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1. Academic Focus and Research Rationale
1.1 Purpose of the research study
The topic for this dissertation project will be;
‘Evaluating levels of engagement in management and leadership amongst junior doctors within an NHS hospital’

1.2 Problem definition and Research Rationale
Within the National Health Service (NHS) there are different grades of doctors. Doctors in the National Health Service who have graduated from medical school but are not yet specialist consultants are known collectively as Junior Doctors. These junior doctors rotate through different hospital placements as part of their training. Additionally, there are different managerial roles within the NHS. However, there is a clear distinction between doctors who take on managerial roles and managers who are not doctors. Understandably, doctors of different levels of seniority will have different managerial roles.

Jagger (2015), Health Education England (2018), and Aggarwal and Swanwick (2016) emphasise how hospitals where doctors are involved in leadership and management have better outcomes. Other benefits of doctors being involved include reduced mortality, increased patient satisfaction, increased quality of care, and increased staff well-being and engagement (Doherty et al, 2018). Currently, some doctors take on leadership and management roles, but not all. Additionally, these roles are taken up by consultants and less so by junior doctors. This is despite Aggarwal and Swanwick (2016) and Health Education England (2018) noting that there are 50 000 - 60 000 junior doctors in the NHS working on the front line of patient care delivery. Jagger (2015) describes them as the “eyes and ears” of the hospital.  Micallef et al (2014) expand on this by describing how junior doctors;
· Work in close proximity to patients, relatives and other healthcare workers.
· Use the hospital systems regularly e.g. ordering investigations, prescribing, discharging patients and referring to other services.
· May have a more open approach to changes due to them being less vested in current practices.
· Work in different hospitals through their rotating placements, and so can experience and share knowledge of new practices.

Additionally, junior doctors tend to know where change is required (Brown et al, 2012). Therefore, this makes them a good strategic target for improving outcomes, especially because they are on the frontline. Indeed, Jagger emphasises how not involving the junior doctors in leadership and management would be a waste of their most productive and innovative years. 
Consequently, the purpose of this study will be to determine to what level junior doctors in one particular NHS organisation are engaging in management and leadership activities. Recommendations will then be made to the relevant stakeholders to increase junior doctors’ participation in leadership and management if required. There are many stakeholders in this, including the junior doctors, patients and the NHS. The business academic communities may also be able to use this information in their analyses of the state of NHS resources and how we can improve healthcare. The professional communities may be able to use the data from this project to inform their strategy on improving the NHS.

1.3 Literature Review
A literature search was performed and found only a few studies specifically looking at the levels of engagement of junior doctors with management and leadership activities. The following search terms were used in databases such as MEDLINE, Education Resources Information Centre, Google Scholar, Web of Science, BASE and Semantic scholar.

“(Junior doctors OR Trainee doctors OR Doctor OR Clinician OR Physician ) AND (manager OR management OR leadership)”

However, I was able to identify 2 studies with similar elements to the one which I am proposing. Firstly, Schoenmaker et al (2013) carried out a study determining junior doctors’ perceptions of their own management skills and their need for management training. The authors based their study on their argument that management training amongst junior doctors receives little attention. Overall, they found out that junior doctors feel that they have moderate competency in management skills and 71.3% said that they would like further management training. This is useful information I can use for my study because it justifies the need for increasing junior doctors’ engagement in leadership and management training and roles. However, the validity of the results may be affected by the fact that the authors did not also pose the same questions to the other staff members, and maybe even the patients, who may also be able to offer insight on the junior doctors’ skills. This is important as the junior doctors’ may not have an accurate view of their own skills or needs and the authors acknowledge this. Additionally, the study was carried out in Australia which has a different healthcare and training system. This makes the results less generalisable to my research setting in the NHS in the UK. 

Additionally, the authors sent an email questionnaire to a significant number of participants (1376), but had an overall very low response rate of 16%. This low response rate, acknowledged by the authors, can reduce the validity of the questionnaire, as the inherent self-selection bias means that we do not know if the results would be different if the response rate was 100% or if the questionnaire was mandatory. The low response rate also makes reproducibility, and thus reliability, of the results even less. Nevertheless, the authors used a survey which had been used before in another study by Berkenbosch et al (2011) but in medical students, and so this could reduce the validity of their research method. It is also not clear whether the broad categories, such as organisation and finance, against which the junior doctors were asked to measure themselves, are actually relevant to them or whether the junior doctors understood these. Therefore, a pilot of the questionnaire may have been useful to help to tailor it to the participants and their environment. 

Another similar study is by Newman et al (1996). The authors assessed the attitudes of junior doctors’ to clinician’s involvement in management and the prospect of being involved in management in the future. Overall, the authors found that 90% of junior doctors felt that doctors should be involved in management, and that 87% wanted to be involvement in a management role. The study was carried out in 5 NHS hospitals. This would have made it more generalisable to my study except for the fact that the study was done 24 years ago and the NHS has changed significantly in that time period. The authors also acknowledge their small sample size. Additionally the authors had a low response rate of 20%. As discussed above, this can reduce the validity and reliability. However, the authors did pilot their questionnaire with 30 junior doctors, and this may mean that their questionnaire has a greater validity for what they are trying to investigate compared Schoenmaker et al (2013) who did not pilot theirs. 

Overall, for both studies I feel that the authors could have used another method such as a focus group to help increase the depth of their answers and generate more meaningful answers and the reasons behind the answers. I will certainly be using a webinar which is a live interactive online discussion, alongside a questionnaire for my own study. I will send out online questionnaires, but also produce paper questionnaires for completion in person, to help improve the response rate. I will also pilot my questionnaire.

1.4 Gaps in literature
The studies above were focused on determining attitudes of junior doctors to their own competency and need for training, as well as to the involvement of doctors, in leadership and management. However, there was no determination of the current level of junior doctors’ engagement with leadership and management. Such data would be useful as a starting point to determine what resources or investment is required to increase or maintain engagement.

1.5 Theoretical framework
[bookmark: _Hlk512819975]There are many definitions of employee engagement. These include; involvement, satisfaction with, and enthusiasm, for work (Harter et al, 2002, p. 269); and focus towards the organisation’s goals (Macey et al, 2009, p. 7).  In my assignment on increasing employee engagement (Kashora, 2018), I discuss the Institute of Employment Studies’ (IES) engagement model by Armstrong et al (2010) shown in Figure 1. The different elements which constitute engagement are described as commitment, organisational citizenship and motivation. Simply put, the junior doctors need to be committed to the organisation and its interests, feel like they are a part of it and be motivated to go the extra mile. 

However, this model seems to be imply a unilateral exchange whereby the junior doctors give their all to the organisation. However, as per the social exchange theory rules of exchange and reciprocity, there has to be a reward for the junior doctors engaging more with leadership and management (Saks, 2006, p. 603). This reward could be monetary or non-monetary. I believe that the reward should be decided after a negation with the junior doctors, instead of being dictated by the NHS organisation. Such negotiation and comprise is also required because engagement is an element of Soft Human Resources (HR) management, not Hard, as discussed in literature by Guest (1987) and Storey (1992). 
[image: ]

Overall, as discussed above, it has been shown that increased doctors’ engagement in leadership and management leads to improved outcomes for the respective NHS organisations. This is reflected in how the Harvard Model of HRM by Beer et al (1984) includes employee engagement as one of the elements which leads to improved outcomes such as cost-effectiveness. This in turn affects stakeholders which in this case would include patients and society as a whole.  However, it is important to remember that there are so many factors which lead to improved outcomes in large organisations such as the NHS. As described by Becker et al (1997), such complex factors make it difficult to determine exactly how increased engagement leads to improved outcomes. Therefore, as well as trying to increase engagement in leadership and management, there should also be parallel research to determine what it is about the increased engagement which directly or indirectly leads to improved outcomes.

[bookmark: _Hlk512818848]However, before implementing advice on how to increase junior doctors’ engagement with leadership and management, there needs to be a formal and thorough analysis of factors which may be barriers. The environments, resources, and values (E-V-R) module described by Kew and Stredwick (2010) shown in Figure 2. could also be used as method of pinpointing problem areas in junior doctors’ engagement with leadership and management. For instance, there is a lack of uniform leadership and management training resources, lack of long term funding, lack of access to role models and lack of time due to high clinical workloads. The workplace environment is also not facilitating to leadership and management. The junior doctors are also constantly rotating into different hospital placements leading to lack of allegiance and ownership. Lastly leadership and development are not valued, and instead are a tick-box and meaningless exercise. 
[image: ]
[bookmark: _Hlk512174920]Another important model is ‘engagement journey’ illustrated by Armstrong and Taylor (2017, p. 709) in Figure 3. Identifying drivers of engagement is important here, especially because engagement is not  usually considered a Hard but Soft HRM element. Therefore, engagement with leadership and management cannot be forced on the junior doctors. As well as using this research to measure engagement, I will also be determining drivers of engagement and then making recommendations for ways to increase engagement with leadership and management. The last step would be the relevant NHS organisations implementing and then evaluating the changes.
[image: ]

1.6 Research Aims
Overall, my aim is to determine the level of junior doctors’ engagement with leadership and management development and roles, and the reasons behind this.

1.7 Research Objectives
The objectives are;
1. [bookmark: _Hlk32779139]To determine the levels of engagement of junior doctors in one hospital in management and leadership training and actual roles. 
2. To investigate the reasons for the current level of engagement, whether it is low, high or variable.
3. To determine solutions to help increase engagement with management and leadership roles.

1.8 Hypotheses
As described above, it seems that there is no strategic planning for engaging junior doctors in leadership and management. Therefore, I believe that the results will show that junior doctors have a low level of involvement in leadership and management roles and training. I will then investigate reasons for this and try and find solutions.











2.0 Methodology
2.1 Research Paradigm and methods
It is difficult to completely separate quantitative and qualitative research. Instead, it is better to view them as two separate ends of a continuum (Saunders et al, 2015). However, I chose two qualitative research methods, a questionnaire and webinar, because I not only want to determine the levels of engagement of the junior doctors in management and leadership, but also the quality of this engagement, and the reasons behind low or high levels. As Attride-Stirling (2001) describes, one of the advantages of the qualitative methods is their ability to explore and explain things. This advantage is reflected in how qualitative research uses an inductive approach and interpretive philosophy within a naturalistic context, whereby data is used to develop theory (Suanders et al, 2015). Nevertheless, there can also be testing of existing theories, thus employing some characteristics of quantitative research.
Triangulation, which will be achieved if the 2 methods yield similar results, can help to increase the overall validity of the results (Zhang and Wildemuth, 2009). Multiple methods can also offset the biases and weaknesses of using one method (Saunders et al, 2015). Additionally, the context calls for particular answers such as the magnitude and frequency of the engagement of junior doctors with leadership and management, but also for generality and contextual explanations regarding the cause of the current level of engagement and how to improve engagement (Greene, 2008). Therefore, the questionnaire can offer particular answers, whilst the webinar offers further explanation, as a form of sequential exploration. Thus, I will be using the interim results of the questionnaire, to influence the questions I will be asking during the webinar. 

I will follow the principles of questionnaire design discussed by Gendall (1998) and Saunders et al (2015), and also conduct a pilot, to help increase the validity and reliability. The questionnaire will allow me to quickly collect data from as many participants as possible (Saunders et al, 2015). However, the data tends not to be as rich despite inclusion of free text. Additionally, the validity of questionnaires can be affected by misinterpretation of the question being asked. Questionnaires can also have low response rates which can reduce the reliability of the data. Again, these issues and their solutions can be identified by piloting the questionnaire.

The second qualitative method will be a webinar. This will be a one-hour interactive live chat between myself and willing participants. I will also use the principles of good questions described by Gendall (1998) as discussed above. I will be visible to the participants on live video, but the participants will be typing their responses or questions and for myself and other participants to read and respond.  There will be no audio or video of the participants. The transcript will be stored anonymously. One advantage of a written format is that there is less time required to decipher poor handwriting or poor quality audio, leading to less data being lost. Denscombe (2014) also describes how the data may be more concise than if its original format is audio. A greater number of representative views can also be obtained compared to interviewing one person (Denscombe, 2014). 
Additionally, with an online interview, there is a time delay in responses which can lead to cautious and less valid responses being given (Denscombe, 2014). Body language, which can aid interpretation, is also not visible and it may not be possible to verify participant identity. However, it is more difficult to get a group of doctors together in one room due to work commitments and different shift patterns. The webinar provides flexibility and accessibility for the junior doctors. There is less worry about time and travel costs (Denscombe, 2014).
A webinar may also have the added comfort of being anonymous. Those who are too shy to express their opinions or who feel differently from the majority may feel more comfortable taking part and expressing conflicting views in the webinar. Participants are also less likely to talk over each other or dominate the conversation as all can type their responses. Participants can still ask for clarification of questions in real time if necessary and they can also develop their answer to make it more reflective of their true opinion. In a similar manner, I can also clarify the participants’ responses and improve validity (Denscombe, 2014). This may be more difficult with questionnaires. For instance, if the questionnaire is administered via email. 

However, just as with focus groups, it can be difficult to recruit participants and ensure that everyone contributes to the point of data saturation. The data can also be much more than with quantitative methods, and more time-intensive to analyse. Additionally, what participants say they do may not match what they actually do and this can reduce validity (Denscombe, 2014). Reliability can also be reduced due to the fact that the responses are specific to the individual and the context.

It is also important to be aware of certain research bias. For instance, reporting bias may occur in the questionnaire and webinar as the participants may only reveal some of the information or modify their responses, for reasons such as fearing repercussions or wanting to please the investigator. Alternatively, the participants may be more open to me since I am also a junior doctor. One way of reducing this bias is to reassure participants of their anonymity and that their honesty will benefit my study by providing enough data for me to make recommendations for increasing leadership and management engagement amongst junior doctors if this is what the results dictate. This will be emphasised in the Participant information sheet. 
Additionally, recall bias may occur if participants do not remember past experiences or events. This may occur when the participants are filling in the questionnaire or answering the webinar questions. Therefore, it is important to modify the question timeframes so that the participants can reasonably remember (Wasserman et al, 2009).

Another bias is self-selection bias. This is introduced by the fact that the webinar and questionnaire are not mandatory. Therefore, there is a chance that those who respond may have a different view or characteristics to those who do not take part. This can reduce the validity as the results may not be a true reflection of what is actually happening. 

Additionally, the interviewer effect should be recognised (Denscombe, 2014). Denscombe describes how the culture and gender of the researcher can affect the responses. For instance, it may lead to embarrassment with certain questions. Therefore, the research should adjust modifiable characteristics such as neutrality or receptiveness, compared to factors such as age or sex which are outside of their control. Nevertheless, Denscombe then argues that the researcher should not become cold and lose rapport with the participant as this can also affect responses. Additionally, my own researcher bias may lead to my questions reflecting my own perceptions instead of being guided by the target participants. Overall, it is important to be aware of these biases when designing the study and analysing the results, in order to try and reduce this.


My research study may also be limited by it being the first of its kind and that it is set across one group of hospitals. Therefore, the results may not be generalisable but could also be used as a starting point for larger scale research.

2.2 Data Collection	
[bookmark: _Hlk499410371]My inclusion criterion will be junior doctors: my exclusion criteria will be medical students and consultants. I will use convenience sampling of junior doctors currently working in the NHS hospital trust where I work. My target is to get the questionnaire completed by at least 100 junior doctors to be able to obtain meaningful data which can be analysed. Newman et al obtained a 20% questionnaire response rate and I hope to have a similar or higher; this would mean sending the questionnaire to at least 500 junior doctors. This is achievable as, large teaching hospitals, such as the current conglomerate of hospitals I am working in, tend to have at least 500 junior doctors at a time (Bagnall, 2012). 

I received permission to conduct the study from the administrator who manages the junior doctors’ education and training at the teaching hospital trust where I currently work. Overall, this was less time-, and resource-, intensive than pooling all the eligible participants in a region or country and then randomly selecting participants until the required target number is met.  However, the results may suffer from sampling bias which may affect the reliability.  

Saunders et al (2015) describe how the number of participants in a group interview can range from 4 to 12 and this is what I will aim for. Too small numbers may not provide enough interaction or depth of data, and too large may be too disorderly, leave little time for participants to express themselves, and produce an overwhelming amount of data (Rabiee 2004; Bloor 2001). However, the group size is likely to be dictated by logistical issues such as whoever is free to turn up (Bloor, 2001).

2.3 Data Analysis
All data will be anonymised. The analysis will take various forms. However, as discussed by Zhang and Wildemuth (2005) qualitative content analysis takes the form of themes instead of statistical significance. Some of the data, such as the number of participants currently in leadership and management roles, could be analysed in a quantitative manner, such as percentages. Consensus on certain issues could also be determined using percentages if there are similar themed responses from participants.
For the free text questions and the webinar, especially data explaining reasons for this level of engagement, I will use manual thematic coding to analyse the data. This will follow the steps described by Zhang and Wildemuth (2005). 
Wasserman et al (2009) also describe how the investigator’s political and social values, amongst other personal attributes, can cloud the interpretation of the data. Therefore, I will also reflect on, and challenge, my own assumptions and beliefs to ensure that I do not influence the validity or reliability of the data. However, my researcher bias could still influence the data analysis and conclusions drawn from it. Therefore, Zhang and Wildemuth (2005) also recommend increasing validity of the data by seeking clarification from participants about what they meant. Another solution is having a clear documentation of the coding process, and this can also increase reliability. Additionally, reliability can be increased by having inter-coder agreement when samples of text are coded. Overall, the study questions will drive the analysis and allowed me to get rid of irrelevant data as advised by Rabiee (2004). However, I will also allow themes to emerge from the participants’ own input, especially those which are repeated.
	
2.4 Ethical consideration
An ethics proposal will be reviewed and approved by the University. Adherence will be made to the University’s ‘Research Ethics and Integrity Code of Practice’ throughout this dissertation. This follows the advice of Saunders et al (2015) that ethical considerations should be made throughout the research process, from the initial planning of the research, collecting data, to reporting the data.
Informed and voluntary consent will be obtained. The participant information sheet will also emphasise anonymity of data collected from the questionnaire and webinar. The participants will be reassured that their individual views will not be shared with their employing hospital or training deanery. The participants will be informed that participation is voluntary and that they can withdraw from the project at any point, without any adverse consequences. This emphasises the advice by Miller and Bell (2010) that consent, and overall ethics, should be constantly negotiated between the participant and the researcher. Overall, there will be constant ethical consideration of confidentiality and data access will be restricted to those involved (Denscombe, 2014).














3.0 Resource and Time management
[bookmark: _Hlk32115205]Once the research proposal has been approved, I will then embark on designing a questionnaire and webinar questions. I will first test out the questionnaire amongst 20 participants to improve things such as usability, structure and clarity of the questions. I will also pilot the webinar with 5 participants. Once the questionnaire is finalised, I will then distribute it to at least 500 junior doctors at my local group of hospitals, via an online link and also through paper copies. I will also conduct the webinar. I currently work for the National Health Service and will ask permission from the postgraduate education department who manage the junior doctors’ training and education. I will emphasise that the data will be confidential and that the project is not being sponsored by the NHS. 

Dissertation Planning
Proposal; I am planning on having the proposal finalised by February 2020, as well as starting the literature search.
Literature Review; Once I have conducted literature searches, I will then complete the introduction and literature review and methodology by February 2020: I have already created a drafted
Research Design; I aim to complete the survey design and then data collection by February 2020: I have already created a draft
Results: I will then analyse and write up the results by April 2020. 
Thesis write-up; I am aiming to complete the thesis write up (including the discussion, conclusions and recommendations) ready for submission in May for the June exam board. 
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