)

Appreciation of clinical
governance procedures within
NHS

Waste disposal, Audit, Teamwork, Education
system, Tests and investigations,
Understanding that systems are not restricting

‘And a greater understanding of why we need to do the
things that we do, like gaining consent from a child’” —
(Standage et al., 2014)

Organisational Outcomes

Increased staff knowledge and
skills

Increased staff knowledge of low cost
healthcare,

More knowledgeable staff, Staff able to
discover better ways of doing things, Staff
more aware of waste reduction

‘makes people more adaptable when they come back
because in some areas if you haven’t move ward for twenty
years, it is trauma just to be asked and work in ward X in
the same hospital isn’t it? If you’ve got somebody that has
been exposed to a range of environment, they’re more likely
to cover shifts.” (workshop participant)

Increased international
reputation of NHS

Greater fulfilment of social responsibility)
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NHS becomes a more
attractive employee (If offers
staff opportunity to volunteer)

‘Link attracts potential staff” (Baguley et al., 2006)

Increased patient satisfaction

Staff better able to respond to UK
multicultural populations, Staff have greater
relationships with multicultural patient
population, Staff more in tune with patients,
Staff more aware of individual needs of
patients

“"Patient experience and dignity : understanding of patients
from different areas’ (Jones et al., 2013)

Medical school more attractive
to students (if allow students to

‘medical school benefits (programme are increasingly
attractive, potentially providing a strong tool for

go abroad) recruitment);” (Miranda et al., 2005)
Increased workforce ‘Increased workforce productivity’ (Jones et al., 2013)
productivity

Reduction in NHS drop outs

Increased staff retention

‘Attraction & retention of (more/better quality) workforce’
(Jones et al., 2013)

Increased international
reputation (of UK)

‘96 per cent of health professionals interviewed for the
study thought that the reputation of the NHS could only be
enhanced by involvement in international health links.’
(Longstaff, 2012)

Miscellaneous outcomes

Upper hand when competing
for careers

‘working internationally is beneficial when competing for
future employment’ (Paterson, 2014)

Increased job satisfaction

Increased motivation and morale with
profession, Renewed passion for work, Sense
of reward

‘They came back with greater job satisfaction’ (Longstaff,
2012)

Influence career pathway

Affects specialism choice, Exploration of
potential career pathways, Persuing careers in
primary care, family practice, and public
service, Sub-specialism in global health,
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‘Such broadening experiences are recognized to impact
upon the likelihood of working with underserved
populations, and pursuing careers in primary care or public
service’ (Lumb, 2013)



Teaching or lecturing careers, Teaching
responsibilities within clinical position

Refreshment and Coming back to UK refreshed and ‘with a rekindling of that initial desire to ‘‘change the world
reinvigoration reinvigorated, Bringing new ideas to UK and help people’’ and refresh those values underpinning
their initial vocational drive to enter the profession.” (Lumb,
2013)
Personal satisfaction Personal achievements and challenges, New ‘an opportunity to travel, experience and work in a different
experiences, Experiencing a different setting, and to make a positive impact’ (Elanaway et al.,
lifestyle, A holiday, Personal fulfilment 2014)
Increased motivation to learn a ‘Enhanced your motivation and/or ability to learn a foreign
language language after returning to Northern Ireland?” Thompson
(2000)
Development of a new Revising assumptions , Reassessed outlook on  ‘they were beginning to see differently and to compare
perspective life, Seeing things differently, Changed world aspects of the host environment with those of home, leading

views, Changed outlook, Look at everything  to new perspectives on life’ (Greatex-White, 2008)
in a new light, Openness to new experiences,
Put things into perspective

Escapism Escape from agendas and workload, A chance ‘they want to escape the hassle of home.” (workshop
to take time out of training and practice, participant)
Space to think and clarify career objectives

Negative Outcomes

Costs to British patients Bringing tropical illness to UK ‘it is not uncommon for a few students each year to return
from their elective unwell, with some of the infectious
diseases occasionally brought back from electives not
becoming apparent for some time, e.g. tuberculosis or
malaria. This has significant public health implications’
(Lumb, 2013)

Developing redundant or bad Non-transferable skills, Bad habits , ‘They may be left to ‘do their best’
skills/attitudes Deskilling, Overconfidence in ability, Poorer  to manage heavy workloads with limited or no supervision,
communication skills, Loss of confidence leading to the acquisition of poor practice habits.’

(Barnabas, 2012)
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Difficulty getting the job you
want on return

Permanent jobs or training contracts

‘ Many of them experienced discouragement and warnings
of""career suicide™" when proposing to opt out from
accepted career pathways in Britain to work in the
developing world for a short period” (Connelly, 1995)

Loss of trained staff

Utilisation of key staff time, Financial cost of
losing staff, Having to find cover for staff

‘Trained staff leaving their post following links’ (Jones et
al., 2013)

Negative perceptions of NHS

Reputational
When program run badly

‘ Negative perception of the UK institution where links are
run badly’ (Jones et al., 2013)

Distracted staff

‘Distracts staff from their work at the institution’ (Jones et
al., 2013)

Exposure to ethical dilemmas

To work outside of competency, Lack of
regulation, Too much responsibility

‘ to encounter challenging ethical scenarios, particularly
those students venturing to developing countries’
(Banatlava, 1998)

No recognition of accreditation
upon return

¢ training and accreditation issues,” (Banatlava, 1998)
¢ Lack of accreditation/recognition’ (workshop participant)

Reduced experience and
exposure to

UK procedures, protocols and
research

No experience with NHS procedures that
don’t exist in host country, Missing out on
formal training and conferences, No
experience with chronic disease management
over time, No experience with health
conditions that are common in UK and not in
host country, Unaware of NHS protocol and
updates, Loss of professional networks and
relationships

¢ Referral experience more limited’ (Kiernan et al., 2014)
‘Things might be outdated’ (workshop participant)

Affects professional
progression

Lengthens training, Less time to prepare for
exams, Loss of partnerships

‘The threat of having to 'retrain' is ludicrous when I am
working in a developed country in a primary care setting
essentially modeled on the British system’ (Smith et al.,
2012)

Negative colleague perceptions

Colleagues have to cover
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¢ Negative perception of gaps in training programmes’
(workshop participant)



Use of time

Annual leave, General time consumption

¢ Staff generally use their annual leave for the trips’ (Dean,
2013)

Professional revalidation issues

For consultants

¢ "Another common barrier was keeping up appraisal in
light of the recent changes to GP
revalidation:" ° (Young et al, 2014)

Litigation Legal issues involving clinical/professional ¢ clinical-professional risk- litigation,” (Morgan, 2012)
risk
Security Exposure to aggression, Violence and death, ‘examples range from involvement in criminal activity

Becoming a victim of crime, Political unrest

(either as perpetrator or victim),” (Lumb, 2014)

Carbon footprint

¢ Another health and safety issue is the carbon footprint’
(Pearson et al., 2014)

Culture shock

‘Culture shock” due to the contextual differences and

challenges faced in resource poor settings.” (Jones et al.,
2013)

Environmental and
infrastructural risk

‘ physical risk to person- environment, infrastructure,’
(Morgan, 2012)

Extreme nationalism towards
UK

‘developing negative attitudes towards host culture- causes
retreat back to culture of origin and even extreme
nationalism’ (Greatex-White, 2008)

Experiencing negative feelings

Feeling as though imposing on UK colleagues
to provide cover, Feeling out of depth,
Frustration, Guilt and regret about death

‘I was subjected to the feelings of guilt and regret which
accompany the death of a patient under one's care’
(Robinson, 2014)

Financial loss

Costs of getting involved, Loss of earnings,
Loss of pension or employment entitlement

‘costs of getting involved’ (Dean, 2013)’

Health consequences

Animal bites, Tropical diseases, Sexually
Transmitted Disease, Injuries and transport
accidents, Infection, Jet lag, Skin disease

‘11.1% were concerned that they

had placed themselves at risk of HIV and STIs. Unprotected
sexual intercourse was the most commonly reported reason’
(Wyler et al., 2012)

Psychological consequences

Depression, Anxiety, Stress, Nervousness

‘Psychological problems on return from their placements’
(Wyler et al., 2012)

Exhaustion and burn out
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Loneliness Isolation, Social isolation, No or few friends  “you will often be doing lone working which will be very
in host country high risk and that happens an awful lot.” (workshop
participant)
Missing things at home Missing life in the UK, Time away from ‘ time away from their family’ (Button et al., 2005)

family and friends

Loss of interest in global health Negative perceptions of volunteering and
and international placements international placements

‘ Many reported negative experiences and never wanted to
do it again’ (Conference speaker)

Socio-cultural risk

Exposure to corruption, Experiencing
resistance to western influence

‘Socio-cultural risk- dress like them, didn’t want English
influence, corruption’ (Morgan, 2012)

Become judgemental

‘Go home with a judgmental opinion of some of the people
I look after.” (workshop participant)

Table 4: Table of potential variables, higher order themes, lower order components and examples from the literature

Higher order

Lower order Components

Examples from data

themes

Environmental

Ethics Are local patients informed of the risk? “For example, it was not uncommon at first for an
Corporate and social responsibility anaesthesiologist to encounter a complex paediatric patient
Do patients come first? having major surgery in the operating theatre where she was
Levels of standards expected to proceed with anaesthesia without question and
Health and Safety without preparation of adequate drugs or equipment.” (Kinnear,

2013)
Funding Consistency of funding for project “The period of external funding is drawing to a close and the

Finance plan for project
Funding from a charity or grant
Volunteer funded by sending organisation

link needs more regular and predictable funding to ensure
sustainability.” (Baillie, 2009)
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Volunteer fundraising

Support of a health link partnership
Self-funding

Specific funding for training

“All international experiences are financed by the students
either by assistance from grant awarding bodies, fund raising
activities or personal finance.” (Thompson, 2000)

Decision of host
countries needs

Needs Assessment by both parties
High income party decides
Host country decides

“In South Africa, for example, the government tries to fill all
clinical posts with local doctors. Only when a post has not been
filled by a local doctor does the government seek external
applications for which UK GP trainees can apply.” (Kiernan,
2014)

Healthcare facility
factors

Does the environment favour flexibility

Does management allow people to become multi-
skilled

Level of organisational support

Use of specific activities/sessions for learning
Volunteer exposure to numerous systems
Opportunities for exposure to culture outside of
hospital

Differences in protocols

Licensing and professional regulations

Level of corruption

Are volunteer skills best utilised?
Encouragement and motivation of volunteers
Financial and human resources

Criticism of project/volunteers

Mobility of local staff

Existence of local role models

Number of times volunteers and local professionals

engage

“This support is, by necessity, mostly provided by the host
supervisor, and home medical schools in effect delegate their
duty of care to the host.” (Lumb, 2014)

"Students should be exposed to a variety of nursing experiences
within the host country. This would give them a broad spectrum
for comparisons between cultures, nursing practice and health
care delivery in those cultures” (Button, 2005)

Benefits for host
organisation

Donations
Material/financial benefits
Payment for supervision

"each trainee must recognise the need for reciprocity when a
community contributes to his or her education. This might
manifest through the provision of resources, such as books and
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surgical supplies, of teaching and new ideas, or of money, which
could be reallocated to meet local need." (Banatlava, 1998)

Income of host Low “They therefore concluded that there was no significant
country Middle difference in level of knowledge and skill gained by going to a
High developed or developing country” (Button, 2005)

Commitment of
local staff to

Staff time pressures
Empowerment of local staff

"It was reported that some overseas staff are wary of offering
constructive criticism, not wishing to appear ungrateful

project Involvement of hospital leaders (Baguley, 2006)
Project use local experts "As this host explains, two prominent negative aspects are
Local perceptions of volunteers insufficient input and time” (Pearson, 2014)
Value of volunteer opinions

Difference Cultural distance between host and origin country “The greater the cultural differences of the international

between host and
origin country

Level of cultural immersion
Severity of communication difficulties
Shared values and cultural fit

placement, the greater the impact.” (Thompson, 2000)

NHS and UK Accreditation "This placement is recognized by the (UK) Royal College of
Factors Existence of returner schemes Anaesthetists to count towards training, and these trainees will
Bureaucracy all have completed their Royal College examinations before the
Political Climate in UK trip.” (Button 2005)
Recognition of benefits by NHS/UK organisation "Many forward-thinking NHS trusts actively support
Trust, deaneries and PCT’s support and influence relationships with overseas organisations but barriers remain."
Support of UK colleagues (Dean, 2013)
Relationship Dependence on one-another “Links are not properly established until a visit has given
between hostand  Quality of communication collaborators time to become familiar with each other and to
sending Collaboration plan the first year, at least, of their work together.” (Parry, 1998)

organisation

Differing expectations

Equality of input

Ground rules and protocol

How the link is set up
Multi-departmental partnerships
Registered links i.e. THET

“Links forged as trainees on these initial UROLINK visits have
often been strengthened, and centres where these trainees have
become consultants are now ‘twinning’ to continue the two-way
exchange of experience.” (Gujral, 2002)
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Sensitivity to local contexts
Sustainability of relationship

Length of relationship
Uni-professional or multi-disciplinary

Level of
supervision and
support

Mentor in UK

Support in UK

Supervision from western staff residing in host
country

Linking of senior and junior volunteers
Supervision from local people

Support structure in host country

Access to HR

“’less support from organisational structure, developed skills as
a result’ (workshop participant)

‘the supervision styles of host supervisors as the major
challenges faced ‘(Horton, 2009)

Existence of other
similar project in
areas

Over-crowding of volunteers in hospitals
Support from others volunteers in another project

"specialises in delivering high-quality primary health care in
very hard to reach communities, where government service
provision is non-existent and where there are very few other
NGO projects” (Nunns 2011)

Focus of project

Agreement of focus

Focus on mutual benefit

Alignment of project with host country health plans
Capacity building focus

Service delivery focus

Developmental focus

Sustainability focus

Training focus

‘For IMV placements to work, both host and volunteer need to
have realistic goals and a common understanding of the aims of
the placement.”(Elnaway, 2013)

‘The most commonly-reported roles overall were clinical
service delivery in a non-emergency setting’ (Seo, 2012)

Practical Factors

Travel
Accommodation
Use of travel agent
Documentation

some students plan their electives in groups, all travelling to a
particular destination. This process often involves students
planning a travel experience rather than a learning experience.
(Miranda, 2005)

Structure of the
programme

Aims developed by volunteers themselves
Informed by other similar projects
Informed by literature

‘undertaking project work, particularly if beneficial to the host.’
(Lumb, 2014)
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Coercion

Continuation of project by other volunteers
Involvement of local governments

Countrywide initiatives

Do volunteers have a project?

How project is managed (i.e., well run)

Existence of guidelines and frameworks
Commitment/time allocation/number of UK admin
staff

Programme tailored to volunteer needs

Spread of volunteers throughout the year

Quality control of services provided by volunteers

"It may have been helpful to obtain more input from similar
programs at an earlier stage of planning, and it would be helpful
in the future to establish formal links

between programs or a forum for discussion” (Kinnear, 2013)

‘degree of developing country ownership’ (Smith, 2012)

Length of Long term ‘the average time out being 12 months, you really have time to

placement Short term get to grips with trusting people when you are volunteering that
Adjustment it takes that long before you can kind of be comfortable with it.’
Short re-occurring trips (workshop participant)

Project Evaluations during placement “The collection and application of feedback from hosts and

evaluations Post-placement longitudinal evaluation volunteers, as well as the assessment of impact of such

placements, are vital for ensuring that potential harms are
mitigated and beneficial outcomes maximised (Elnaway, 2013)

Project retention
and recruitment of

Volunteer drop out
How are volunteers recruited

‘Retention of staff” (workshop participant)

volunteers

Assessment and Existence of set learning outcomes and objectives ‘it’s all about gaining global health knowledge, so that’s their

Education Use of assessment basic outcome, there’s no assessment, its quite fluid” (workshop
Use of model to facilitate contextual understanding participant)

Time of In advance ‘Communications between Hereford and Muheza are difficult so

programme In country details of each programme are arranged on arrival’ (Wood,

arrangement 1994)

Training and Appropriate training and preparation before ‘the intensity of the learning experience and pretrip preparation

preparation

placement

had a greater influence’ (Button, 2005)
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Contact with previous volunteers
Debriefing

Encouraging people to share experience
Set training and preparation events
Health monitoring

Meeting in UK

Training and preparation in country
Volunteer involvement in planning

‘subsequently question the actual benefit of their placement. Of
note, this was despite the fact that all had received
comprehensive pre-placement briefings and documents, and had
had contact with previous volunteers’ (Elnawaway, 2013)

Type of
organisation

Health Partnership

Existing organisations
Commercial involvement
DIY/self-organised

Remote or physical volunteering

‘Links forged as trainees on these initial UROLINK visits have
often been strengthened, and centres where these trainees have
become consultants are now ‘twinning’ to continue the two-way
exchange of experience.’ (Gujral, 2002)

Transferability of

Non-transferable skills

‘Areas in which responders were most easily able to transfer

skills learnt Skills latency period competencies to the UK to a moderate or significant degree
Context dependency of skills were personal qualities (such as self-awareness and integrity)’
(Young, 2014)
Volunteer Different disciplines of volunteers in project ‘A broad range of departments become involved and a variety of

dynamics within
project

Number of volunteers in the project
Social support from other volunteers in country
Planned travel to destination as a group

activities are developed with the partner institution in the United
Kingdom...This is preferable to a medley of individual links
from a number of different institutions.’ (Parry,. 1998)

Intra-personal Variables

Choices
made/behaviour

Desire to become culturally sensitive
Wanting to work outside of competency
Willingness to work in dangerous situations
Use of stress reduction strategies
Understanding of local context
Communication with friends/home

Feeling like a foreigner

Being realistic about achievements
Engagement with project

‘a LMI country may present a temptation to students to
undertake medical care or procedures which they would not be
permitted to perform at home’ (Lumb, 2014)

‘learning the local language will enable nurses to succeed in
developing relationships with patients

or nursing students. In doing so, they will begin to move to the
third level of cultural competence’ (Paterson, 2014)
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Willingness to learn language
Perception of placement as negative or positive

experience
Motivations for Professional/career motivations ‘unclear whether those who participated
international Personal wanted to learn from the experience or whether they saw
placement Cultural themselves as aiding the perceived ‘unfortunate’’ (Button, 2005)

Recognition from peers
Desire to help other

Differences
between
volunteers

Level of advanced preparation

Age

Locum posts before or after

Have individuals volunteered before?
Stage in professional career

Level of experience

Use of professional leave

‘the range of professionals that aren’t qualified so they have to
be supervised when they go out” (workshop participant)

‘In practical terms, overseas working may be more accessible to
younger GPs who

have fewer family and financial commitments and may take up
international work during training or during periods of job
transition’ (Smith, 2014)

Opportunities

Opportunities for
reflection

Critical reflection

Set reflection tasks

Debrief

Self-reflection when choosing a placement
Time for post-placement reflection

‘the process of critical reflection was uncomfortable for some.
Critical reflection facilitated in a safe place may support
individuals to transfo