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ABSTRACT

Introduction: Detecting sources of stress of medical students is important for planning wellness program to improve their psychological wellbeing. One of instruments to detect the sources of stress is the Medical Student Stressor Questionnaire (MSSQ). A systematic review was performed to find out evidence to support its validity in term of content, response process, internal structure, relation to other variables, and consequences. Method: The author planned, conducted and reported this study according to PRISMA (Preferred Reporting Items for Systematic reviews and Meta-Analyses) standard of quality for reporting meta-analyses. Systematic search was performed on EBSCOhost, Scopus, Proquest, PubMed, Web of Science and Google Scholar databases. Result: The author yielded 613 relevant articles based on search terms, 44 articles had used MSSQ, and after critical appraisal, only 18 articles provided evidence to support validity MSSQ and thus were included in the systematic review. Conclusion: This systematic review supports the validity of MSSQ in relation to content, response process, internal structure, relations to other variables, and consequences of its scores. MSSQ is a valid tool to detect sources of stress in medical students and its results can be utilised as a guide to plan wellness program or intervention to improve medical students’ wellbeing.
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INTRODUCTION

Medical training has always been perceived as highly stressful environment by students (1–3). Studies have revealed medical students experienced high prevalence of psychological distress, ranging from 21.6% to 56% (4, 5). The psychological distress is more prevalent among them compared to other students (2). In fact a longitudinal study has shown that prevalence of depression symptoms among them prior to medical training was less than 2% (1, 6) which is similar to general population (7), later the prevalence escalated up to 30% at the end of the first year medical training (1). The commonest psychological health problem among medical students was anxiety (41.1%–56.7%), followed by depression (12%–30%) and stress (11.8%–19.9%) (1, 8). These alarming signs indicate medical students’ are facing a growing psychological pressure during medical training. It should be reminded that chronic exposure to excessive psychological pressure exerts unfavourable effects on their emotional, mental and physical health (3, 9). The excessive psychological pressure could lead to unwanted consequences such as interpersonal conflict (3), sleeping problems (10), low academic and poor clinical performance (11). It could also lead to decrease attention, reduce concentration, impinge on decision making, and reduce students’ abilities to establish good relationships with patients resulting in feeling of inadequacy and dissatisfaction with clinical practice in the future (3, 9, 12). Even more, it was linked with suicide, drug abuse and use of alcohol (3, 9, 13–16). Therefore, early intervention could improve this condition.

Studies have consistently shown that stressors contributing to the high prevalence of psychological distress among medical students are related to the academic requirements (3–5, 17, 18). They found that the most common stressors were tests and examinations, time pressure, too many content to be studied, getting behind in work, conflicting demands, not getting work done within time planned and heavy workload (4, 5, 19, 20). A small number of medical students suffer from personal problems, but the effect of this on their psychological distress and academic success is unclear (18, 21–24). Curriculum differences in medical schools may not necessarily cause differences in the overall pattern of stressors, although rank of some stressors may be significantly different (19, 20). It is worthy highlighting that early detection of potential stressors could help medical schools to design appropriate intervention to improve their psychological health.

Many instruments used today measure level or amount of stress of medical students, but none specifically looking at where this stress coming from like the Medical Student Stressor Questionnaire (MSSQ) (25). MSSQ was developed with the purpose of identifying sources of stress in medical students based on the literature, expert opinions and several stress models. MSSQ has two versions that are the 40 items MSSQ (MSSQ-40) and the 20 items MSSQ (MSSQ-20). Both version of MSSQ identify sources of stress in medical students that related to academic (ARS), interpersonal (IRS), teaching and learning (TLRS), social (SRS), drive/desire (DRS), and group activity (GARS). It is a self-report, self-scoring instrument that require students to rate the intensity of stress caused by each potential sources of stress on a scale of 0–4 (causing no stress to causing extreme stress) (26–29). Since 2010, the MSSQ has been used by more than 100 users from various backgrounds (i.e., undergraduates, postgraduates, educators, specialists and researchers) and countries (i.e., US, UK, UAE, Saudi Arabia, India, Indonesia, Pakistan, Sri Lanka, Norway, many more) for training, research and evaluation (30). It was critically appraised by Salazar in 2015 (25) and the report was published in MedEdPORTAL that is freely accessible to all levels of users to encourage medical educators around the globe to evaluate the potential sources of stress among their students, and thus early interventions could be planned to alleviate the stressor. MSSQ is indexed in the PsycTESTS database published by American Psychologist Association. Despite the widespread use of MSSQ, none of study systematically reviews on evidence to support its validity. This study aimed to find out evidence to support validity of MSSQ as a tool to discover sources of stress of medical students during medical training.

METHODOLOGY

The author planned, conducted and reported according to PRISMA (Preferred Reporting Items for Systematic reviews and Meta-Analyses) standard of quality for reporting meta-analyses (31). It guides authors on ways to ensure the transparent and complete reporting of systematic reviews and meta-analyses (31). It consists of 27 checklist items to help authors to assess the benefits and harms of interventions (31). The checklist items guide authors on proper ways to determine title, writing abstracts, planning protocol for systematic review and meta-analysis, reporting results, discussion on findings and declaration of funding. Ethical review was not done given nature of research was systematic review of previously published research.

STUDY QUESTIONS

We sought to find out evidence to support validity of MSSQ from five sources (32) which are:


	Content: do items of instrument completely represent the construct? The extent of a measure includes a specific set of items to reflect content of the intended attribute to be measured;

	Response process: do items of instrument completely understood by subjects? It is concerned with the relationship between the intended construct and the thought processes of subjects while responding to the items;

	Internal structure: do items of instrument measuring the proposed constructs? It is dealing with the degree of relationship between/among items and constructs as proposed and commonly represented by reliability and factor structure;

	Relations to other variables: do measurement scores correlate with other variables? It is concerned with the relationship of measurement scores with external variables measured by another instrument assessing similar concepts or specific set of criterion. It can be represented in the form of convergent, discriminant, predictive and concurrent; and

	Consequences of a measurement: do measurement scores really make a difference? It is dealing with evidence regarding the significance of measurement scores on specific intended or unintended outcomes.


STUDY ELIGIBILITY

Broad inclusion criteria were used to present a comprehensive overview of MSSQ validity. Original research published in Malay or English language were included if they investigated any forms of MSSQ validity. We excluded any studies that did not report any of forms of MSSQ validity.

STUDY IDENTIFICATION

The author performed literature search through Systematic search of Ebscohost, Scopus, ProQuest, PubMed, Web of Science, and Google Scholar databases using search terms for Medical Student Stressor Questionnaire or MSSQ. No time limit was specified in searching and the last date of search was December 2016. Titles and abstracts of the searched articles were read through for relevance. Country, participants, method, measured outcomes, results and forms of validity evidence were the key issues of inclusion criteria for in-depth study of the full articles. Original articles must report any form forms of validity evidence otherwise they were not included in the systematic review. Other articles were searched manually from the reference lists of primary articles.

STUDY SELECTION

The author worked solely to screen all titles and abstracts for inclusion. Initial screening was performed at two phases which were titles screening and evaluation of abstract. At the first phase of the initial screening, article titles were appraised based on its relevancy to this study; relevant titles were selected for further evaluation of abstracts and irrelevant titles were excluded from the study. The abstracts of selected titles were further appraised based on the inclusion criteria mentioned previously. Articles with abstracts that fulfilled the inclusion criteria were included for detail evaluation. The selected articles were undergone in-depth appraisal based on the priori criteria for inclusion in the systematic review. The study selection was illustrated in the figure 1.

EVIDENCE SYNTHESIS

The selected articles were appraised in detail. Information related to country, samples, methods, measured outcomes, results and validity evidence forms were synthesised in the Table 1.

RESULT

Study Flow

The author yielded 613 potentially relevant articles from the databases at the initial screening process based on the search terms (Figure 1). After reading through their titles and abstracts, 52 articles were retrieved for further evaluation. Following that, 44 articles were recognised as potential articles for inclusion in the systematic review. After the critical appraisal, 18 articles were appropriate for inclusion in the systematic review, and 26 articles were excluded due to none of content reporting on validity evidence of MSSQ.

Study Characteristics

The author identified 18 studies that appropriate for systematic review with a total of 5971 medical students involved from various phases of medical training (Table 1) (26–29, 33–46). The earliest study the author identified was in 2010 (26) and the latest in 2016 (46). All of other studies (n = 16) (27–29, 33–45) were published in between 2010 and 2016. Majority of the studies were performed in Malaysia (n = 10), followed by Nepal (n = 3), India (n = 3), Romania (n = 2) and Netherland (n = 1).
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Figure  1: The systematic review flowchart




Table 1: Summary of studies included



	Study/country
	Samples
	Methods
	Measured outcomes
	Results
	Form of validity evidence



	
Yusoff et al. (2010)(26)

Malaysia


	
761 year 1 to year 5 medical students

Universiti Sains Malaysia


	
Develop MSSQ: literature and expert opinion

Validate face validity of MSSQ

Validate construct validity of MSSQ : EFA


	
Content validity

Internal consistency

Construct validity


	
Content was valid

Items were understood by students

Overall Cronbach’s alpha more than 0.8

EFA proposed 6 constructs of MSSQ with 40 items

Construct reliability ranged from 0.65 to 0.92


	
Content

Response process

Internal structure





	
Yusoff (2011) (28)

Malaysia


	
359 year 1 medical students

Universiti Sains Malaysia, Universiti Putra Malaysia, Universiti Malaysia Sabah and Universiti Malaysia Sarawak


	
To validate construct validity of MSSQ-40: EFA


	
Construct validity

Internal consistency


	
40 items MSSQ with 6 constructs were reproduced.

Overall Cronbach’s alpha more than 0.8

Construct reliability ranged from 0.70 to 0.91


	
Internal structure





	
Yusoff (2011) (27)

Malaysia


	
359 year 1 medical students

Universiti Sains Malaysia, Universiti Putra Malaysia, Universiti Malaysia Sabah and Universiti Malaysia Sarawak


	
To validate construct validity of MSSQ-40: CFA


	
Construct validity

Internal consistency


	
The final goodness of fit model was 20 items MSSQ with similar 6 constructs

Overall Cronbach’s alpha was more than 0.8

Construct reliability ranged from 0.71 to 0.92


	
Internal structure





	
Yusoff (2011) (33)

Malaysia


	
359 year 1 medical students

Universiti Sains Malaysia, Universiti Putra Malaysia, Universiti Malaysia Sabah and Universiti Malaysia Sarawak


	
Determine risk factors of psychological distress

GHQ-12 measured psychological distress

MSSQ-40

Binary logistic regression


	
Risk factors of psychological distress


	
Students who perceived academic stressors as causing high to severe stress are 16 times more risk to develop distress

Students who perceived DRS and GARS as causing high stress at higher risk to develop psychological distress


	
Consequences





	
Othman et al. (2013)(34)

Malaysia


	
164 Pharmacy students

84 Health Sciences students

UiTM Bertam Penang


	
Determine reliability of MSSQ-40


	
Internal consistency


	
Overall Cronbach’s alpha was more than 0.8

Construct reliability ranged from 0.73 to 0.91


	
Internal structure





	
Yen Yee et al. (2013)(35)

Malaysia

Netherland


	
205 pre-clinical and clinical medical students, Universiti Sains Malaysia

177 pre-clinical and clinical medical students, Universiteit Maastricht


	
Comparing stressors between two different institutions: MSSQ-40


	
Association between institutions and stressors


	
USM medical student significantly perceived more academic stress than UM

USM medical student significantly perceived more group activity stress than UM

UM medical student significantly perceived more social stress than USM


	
Consequences





	
Yusoff (2013) (29)

Malaysia


	
167 year 1 medical students

Universiti Sains Malaysia


	
Stability of MSSQ-40 over 3 measurements: reliability analysis and ICC


	
Internal consistency at different time intervals

Intra-class correlation coefficient


	
Overall Cronbach’s alpha ranged from 0.96 to 0.97

Construct reliability ranged from 0.72 to 0.97

ICC of six constructs was more than 0.4


	
Internal structure





	
Alina et al. (2014)(36)

Romania


	
421 year 1 medical students (267 Romanian & 154 International)

University of Medicine and Pharmacy “Iuliu Hatieganu”


	
Determine correlation between personality traits and academic stress


	
Correlation between personality traits (NEOFFI) and academic stress (MSSQ-20)

Correlation between trait anxiety (STAI)


	
Positive correlation between neuroticism and MSSQ (r = 0.449, p < 0.001)

Positive correlation between trait anxiety and MSSQ (r = 0.466, p < 0.001)

Negative correlation between extraversion and MSSQ (r = -0.158, p = 0.01)

Negative correlation between conscientiousness (r = -0.127, p = 0.037)


	
Relation to other variables





	
Bob et al. (2014)(37)

Romania


	
267 year 1 medical students

University of Medicine and Pharmacy “Iuliu Hatieganu”


	
Translate and validate MSSQ-20 in Romanian Language

EFA

Reliability analysis


	
Construct validity

Internal consistency


	
6 constructs of MSSQ-20 supported

Overall Cronbach’s alpha 0.88

Construct reliability ranged from 0.70 to 0.90


	
Response process

Internal structure





	
Upadhayay (2014)(38)

Nepal


	
91 year 1 medical students and 33 year 1 dental students

BP Koirala Institute of Health Sciences


	
To find out the relationship among entrance examination marks, cognitive function and stressors during their first year of studies.

MSSQ-40


	
Correlation between entrance examination, cognitive function and stressors


	
The cognitive Function score was negatively correlated (r = -0.2, p = 0.046) with teaching and learning-related stressor.

All constructs of MSSQ significantly correlated with emotion and other stressor (EOS) ranged from 0.30 to 0.61


	
Relation to other variables





	
Upadhayay (2014)(39)

Nepal


	
85 year 1 medical students

BP Koirala Institute of Health Sciences


	
Association of stressors, heart-rate variability (HRV) and cortisol level with academic performance

Spearman correlation


	
Correlation between stressors, HRV, cortisol level and academic performance


	
Students with high academic related stress have high sympathetic activity (LF percent).

Students with high drive and desire related stress have lower parasympathetic activity (HF percent)

Students with high group activities related stress have increased cardiac-sympatho activity (low mean RR)

The beginning (ARS, IPL and SRS) and mid-year stressors (IPL and TLRS) were positively associated with academic performance.


	
Relation to other variables





	
Fuad et al. (2015)(40)

Malaysia


	
743 year 1 to 5 medical students

Management and Science University


	
Determine risk factors of stress, anxiety and depression

DASS-21

MSSQ-40

Multiple logistic regression


	
Stress

Anxiety

Depression

Stressors

Socio-demographic factors


	
ARS, GARS and DRS were the risk factor of stress

DRS was the risk factor of anxiety

DRS and GARS were the risk factor of depression


	
Consequences





	
Fuad (2015) (41)

Malaysia


	
237 pre-clinical medical students

Universiti Putra Malaysia


	
Determine risk factors of stress, anxiety and depression

DASS-21

MSSQ-40

Multiple logistic regression


	
Stress

Anxiety

Depression

Stressors

Socio-demographic factors


	
GARS was the risk factor of stress

GARS was the risk factor of anxiety

DRS and GARS were the risk factor of depression


	
Consequences





	
Gupta (2015) (42)

India


	
83 5th semester medical students

College of Medicine and Sagore Dutta Hospital, Kolkata, West Bengal


	
To assess the reliability of MSSQ-40


	
Internal consistency


	
Overall Cronbach’s alpha was more than 0.8

ARS, IRS, GARS, SRS within 0.55 to 0.81

SRS and DRS less than 0.5


	
Internal structure





	
Jena (2015)(43)

India


	
62 medical students

V.S.S Medical College


	
To find out the changes in EEG waves owing to examination stress (MSSQ-40)

Baseline EEG

Examination EEG


	
Relationship between mild, moderate, high, severe stress as measured by MSSQ with EEG wave


	
Mean frequency of EEG (Hz) of the mild and moderate group ranged from 9.30 to 9.94 (baseline EEG).

Mean frequency of EEG (Hz) of the high and severe group ranged 20.53 to 24.55 (baseline EEG).

MSSQ categories able to differentiate the brain function to a certain degree (EEG)


	
Consequences





	
Mehrotra & Devarakonda (2015)(44)

India


	
402 year 1 to 4 medical students

Armed Forces Medical College


	
Determine the reliability of the MSSQ-20


	
Internal consistency


	
The overal Cronbach’s alpha value of the MSSQ is 0.813.

Cronbach’s alpha for each stressor group ranged from 0.73 to 0.90.


	
Internal structure





	
Upadhayay et al. (2015)(45)

Nepal


	
83 year 1 medical students

BP Koirala Institute of Health Sciences


	
To determine the relationship of academic stress with the cognitive function, entrance examination marks, and physiology academic performance in first year medical students

MSSQ-40

MCQ

Short Answer Question (SAQ)

Emotion and other related stressor (EOS)

GHQ28


	
Stressor (MSSQ)

General health state (GHQ)

Cognitive function score was standardized questionnaire prepared Gamezo and Domashenko, 1986

Entrance examination (physics, chemistry, biology, English, and health)

Physiology academic performance (MCQ & SAQ)


	
ARS, IRS, SRS, TLRS positively correlated with physiology academic performance (r ranged from 0.32 to 0.34)


	
Relation to other variables





	
Fuad et al. (2016)(46)

Malaysia


	
762 medical students

 Management and Science University


	
Determine risk factors of depression

BDI-21

MSSQ-40


	
Depression

Stressors

Socio-demographic variables


	
One unit change in IRS led to 1.53 times increase in the risk of developing depression [adjusted OR = 1.53, 95%C.I. = (1.15, 2.02), p value = 0.003]

Change in DRS by one unit led to 1.35 times increase in the risk of developing depression [adjusted OR = 1.35, 95%C.I. = (1.09, 1.68), p value = 0.006]

GARS also led to increase the risk of developing depression by 1.85 times [adjusted OR = 1.85, 95%C.I. = (1.39, 2.46), p value < 0.001].

SRS were found to be protective against developing depression [adjusted OR = 0.65, 95%C.I. = (0.45, 0.95), p value = 0.026]


	
Consequences






Validity Evidence

One study reported on content (26), two studies reported on response process (26, 37), eight studies reported on internal structure (26–29, 34, 37, 42, 44), four studies reported on relations to other variables (36, 38, 39, 45) and six studies reported on consequences (33, 35, 40, 41, 43, 46). The detail of data synthesis was summarised in Table 1.

Pertaining to content (do instrument items completely represent the construct?), MSSQ was developed based on literatures and expert opinions (26), however content validity index was not reported by the study.

With regards to response process (the relationship between the intended construct and the thought processes of subjects or observers), two studies have shown that the MSSQ items were understood by respondents (26, 37).

In terms of internal structure (reliability and factor structure), MSSQ items demonstrated good construct validity and high internal consistency (26–29, 34, 37, 42, 44). The Cronbach’s alpha value for the entire MSSQ was more than 0.8, and for its six constructs ranged from 0.55 to 0.97 (26–29, 34, 37, 42, 44), however one study (42) reported SRS and DRS had less than 0.5. The stability of internal consistency of each construct at different time of measurements was good as evident by the ICC values more than 0.4 (29). These results support the internal structure of MSSQ, and its internal consistency ranged from acceptable to high level across the studies.

Pertaining to relations with other variable (correlation with scores from another instrument assessing the same construct), MSSQ scores significantly correlated with personality traits (36), cognitive functions (38), cardiac autonomic drive (39) and academic performance (39, 45).

With regards to consequences of a measurement (do scores really make a difference?), those who scored high on MSSQ are at higher risk to develop psychological distress (33, 40, 41), anxiety (40, 41) and depression (40, 41, 46), able to differentiate specific stressors between different institutions (35), and able to differentiate brain function to a certain degree based electroencephalogram (EEG) (43).

The above findings provide evidence to support the psychometric credentials of MSSQ for discovering sources of stress in medical students.

DISCUSSION

In general, there are five sources of validity evidence that are content, response process, internal structure, relations to other variables and consequences of a measurement (47). This systematic review reveals MSSQ has all five evidence to support its validity for discovering sources of stress in medical students. Each evidence will be elaborated in the subsequent paragraphs.

First, this systematic review shows that the content of MSSQ is valid as evident by Yusoff et al. (2010) study (26) and that was aligned with the standard guidelines which was construction of measurement items should be based on literatures and judgments of content experts towards the latent constructs (48, 49). In addition, the use of large number of items at the MSSQ development phase was aligned with the content validity estimation recommendation which includes: (a) the number of items should adequately cover the intended outcomes; (b) Items should be properly selected and weighted by relevant attributes to be assessed; and (c) a group of items, should be collectively aligned with the operational definition of a construct (48–50). However, due to its content was only validated by one study, despite the fact that sources of stress might be varied across different countries and institutions, therefore the content might need to be revalidated in other settings to verify its content validity globally.

Second, this systematic review demonstrate the item response process of MSSQ to be good as the face validity were tested on a group of medical students at its development phase (26) and it was translated into other language such as Romanian (37) – the author believes MSSQ has been translated into other languages as well, however it is suspected not being published thus inaccessible to be referred. Though face validity is usually considered as the weakest form of validity and even occasionally not considered as validity evidence (47, 51), a proper evaluation of face validity would be able to prevent incorrect interpretation of measurement items as the ambiguity elements were corrected after the refinement. The term ‘face validity’ point towards different facets of validity exposition that could be misinterpreted by researchers, which include validity by assumption, validity by definition, validity by hypothesis and the appearance of validity (52). This systematic review reveals the items of MSSQ are clear and intelligible to the students (26). The clarity of language and comprehensibility of sentences used in MSSQ will ensure exclusion of any misperceptions between developers and users on the items structure (53). Likewise, the thought processes of the users while responding to the items are vital to ensure measurement accuracy, and thus demonstrating evidence of response process through items’ appearance will increase measurement validity (47).

Third, eight studies provided evidence to support the internal structure of MSSQ that was represented by construct validity and reliability (26–29, 34, 37, 42, 44). Construct validity of MSSQ was established by exploratory factor analysis (26, 28) and confirmatory factor analysis (27). These studies showed that MSSQ was a multi-dimension inventory that measuring different aspects of sources of stress in medical students. In addition to that, reliability of MSSQ was assessed by internal consistency and intra-class correlation coefficient (ICC) (26–29, 34, 37, 42, 44). The reliability results showed the overall internal consistency was high and stable across different time intervals. Despite favourable overall reliability, its six constructs showed a range of internal consistency levels from acceptable to high, and unfortunately a study found the SRS and DRS construct showed unfavourable level of internal consistency that was below than 0.5 (42). Despite the one unfavourable finding, majority of the studies suggest MSSQ has good internal consistency of the construct, and thus support its construct validity. Perhaps, a mutli-national validation study should be conducted to verify its internal structure by analysing the construct validity and reliability.

Fourth, only four studies provide evidence on relationship of MSSQ scores and other variables such as personality traits (36), cognitive functions (38), cardiac autonomic drive (39) and academic performance (39, 45). With regards to personality traits, conscientiousness and extraversion negatively correlated with MSSQ scores, while neuroticism and trait anxiety positively correlated with MSSQ scores (36). The obvious reason is that, those with unfavourable personality traits tend to perceived stressors more stressful than those with favourable personality traits (54–56). Interestingly, MSSQ scores positively correlated with examination scores (39, 45), indicating examination performance might be influenced by stressors faced by medical students prior to or during examinations. In addition, cognitive function negatively correlated with stressors related to teaching and learning (38), suggesting that MSSQ scores might have influence on the cognitive ability of medical students for learning. Apart from that, students who are academically stress (as measured by MSSQ) have high sympathetic activity that lead to high heart rate variability (39). These facts suggest the relations of MSSQ scores with important outcomes of medical student wellbeing, and early detection and intervention might be able to improve the outcomes.

Lastly, pertaining to consequences of a measurement, six studies demonstrated that MSSQ scores able to recognise medical students who at the highest risk to develop psychological distress (33, 40, 41), anxiety (40, 41) and depression (40, 41, 46), which is very important for helping medical schools or authorities to plan preventive measures before their condition worsening. Likewise, MSSQ scores able to differentiate specific stressors between different institutions (35), therefore specific and customised program could be initiated based on the needs of the institutions. Surprisingly, MSSQ scores were found to be able to differentiate brain function to a certain degree based EEG (43), and thus suggesting any efforts to tackle sources of stress experienced by medical students will improve their cognitive ability for learning. These facts suggest that MSSQ scores can be used as a valid screening tool to help medical schools or authorities to discover sources of stress in medical students and plan specific wellness program or intervention to prevent the unwanted consequences of stressors on the wellbeing of medical students. It is worth noting that a meta-analysis showed special program or intervention will be able to improve wellbeing of medical students (57).

This study has several limitations. First, generalisability is bordered by the quality of accessible studies. Many studies had important methodology limitations such as sample size calculation were not explained, the use of non-probability sampling method in most of studies, and majority of studies confined to single centre. Therefore, interpretation of this systematic review should be made within its context. Second, the subgroup narrative synthesis should be interpreted with caution due to small numbers of studies included, heterogeneous educational settings, and different measurement tools used to measure the outcomes. The positive results could be due to confounding factors (for example, heterogeneous educational setting such as phases of medical training and different types of medical curriculum) that was not appraised in this systematic review. Third, selection bias might be introduced due to the author limited the search only for two languages which were Malay and English. This could lead to unintentional exclusion of relevant studies that were published in other language. Lastly, this systematic review was conducted by a single author, thus limiting its narrative interpretation as compared to multiple authors. Despite the limitations, this study has several strengths that include the comprehensive search (inclusion of relevant studies from published and unpublished resources), inclusion criteria that was specific to validity evidence of MSSQ, confined to a specific group of learners, performed narrative data synthesis based on the recommended guidelines, and the first effort to compile and appraise validity of MSSQ across educational settings.

CONCLUSION

This systematic review supports the validity of MSSQ in relation to content, response process, internal structure, relations to other variables, and consequences of its scores. MSSQ is a valid tool to detect sources of stress in medical students and its results can be utilised as a guide to plan wellness program or intervention to improve medical students’ wellbeing.
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ABSTRACT

Introduction: Metacognition is the awareness of knowledge how one learns in addition to what one learns and to understand how a task will be performed. Metacognitive skill as self-assessment is recognised as an important contributor to the development of critical capacity, reflective attitude and autonomous life-long learning. Accurate, self-assessment of knowledge and skills is essential for students to maintain and improve through self-directed learning. Objective: The objective of this study was to explore, how well students’ evaluate their own level of understanding for lectures to reflect their metacognitive skill that can be used in educational strategy to promote students’ personal and professional growth. Methods: To assess the metacognition of the students, a questionnaire based on three items was designed. All 60 (17 male and 43 female) preclinical, first-year medical students were included in this study. The metacognition as planning, monitoring and evaluating the lecture was judged through students’ response on 33 lectures in terms of understanding of knowledge, clearing of misconceptions and presenting of a well prepared material respectively in the field of haematology and parasitology. Metacognition as reflected in the lecture understanding level (LUL) score, lectures preparation level (LPL) score and students question level (SQL) score was estimated for its correlation with student’ achievement score in pre-clinical phase of MBBS program. Results: The data was analysed for correlation between metacognition and overall students’ achievement scores and a statistically significant correlation between LUL and multiple true false (MTF) of 268 (p = .039), LPL and MTF of .282 (p = .029) as well as between SQL and MTF of .360 (p = .005) was compared to poor correlation between LUL, LPL and SQL and the other three assessment tools (short essay questions [SEQ], problem-based questions [PBQ] and objectively structured practical examination [OSPE]) was found. Conclusion: The significant correlation of students’ metacognition and their achievement score in classroom setting with MTF and poor correlation with SEQ, PBQ and OSPE is attributed to multiple factors discussed in this study, imperative to students’ personal and professional growth.

Keywords: Metacognition, Cognition, Undergraduate medical students, Curriculum development

INTRODUCTION

Some researchers claim mounting evidence that supplementing or replacing lectures with active learning strategies and engaging students in discovery and scientific process improves learning and knowledge retention (1). This concept leads to an innovative approach of metacognition in learning that adds a new dimension to competency-based learning model. A number of definitions and structures for metacognition have been proposed since the mid-1970 but it is still debated for it’s in depth information, definition, conceptual model, implementation strategies and outcome objectives to define the innovative concepts of metacognition in learning. Metacognition has been referred by John Flavell, followed by a number of other researchers, as one’s knowledge concerning cognitive processes and one’s actively monitoring and regulating that cognitive process (1–4). The easily understood definition of metacognition has come from Schraw and Dennison and “It refers to the ability to reflect upon, understand and control one’s learning” or in so many words, “thinking about one’s thinking” (5). However, majority of researchers and literature are in congruence with the theoretical construct of metacognition into two major components; knowledge of cognition and regulation of cognition. Knowledge of cognition “describes an individual’s awareness of cognition at three different levels: declarative knowledge (DK) or knowing about things, procedural knowledge (PK) or knowing about how to do things and conditional knowledge (CK) or knowing why and when to do things” (6–8). DK refers to the knowledge that learners have about the information or resources needed for undertaking the given tasks. DK is recently considered beyond the knowledge about oneself as learner to a state that include individuals’ knowledge and understanding of self-efficacy and motivation indicating their affective phase of how they value factors that affect one’s learning. With their DK an adult knows the capacity of their long term memory to plan accordingly to optimise learning (13). PK is about learner’s ability to carry out a task to achieve a goal and it helps learners to set their learning strategies and it may reflect in conceptual map and summarising the main idea and periodic self-testing and it is about an individual’s self-perceptions of how to do something (8). CK refers to knowledge relating to a situation in which students may use specific knowledge, skills, algorithms, techniques and method to perform a task. A person with conditional knowledge knows when, where and why to use a particular knowledge to complete a task in a different situation. CK is needed to assess the demand of learning situation and to apply the acquired knowledge learnt in a different situation to complete the task (14). Regulation of cognition, on the other hand, relates to how learners understand about their own learning abilities, which can be regulated by planning, monitoring and evaluating the learning skills. Metacognitive activities start before the cognitive activities (planning), during the activities (monitoring) or after the activities (evaluating) (Figure 1). Metacognition and cognition are two different but related terms. Metacognition is the awareness of knowledge how one learns in addition to what one learns. Metacognition is necessary to understand how a task will be performed, while cognition is required to fulfil a task (9).


[image: art]

Figure  1: Metacognitive skills as an extension of Miller’s pyramid of competency model and the relationship between metacognition and cognition.



Two primary problems are usually discussed with the term metacognition. In the first place, it is difficult to distinguish between terms meta and cognitive. Secondly, in the psychological research, metacognition has been used to refer to knowledge of cognition and regulation of cognition. In self-regulated learning theory, metacognition is recognised as skills that enable learners to understand and monitor their cognitive processes (12).

To measure student performance, traditional assessments involve the assessor (usually faculty) providing formative or summative feedback to the person being assessed (usually student) is routinely used. Assessment of student performance is a systematic procedure for measuring the progress or level of achievement of the students against defined criteria (15–18). The educational literature suggests that clinician self-awareness of their knowledge deficits, rather than the external influences, is more likely to bring about change in clinical practice (19). Honest self-assessment by medical students’ and newly qualified doctor is recognised as an important contributor to the development of critical capacity, reflective attitude and autonomous life-long learning (20–23). There is broad acceptance of the importance of self-assessment in medical students’ training; however research findings have been mixed. Early work suggested that students were good judges of their performance (24), but more recent studies have disputed this (25, 26).

The current state of affairs is looking for alternative approach for effective learning. It became important to review our teaching methods aiming to improve learning with regards to student’s engagement in teaching and promotion of self-assessment and self-sufficient approach in learning. In current study, the objective was aimed to explore how well undergraduate students will feel confident of their own lectures understanding level and its correlation with achievement score. The metacognition was judged through students’ response on LUL, LPL and SQL in the field of haematology and parasitology. LUL is explored as ‘in-class-setting’ reflection of students understanding. LPL explored as reflection of students’ comments on material presented. SQL as reflection of students’ asked questions on lecture contents. In addition, the study aimed to evaluate whether students’ metacognition could be utilised as an educational strategy to the curriculum development and encourages personal and professional growth. The findings collected as students’ response on three items survey were analysed for correlation among LUL, LPL and SQL and overall students’ achievement scores in preclinical phase of MBBS program in Faculty of Medicine at the Universiti Sultan Zainal Abidin (UniSZA).

METHOD

Study design: It was a cross sectional study conducted in the pathology unit at faculty of medicine in Universiti Sultan Zainal Abidin (UniSZA), Kuala Terengganu-Malaysia from December 2013 to May 2014 during the delivery of hematology and some parasitology lectures. A convenient sample of 64 first-year medical students of preclinical phase were included in the study however, four students were excluded due to their less than 80% attendance in lectures since a minimum of 80% attendance is the eligibility to sit the examination. Finally 60 students (20 male and 40 female) remained to accomplish the study. Participants were assured of confidentiality of information responded by them.

Assessment method: To assess the metacognition of the students included in this project, a questionnaire (Table 1) was designed. The questionnaire included: the lecture title and date, student’s name and metric number, the student’s response (in percent) for the level of understanding of lecture contents as well as student’s response (in percent) for the level of lecture preparation and delivery. At the end, spaces for two essay questions from each student were provided and they were asked to put down their queries as two questions that may relate to their misconceptions about any area of the content or if they want to know any further information about the subject discussed in a specific lecture.

A total of 33 lectures (27 hematology lectures and 6 parasitology lectures) were included in this study. All the lectures were delivered by the first author (MD, Associate professor, university lecturer and researcher). Students were expected to come prepared for the lecture topics in each class. The questionnaire was distributed to every student at the beginning of the lecture and collected 5–10 minutes after the end of the lecture. The students were assured of confidentiality and allowed to rate and give their response in an absolutely free manner. Student response about their metacognition score was compared with their academic achievement score of end of the module assessment and respective semester exam. Student can respond to each of the two questions by selecting the appropriate box and writing down the percentage in terms of lecture content being understood (LUL) and students’ comments on teaching material presented (LPL) after attending each lecture by the same lecturer.

Assessment tools: multiple true false (MTF), short essay questions (SEQ), objectively structured practical examination (OSPE) and problem-based questions (PBQ). Confidentiality of the data was strictly maintained and ethical approval was obtained [UniSZA/C/1/UHREC/628-1(55)] from the ethical committee in the Universiti Sultan Zainal Abidin (UniSZA).

Data analysis: Results were analysed using Statistical Package for Social Sciences (SPSS) version 18.0 for Windows. For each attribute, mean and standard deviation were calculated based on academic scores, metacognition as LUL score and LPL score and SQL score (Table 2). Level of significance was set at p < 0.05. Pearson correlation was used to describe associations among mean achievement scores and LUL and LPL mean scores. All aspects of analysis mentioned in this research was compare with literature findings to see if the study is comparable or not and how this information can be used guide lecturers to review their teaching strategies to optimise the outcome of teaching in an outcome based education. Two questions invited by the students in questionnaire were categorised as explained in the legend of Table 1. This information will also be used to countercheck students’ claim of understanding and clarification of misconceptions (metacognition). A correlation coefficient between metacognition as students’ LUL score, LPL score and SQL score and students overall achievement score was established (Table 3). Coding of examination questions determined by the writer of each items versus panel of experts was compared to rule out its confounding effects on achievement score (Table 4). Ultimately the impact of coding of questions in terms of cognitive level (C1–C4) on achievement score of corresponding assessment tools established for test of cognitive domains was also be analysed as Pearson Correlation Coefficient (r).

RESULTS


Table 1: Questionnaire-based survey on students’ understanding the lecture, appreciating the preparation and asking the two relevant questions on lecture to be used for students perception of content delivered



	
Bachelor of Medicine and Bachelor of Surgery (MBBS) 2013–2014





	
Lecture Title:____________________________________   Date:   /  /20





	
	Metric Number:
	
Student’s Name:





	No
	Domain
	
Excellent 76%–100%


	
Good 51%–75%


	
Fair 50%


	
Poor 25%–49%


	
Very . Poor 0%–24%





	1
	Lecture Understanding Level (LUL)(%)



	2
	Lecture Preparation Level (LPL) (%)



	3
	Students’ Questions



	
	Instruction: Please write any two question below on the topic discussed in this lecture that you may want to ask from the lecturer



	Q1



	Q2




Note. 1: LUL is explored as ‘in-class-setting’ reflection of students understanding. 2: LPL explored as reflection of students’ comments on material presented. 3: SQL as reflection of students’ asked essay questions on lecture contents (Q1 and Q2) was categorised into: a) Above expectation if the question asked was related to matter a level beyond the subject discussed in lecture. b) Within expectation if the question asked was within the subject matter discussed in lecture. c) Below expectation if the question asked was very basic that suggest even the minimal understanding of content was not met and the question was below the level the subject discussed.


Table 2: Students’ response on two survey items and the achievement scores in different assessment tools

[image: art]

[image: art]

[image: art]

Note: Student’s response (in percent) for the LUL as well as student’s response (in percent) for the LPL and SQL with the Examination Score (%) of the different assessment tools used.


Table 3: The Pearson’s correlations among the LUL, LPL and SQL with various assessment scores



	
	
SQL


	
SEQ


	
PBQ


	
MTF


	
OSPE





	Lecture understanding level (LUL)
	.042

	–.012

	–.061

	.268*

	–.017




	
	(.747)

	(.928)

	(.642)

	(.039)

	(.899)




	Lecture preparation level (LPL)
	–.191

	–.090

	.083

	.282*

	.215




	
	(.143)

	(.493)

	(.530)

	(.029)

	(.100)




	Student question level (SQL)
	1

	.021

	–.102

	.360*

	.113




	
	
	(.875)

	(.436)

	(.005)

	(.391)





*Correlation is significant at the 0.05-level (2-tailed).

A moderate correlation established between LUL and MTF of 268 (p = .039) was significant compared to poor correlation between LUL and three assessment tools respectively: SEQ = –.012 (p = .928), PBQ = –.061 (p = .642) and OSPE = –.017 (p = .899). Correlation was observed between lecture preparation level (LPL) estimated by students and the four assessment tools; MTF of .282 (p = .029), SEQ = –.090 (p = .493), PBQ = .083 (p = .530) and OSPE = .215 (p = .100). Correlation between the SQL and the students’ achievement score were found poor SEQ = –.012 (p = .875), PBQ = –.102 (p = .436) and OSPE = .113 (p = .391) except in case of MTF that showed a significant correlation of .360 (p = .005).

All the items were examined for their coding by a panel of expert comprising of subject specialist and medical educationist (92% items in MTF were established as C1, while remaining 8% items were C2 and none of the items were C3 or C4 in MTF).


Table 4: Weighting (coding) of cognitive and psychomotor domains of assessment tools.



	Assessment Tool
	Cognitive (Bloom’s) Educational Taxonomy Coding of Assessment Items



	Recall (C1)

	Understand (C2)

	Apply (C3)

	Analyse (C4)




	MTF
	46/50 (92%)

	4/50 (8%)

	0/50 (0%)

	0/50 (0%)




	SEQ
	1/10 (10%)

	9/10 (90%)

	0/50 (0%)

	0/50 (0%)




	PBQ
	1/8 (12.5%)

	1/8 (12.5%)

	6/8 (75%)

	0/50 (0%)




	
	Psychomotor (Simpson’s) Educational Taxonomy Coding of Assessment Items




	
	Perception (P1)

	Set (P2)

	Guided Response (P3)

	Mechanism (P4)




	OSPE
	7/25 (28%)

	3/25 (12%)

	8/25 (32%)

	7/25 (28%)





Note: MTF = Multiple True False, SEQ = Short Essay Question, PBQ = Problem Based Question, OSPE = Objective Structural Physical Examination

DISCUSSION

Students’ reflection to LUL of survey was expected to range from poor understanding (Table 2) to high understanding and an evidence to that was sought by analysing the Pearson’s correlation between understanding LUL percentage (LUL %) and achievement scores in the end of the module and at the end of semester examination (Table 3).Similarly, the reflection to LPL of survey was to reflect how clearly the topic was presented and how presentation skills help the students clarify misconception as the students’ were asked to give their opinion on LPL (Table 2). This item of survey was considered students’ reflection on evaluation component of metacognition in terms of appropriate material and personal attachment with text for enjoyment and credibility in comprehension. The two essay questions relevant to the topic discussed by the lecturer were analysed to reflect on in-classroom monitoring of students comprehension through the text and level of question inquired for basic, moderate or advance knowledge of subject discussed in a classroom setting. Finally a correlation coefficient was established between the three variables and the achievement scores (Table 3). A moderate correlation between LUL and MTF of 268 (p = .039) was significant compared to poor correlation between LUL and three assessment tools respectively SEQ = –.012 (p = .928), PBQ = –.061 (p = .642) and OSPE = –.017 (p = .899). This finding shows overestimated of understanding by the students in case of SEQ, PBQ and OSPE indicating poor metacognitive skills demonstrated as declarative knowledge by the majority students when they were asked to commit on their understanding of knowledge discussed in those lectures.

However, a significant correlation in MTF raised the question of quality of test items set to test the knowledge at recall or comprehension level of cognitive domain (cognitive level 1 or C1 and cognitive level 2 or C2 of Bloom’s taxonomy). With MTF it is difficult to produce items that may test learning domains beyond C2 and items usually test the low order thinking that also favour the students learning style to become rote learners. Malaysian Qualifications Agency (MQA) and Ministry of Education (MOE) in Malaysia recommend evenly distributed minimum of C1–C4 test items in undergraduate medical education. This is to promote analytic reasoning and problem solving skills in learning in outcome-based education (OBE) approach that Malaysia is part of countries practicing this learning approach. The problem of rote-learning is that a student becomes superficial-learner, who believe in passing the exam with factual knowledge (knows) utilising short-term memory. Students with this learning style usually give less importance to procedural knowledge (knows how) and simply attending the lecture mean a lot to them and they often overestimate their self-efficacy and that is the reason they scored high in LUL %. A test of high order thinking with SEQ, PBQ or OSPE items are easier to structure by academic staff but difficult to answer by students with superficial learning style. To countercheck this likely reason, all the items were examined for their coding of C1 (recall), C2 (comprehension), C3 (application) and C4 (analysis) by a panel of expert comprising of subject specialist (hematology and parasitology) and medical educationist. Remarkably 92% items in MTF were established as C1, while remaining 8% items were C2 (see table 4). None of the items were C3 or C4 in MTF. Another likely reason of poor performance in SEQ, PBQ and OSPE could have been the writing and communication skills, which was reported generally poor in majority of students in this cohort. The correlation shown between the SQL and the students’ achievement score were found poor SEQ = –.012 (p = .875), PBQ = –.102 (p = .436) and OSPE = .113 (p = .391) except in case of MTF that showed a significant correlation of .360 (p = .005). Same reason is attributed to good correlation of SQL with MTF and students monitoring of their learning process of in-class teaching evident from their question level were indicative of poor contextualisation to what content of a lecture was all about.

The ideal for a self-testing would be to take up quizzes, puzzles or scenarios relevant to the topics and solve those to test their problem solving and critical thinking in a self-monitoring learning. Author now regularly use post lecture quizzes of simple to more complex nature to let students know about their level of knowledge of cognition achieved after the lecture. However, in current study the same was evaluated indirectly keeping with in-class monitoring of lecture through level of questions asked by each student reflecting on their higher order thinking stimulated as a result of attending a lecture in the class. A more direct evaluation of students’ achievement in current study was the test of conditional knowledge. A similar correlation was also observed between LPL estimated by students and the four assessment tools; MTF of .282 (p = .029), SEQ = –.090 (p = .493), PBQ = .083 (p = .530) and OSPE = .215 (p = .100). However, a very poor correlation between LPL and three assessment tools is also attributed to superficial learning style and poor writing and communication skills. In other studies, an association between level of achievement and accurate self-assessment has been documented, with high achieving students underestimating their competence and low achievers inflating their self-assessments (27, 28). Male students’ tendency to overestimate and female student’s tendency to underestimate their performance (29–31) was not considered in this study.

A review of the relevant literature and description of basic principle of metacognition using in-class assessment of teaching with formal lecture has been presented. Formal lecture widely used as a method of teaching has been losing its popularity among the students however, is still considered one of the most practiced methods of teaching in preclinical and clinical phase of undergraduate teaching in medical education. More innovative approaches and models such as problem based learning (PBL), case based learning (CBL) and team based learning (TBL) still require to use traditional ectures in their introductory or debriefing phase of these teaching methods. Lecturers from basic sciences disciplines still find formal lectures as the most important methods to cover entire content in a given curriculum. This might be the reason that these minimally guided model (PBL, CBL or TBL) though being practiced for over a half century has not been decisively claimed to achieve the outcome objectives of these methods in learning. The past half-century of empirical research on this issue has provided overwhelming and unambiguous evidence that minimal guidance during instruction is significantly more efficient than guided learning however, some researchers believe that minimally guided instruction is likely to be ineffective (32). For a classroom practice of measuring students’ metacognitive ability to create awareness among students and teachers as how metacognitive skills are necessary to understand the learning process to accomplish the cognition required to fulfil the task in a routine learning.

CONCLUSIONS

This study was the first step of trying to understand students’ metacognitive knowledge of preclinical phase of MBBS program. The results of this study indicated poor correlation between students’ perceptions of comprehending the lecture for metacognitive strategies of planning, monitoring and evaluting as orientation of cognitive strategies in classroom setting. Moreover, this study develops in-class measure of students’ metacognitive ability towards planning reflected as students’ lecture understanding level, monitoring reflected as students’ comprehension to ask quality question and evaluating showed as students appreciation of presentation material and attachment to text. We recommend further research to develop validated metacognitive inventory keeping in view the basic structure of metacognitive strategy, structuring of MTF with higher order of cognition beyond cognition level of C1, introducing new assessment tools of test of high level thinking such as one or single best questions (O/SBA) or extended matching question (EMQ), reviewing the teaching methods beyond formal lecture to introduce interactive lectures, team-based learning or restructuring and adding on PBL slots to current practice and introducing quizzes in lectures as a continuous assessment within modules.
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ABSTRACT

Introduction: Cultural, social and ethnic issues have a major impact on healthcare and care-seeking behaviour. Xavier University School of Medicine admits students from a diversity of backgrounds. A cultural beliefs project where interested students were invited to present about their ‘country of origin’ was initiated. Participant perceptions about the project, and information regarding their preparation for the same and their perceptions about migration and cultural diversity was explored using focus group discussions (FGD). Materials and Methods: The opinions of interested students regarding possible influence of cultural and social issues on healthcare and healthcare seeking behaviour was studied. Twelve students eventually presented. These students were provided guidance to initiate their project. Participants presented briefly about their country of origin. Following the presentation the students were invited to participate in FGD. The FGDs were held in a neutral venue and were audio-recorded. The recordings were listened to by the authors multiple times and written transcripts created. Statements were grouped together using the various categories mentioned in the FGD guide. Results: A total of 11 individuals participated in the FGDs. Among the countries presented were: Hispaniola (Haiti and the Dominican Republic), Sri Lanka, Greece, Nigeria, Ethiopia, China, Venezuela, Iran, Jordan and Lebanon. Detailed information was obtained about the respondent’s perception on migrating to the adopted country, about participating in the cultural beliefs project, how they prepared their write-ups and presentations, influence of cultural issues on health and healthcare seeking behaviour. Their perceptions regarding practicing in a multicultural society, preparing for these challenges and whether the western political and cultural system adequately meets the needs of immigrants was also discussed. Conclusion: The presentations and interactions which occurred during the cultural beliefs project provided participants and members of the audience with information about the beliefs of the presented cultures with regard to health and healthcare seeking behaviour. A similar project could be considered with other interested students in the institution. A similar project may be useful in other schools with a diverse student population.

Keywords: Caribbean, Culture, Healthcare acceptability, Medical students, Patient acceptance of healthcare

INTRODUCTION

Cultural, social and ethnic issues have a major influence on health among different populations and can play an important role in determining health seeking behaviour. Various studies have been conducted among migrant populations in developed nations. Many Vietnamese migrants in Australia cited communication difficulties as barriers in accessing health care despite high self-rated English language skills (1). Another study examined the health information seeking behaviour among native Koreans and among Korean Americans (2). The authors concluded that Korean Americans were more likely to trust health information from newspapers and magazines and increasing the availability of health information in Korean language magazines and newspapers could have a positive impact on increasing awareness and promoting screening behaviours (2).

The use of traditional medicines (TM) may also be influenced by cultural beliefs as shown by a number of studies in the literature. A study conducted among Vietnamese immigrants attending a community health centre in the United States (US) showed that most immigrants continued to use traditional Vietnamese medicines (3). In a study conducted in southwestern Uganda among type 2 diabetics, reasons for seeking help from traditional practitioners were symptoms related to diabetes, and failure to respond to western medicines (4). In Ghana, the ‘pull factors’ with regard to TM for example personal health beliefs, desire to take control of one’s health, perceived efficacy, and safety of various modalities of TM were stronger in shaping their use (5). Though many individuals strongly believe that TM are safe and without adverse effects, interactions have been reported between TM and modern allopathic medicines. A population-based study examined interactions between traditional Chinese medicines (TCM) and western medicine in Taiwan (6). The authors concluded that interactions between TCM and western medicines were frequent and western practitioners changed their prescriptions more frequently in response to medication interaction alerts, compared to TCM practitioners.

Patient’s beliefs about medicines is influenced by a number of factors including cultural beliefs and can influence adherence to treatment. A recently published study examined factors influencing adherence to anti-hypertensive treatment among individuals of African descent living in the Netherlands (7). The authors concluded that patient-related determinants including medication self-efficacy, beliefs about medicines and hypertension, social support and satisfaction with care-influenced adherence. Hence it is important for doctors and medical students to be aware of the influence of cultural beliefs and factors on healthcare seeking behaviour of patients.

A paper published by Bloomer and Al-Mutair in 2013 examined considerations for ensuring culturally sensitive care for Muslim patients in the Australian intensive care unit (ICU) (8). The authors mention that being open and flexible in the way that care is provided, and being respectful of the needs of patients and their families is important. Seven strategies for initiating and sustaining cultural competence at the systemic level were discussed by Delphin-Rittmon et al. (9). Ensuring linguistic competency, developing cultural competence action plans, were among the various strategies mentioned. At the Hospital for Sick Children located in Toronto, Canada, a quality improvement initiative to enhance health equity through cultural competence was undertaken (10). An institutionally meaningful curriculum with the hospital’s values of patient-centered care, patient safety and service excellence was developed and delivered. Use of champions as change agents and role-models for cultural competence were used.

The issue of cultural competence and introducing students to cultural diversity is receiving increasing attention in medical education. At the Perelman School of Medicine at the University of Pennsylvania, a course titled Introduction to Medicine and Society is offered to first year medical students (11). The authors conclude that the course successfully engages students and trains future doctors to critically examine experiences, manage interpersonal dynamics and contextualise patient experiences. At an emerging medical school a multidisciplinary team of librarians, medical school faculty and students explored technics to promote diversity and address cultural competence (12). Various events were organised to create awareness about health disparities and promote cultural competence.

Xavier University School of Medicine (XUSOM) is an offshore Caribbean medical school located in Aruba, Kingdom of the Netherlands. The school admits students from a variety of backgrounds and countries to the undergraduate medical (MD) program. The school shifted to a fully integrated basic science program with early clinical exposure from January 2014 (13). Cultural competency and cultural diversity are important topics in the curriculum. A medical humanities module utilising small group, active learning strategies is offered to all first semester students (14). Sessions on cultural diversity are also offered during both the basic science and the clinical years. To take advantage of the diversity of the student population in the institution a cultural beliefs project, where interested students were invited to present about their ‘home country’ was initiated. Participant’s perceptions about the project, and information regarding their preparation for the same and their perceptions about migration and cultural diversity was explored using focus group discussions.

METHOD

The opinion of interested basic science medical and premedical students regarding the possible influence of cultural and social issues on healthcare and healthcare seeking behaviour was studied. All students were informed about the study and invited to participate. Though many student expressed initial interest they later withdrew due to various reasons including the tight academic schedule. A total of 12 students eventually participated. These students were provided guidance and a set of questions to help them initiate their project. Students were to provide a brief description of their country of origin and describe the health system in the country. Information about traditional and home remedies used by the population, communication preferences while interacting with healthcare providers, cultural and religious practices involved during major life events like: birth, death and marriage, perceptions about health, role of the family in taking healthcare decisions, perceptions about gender and disability, and about accessing healthcare in the US and/or Canada after they had migrated to these countries was noted.

These questions were only intended as a guide and respondents/students were provided freedom to address areas and concepts which they felt were important. Students were first asked to submit a write-up to the faculty members involved and after obtaining their inputs to create slides for presentation. The presentations were held on the afternoon of 19 July 2016. Each student was allowed a maximum of 10 minutes for their presentation, though, many were not able to finish within the time limit. Following the presentation, students were invited to participate in a focus group discussion/s (FGD). Written informed consent was obtained from all participants. Respondents were briefly introduced to the aims and objectives of the study and provided with an overview of qualitative research methodology. They were assured about the confidentiality of their responses. The FGDs were held during October 2016. The FGD guide used is shown in the Appendix. The FGDs were held in a ‘neutral’ venue and were audio recorded. Prior to the start of the FGD each participant was asked to select a number from 1 to 15 and refer to each other during the FGD using the number only. Each FGD lasted about 70 to 75 minutes.

The recordings were listened to by the authors multiple times and written transcripts created. Statements were grouped together using the various categories mentioned in the FGD guide. The FGDs were conducted by the first author in English. The study was approved by the institutional review board of the institution vide reference number XUSOM/IRB/2016/04 dated 15 July 2016.

RESULTS

A total of 12 individuals participated in the focus group discussions (FGDs). During the FGD the participants briefly introduced themselves and the countries which they had presented using the numbers they randomly selected.

Migration to the US/Canada and Initial Reactions on Migrating

One of the respondents had migrated as a refugee to the US during the late 1970s and her mother’s application for refugee status was expedited as she was pregnant with the respondent. The families of most respondents after migrating, had settled in large metropolitan centers. These cities have a diverse population and had members of their native country or region, who did help them feel at home initially. Some of the respondents were born in the US and Canada while others migrated as young children. Others migrated when they were in high school. Respondents did mention that they were discriminated by other students at school for being ‘different’. Some of the Canadian respondents and a respondent who had migrated to both the US and Canada mentioned that Canada was a more welcoming place and had more robust programs in place for migrants. The respondents felt more welcome in their adopted country as they assimilated and became more proficient in the native language. Also most of them were willing to adapt as they were of the opinion that they and their family had migrated to the US/Canada on their own free will. A respondent mentioned how young girls belonging to a particular country are viewed negatively and many have a preconceived notion that they may be migrating to be sex workers. Some respondents of Middle Eastern ancestry mentioned the rise of terrorism and how this has influenced how they are perceived in the US and Canada. With all the negative publicity in the media some members of the public have begun to view young Arab men with suspicion.

A respondent stated:


Yes and no. I grew up in can I say a very white neighborhood. My parents felt you just work hard and work your way up. I think most of the people in my parent’s age felt this way. They were young when they got here (US) and then they had me. They were always working and were not even aware that there was a difference or any kind of discrimination. (Participant 4)



Perceptions Regarding Participating in the Cultural Beliefs Project

One of the respondents, who was a mature student with multiple Bachelors and Masters Degrees, felt that she had adopted a slightly different approach towards the project compared to other presenters. As mentioned students were provided with a broad outline about their presentation and they had considerable freedom to interpret these guidelines. Many participants were initially skeptical about the project and their presentation. Many of their concerns were addressed following discussion with the faculty members involved in this project. Many respondents were of the opinion that the project entailed a lot of hard work and through their research and other methods they had much more material than what they finally presented. Some respondents had faced problems while adapting to life in their adopted country and their family members also had problems while interacting with practitioners of modern medicine. In many Asian societies, the correct order of greeting is very important and the eldest family member is usually addressed first. Failure to not follow this sequence on the part of the physician can result in problems. Some respondents regarded the project as a good opportunity to clear misconceptions about their country of origin and also regarded it as a great initiative to learn about other cultures. Interacting with students from different cultural backgrounds at the institution made some respondents curious to know about other cultures.

A respondent mentioned:


I was actually very curious. Because even though I was born in … I do not remember the three years which I had lived there. I was not sure about their healthcare system, political system and it was all like stories I had heard from my parents so doing actual solid research was very interesting. (Participant 15)



Preparing the Write Ups and Presentations

Many respondents obtained help from their parents and relatives for preparing for the presentation. Some of the respondents were born in the US/Canada and others had migrated when they were very young so they had little personal experience about their country of origin. Others had migrated after completing some years of schooling in their country of origin and also had visited these countries. Some had relatives in the health sector in their home country and these individuals proved to be valuable sources of information. The parents of some of the respondents were escaping war and/or social upheaval in their home countries and were not willing to talk about these countries. The internet was a commonly used source of information by respondents. The World Health Organization had a number of publications dealing with the health system in different countries which was found to be very useful. One respondent had migrated to Aruba from a neighboring country and still maintained close links with her home country. Faculty members from certain countries were used by the respondents as sources of information. Movies and TV programs were also used by some respondents to stay in touch with events in and the culture of their home country.


As far as preparing and presenting I mainly spoke to my parents, especially my mom and I learned more cultural and social things from her.. like how the government worked and I talked about her experience coming to the United States. I was the first generation of my family born in the United States I also did my research using resources from the internet and found resources from the WHO very helpful. (Participant 14)



Addressing the Topic of Cultural Beliefs and its Influence on Health during the Basic Science Years

Many respondents were of the view that this issue is not adequately addressed during the basic science years. One respondent mentioned the issue of ‘draping’ a patient prior to physical examination as an example. Preserving female and even male modesty during the examination process is an important issue in many areas of the world and not properly draping the patient can result in problems in the patient-doctor relationship. Others mentioned that some sessions, and/or courses do partly address some of these issues. Also didactic sessions and early clinical exposure on the island do provide respondents with information about Aruba’s health system.

Regarding suggestions to strengthen learning of this topic, respondents suggested utilising the diversity of the student body at the institution. A cultural day and a brief presentation about and celebration of important holidays of different cultural, ethnic and religious groups was mentioned. A respondent mentioned about a video where a doctor demonstrates important technics to deal with different cultures. This video could be obtained for teaching-learning at the institution. Another respondent suggested sessions where respondents could address important misconceptions about their country of origin.

Influence of Ethnic, Cultural and Other Factors on Healthcare Seeking Behaviour

In many Asian cultures, the elderly depend on younger family members to support them and provide care. In some cultures, individuals adopt a more fatalistic approach and are of the opinion that if you faced major difficulties in accessing care then you were not meant to obtain the same. They may not consider themselves good enough to be eligible for care. Many respondents mentioned that individuals may feel most comfortable with a doctor belonging to the same ethnic/cultural group. There is either none, or less, of a language barrier. Many groups use traditional or home remedies which are influenced by their culture and respondents were of the opinion that a doctor from the same ethnic/cultural group may be more accepting about their use of these remedies. Another area where these beliefs may affect healthcare behaviour that was mentioned was the issue of abortion. Many traditional cultures are against abortion and this is an issue which is not usually discussed in public. In certain countries, abortion clinics have been opened in big cities under pressure from western countries.

A respondent mentioned:


In East Africa it is not mentioned at all. A large percentage of the population is Muslim and it is not a part of the religion to have an abortion so within the community it is not exactly spoken off. We don’t talk about it, go to a doctor to discuss it and is completely not spoken about. Of course it is not legal there. (Participant 11)



Suicide is regarded negatively in many cultures and it is believed a person who has committed suicide does not go to heaven in the afterlife. Another issue with negative connotations is homosexuality. It is still illegal today in many countries around the world. Western governments may be exerting pressure on many countries to have a more favorable attitude toward homosexuality.

Respondents also mentioned many factors as influencing the acceptance of modern healthcare by immigrants. Respondents mentioned geographical differences with regard to the acceptance of immigrants. Immigrants usually felt more welcome in big multicultural cities. In many areas there was a shortage of translators who could interpret during the patient-doctor consultation. Some respondents described the increasing technical sophistication of translator apps and how these could play a more important role in the future.

Challenges as a Future Doctor Practicing in a Multicultural Society

The great diversity of cultures and immigrants was mentioned as a challenge for doctors. Many immigrants settle in large, multicultural cities in the US and Canada and reside within areas dominated by their own communities. This may result in less inclination to learn English and adapt to the culture of their adopted country. Many respondents intended to practice in their home town and among their own communities. Many patients also use traditional remedies which are generally regarded as safe, but these may have significant interactions with modern medicines. Sources and software which provide information about these interactions are becoming increasingly available. Also, in today’s globalised world, home and traditional remedies, may spread easily across cultures creating more challenges for the physician. Respondents also mentioned how some female patients may not feel comfortable visiting a male doctor for obstetrical care and gynecological problems. Some religions and cultures regulate contact between the genders, but many mentioned that for medical consultation and treatment these restrictions may be relaxed. Some respondents were of the opinion that they have not been adequately exposed to other cultures thus affecting their confidence to practice in a multicultural society.

Preparing for These Challenges

Most students mentioned keeping an open mind and respecting other cultures as one of the most important steps to deal with future challenges. The school provides a diverse body of students with interactions, in informal situations, which may provide ample opportunities to learn about other cultures. Keeping a neutral facial expression and learning to adjust to the patient before conducting a medical interview, were also mentioned. Some respondents also mentioned specific languages and cultures about whom they would like to learn more. They mentioned that this may be influenced by their area of practice and the major cultures they interact with.


I think rather than learning about a culture in general, maintaining an open attitude and a neutral expression is important. So when you listen to something your patient tells you and your shock and disapproval shows up in your facial expression then your patients may hesitate to come to you and tell you these things the next time. So just learning to accept whatever your patients tell you and focusing on making them feel comfortable I think is going to be important. (Participant 11)



Western Political and Cultural System and the Needs of Immigrants

Many respondents mentioned that both the US and Canada are becoming more multicultural. They also mentioned the possibility of migrants competing among themselves for resources. Some family members adopt more westernised names for a variety of reasons. A respondent mentioned the largely unmet need of cultural competency guides and how medical students could play an important role in their creation. Due to a variety of reasons doctors may not be able to devote adequate time to their patients and this may interfere with obtaining a proper cultural history. Most respondents were of the opinion that Canada offers better health coverage to immigrants. Some mentioned that the cultural diversity in New York City may facilitate health care seeking by immigrants. However, countries are cutting back on funding for health programs which could impact many of these services.

A respondent who had lived in both the US and Canada mentioned:


I had been to both and lived in both the US and Canada. So I saw the difference. And there is a very big difference. Moving to the United States we were left alone, you find out everything on your own. There is not much help from the government that is offered to you. Moving to Canada was a completely different story. It was like having a mother in a country. Canada takes care of you from the moment you arrive. From finding a house, language classes, finding a healthcare provider, schools for your kids. They will help you till you are completely assimilated into the Canadian culture. There are programs for new immigrants like I when I first went there which help you assimilate. (Participant 10)



DISCUSSION

The cultural beliefs project demonstrated that it was possible to use the diversity among basic science medical students in the institution to present information about their countries of origin. Though it was optional for other students to attend the presentation and the numbers who attended were low this was regarded as an active and fun way to learn about the cultural beliefs of different ethnic and cultural groups and the possible influence of this on healthcare seeking behaviour.

Migrating to Another Country

Many respondents reported negative or unfavourable reactions on migrating to another country and also reported some problems at school for being different. Three stages of adapting to a new country or culture have been described previously. These are: the honeymoon stage, the rejection stage and the adjustment stage (15). As mentioned many of the participants had migrated to the US and/or Canada of their own free will and thus were motivated to adapt to their adopted country and succeed in their new environment.

Sources Consulted during Preparation

Respondents used internet resources and inputs from their parents and relatives to prepare for the project. A study conducted among Canadian medical students had explored their information seeking behaviour (16). Most respondents reported that they had received formal instruction regarding information searches but this did not include non-traditional sources like Google, Wikipedia and social media. Medical students relied more on nontraditional information sources which was also noticed in our medical school during the present study. In a study conducted in India, over 97% of students accessed the internet and many did so using their mobile phones (17). Wikipedia was again a commonly used information source.

Cultural Competence and Cultural Humility

As patient populations all over the world are becoming increasingly diverse, introducing students to various cultures and inculcating cultural competence is becoming increasingly important. Cultural competence may imply healthcare providers learn a quantifiable set of attitudes and communication skills that enable them to work effectively within the cultural context of the patients they encounter (18). Cultural humility is being aware of how people’s cultures can impact their health seeking behaviours and using this awareness to cultivate sensitive approaches to dealing with patients (19). A recent article argues the importance of including social medicine and global health in the pre-clinical curriculum and describes a course which teaches social medicine in a way that integrates global health (20).

Acculturation and Bias toward Certain Groups

Studies from the literature have described a variety of factors as influencing the patient-doctor interaction. Acculturation orientations (AO) has been described based on Berry’s acculturation model (21). Four categories were described which were: assimilation, integration, separation and marginalisation. AO could have a significant impact on the relationship between the immigrant patient and doctor (22). A proper understanding about AO can be used to create interventions for both doctors and immigrant patients improving the interaction. Patients’ ethnic background could influence patient-doctor interaction and the decision making process. In a study conducted in Australia and Hawaii in the US, subtle biases were detected in the students’ way of talking about an indigenous person and about the anticipation of dealing with the patient (23). Another study examined the interactions between black patients and non-black doctors in the US (24). The authors concluded that the physician’s affect and engagement were influenced by their implicit and explicit racial bias, but only when they interacted with patients who had complained about previous episodes of discrimination. Patient’s affect was only influenced by perceived discrimination.

Factors Influencing the Patient-Doctor Interaction

A study had shown a negative correlation between physicians’ perceived cultural competence and the patients’ perception of physician competence (25). Patients complied better with doctor’s recommendations if they perceived the doctor as culturally competent and ethnicity had a significant influence on patient perceptions’ regarding the cultural competence of their physicians and their satisfaction with medical care. Hispanic and African American patients perceived their physician as being significantly less attentive towards them compared to Caucasian patients (26). An article examining culture, language and the patient-doctor relationship mentions that minority patients are more likely to choose minority physicians, and while interacting with these physicians, have lesser problems with language and feel more connected and involved with the decision making process (27). Professional interpreters can bridge the communication barriers experienced by patients who do not speak English.

Attitudes toward Different Issues

Respondents also mentioned conservative attitudes toward abortion and homosexuality. This has been reported in the literature. In Pakistan, respondents were in favor of abortion only in cases where there was a risk of imminent fetal death as a result of congenital anomalies (28). Women had more favourable attitudes toward induced abortion. In Nigeria a large percentage of medical students had a negative attitude toward provision of medical services to men having sex with men (MSM) (29). They were however, less homophobic than their non-medical counterparts. Predictors of homo-negativity was studied in the US and the Netherlands (30). Homo-negativity is more likely to occur in the US than in the Netherlands and was associated with negative attitudes toward immigrants and HIV patients. A study conducted in Brazil mentions that adherents of the Protestant, Pentecostal and Catholic traditions had the most restrictive views toward homosexuality and same-gender unions while those with no religious commitment and followers of Afro-Brazilian and spiritualist religions had a more favourable attitude (31).

Preparing Students for Practice in Multicultural Settings

Preparing physicians to care for culturally diverse populations has received a lot of attention. The concept of transnational competence (TC) was introduced by Koehn and Swick in 2006 (32). TC education offers a comprehensive set of core skills derived from international relations, cross-cultural psychology, and intercultural communication. Having students prepare a mini-ethnography for each patient, where they not only address issues related to physical and mental health, but also issues related to displacement and adaptation to a novel setting is important. Issues of health policy, social factors, and individual considerations which can reduce suffering and improve health in a globalising world are regarded as important. A study conducted in the US mentions that students perceive that they learn from others who are different ethnically or racially (33). This association may be of particular importance for institutional admission policies that encourage diversity among the student population. This point was repeatedly stressed by different participants in the present study.

Strengthening Learning of Cultural Issues

Respondents made a number of suggestions to strengthen learning about issues of cultural diversity and competence in medical education. Most of this involved leveraging the existing diversity of the student body. In the US, the learning action network (LAN) was designed as a part of the national initiative on gender, culture and leadership in medicine (C-change) (34). In a recent article, the authors discuss the various lessons learned from C-change. The opinion of native Hawaiian medical students, patients and physicians about a cultural competency curriculum was obtained (35). All groups wanted traditional healing to be included in the training program. Students wanted a variety of teaching-learning methods to be employed and cultural issues to be assessed. They also were of the opinion that faculty members may need cultural competency training. Patients wanted students to learn about the host culture and its values while physicians emphasised personal transformation as an effective tool in teaching about cultural competence.

CONCLUSION

The presentations and interactions which occurred during the cultural beliefs project provided participants and members of the audience with information about the beliefs of the cultures presented with regard to health and healthcare seeking behaviour. The semi-structured interviews and the focus group discussions provided insights into participants’ perception regarding the project, preparing their notes and their presentations. Further insights were obtained regarding their perception about migrating to another country, how cultural beliefs can influence health seeking behaviour, concerns of migrants and problems which respondents envisage while practicing in a multicultural society and how they plan to deal with these challenges. Suggestions to further strengthen learning of cultural issues during the basic sciences were also obtained. A similar project could be considered with other interested students in the institution and may be useful in other schools with a diverse student population.
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APPENDIX

FGD Guide Cultural Beliefs


	Briefly introduce yourself and your country of origin/the country you presented.

	When did you migrate to the US/Canada and what were your reactions on migrating?

	Do you feel accepted in your adopted country? What are the facilitating and hindering factors?

	What were your perceptions regarding participating in the cultural beliefs project?

	How did you prepare your write up and your presentation?

	Do you feel this topic is adequately addressed during the basic science years?

	What are your suggestions for improvement?

	According to you how does ethnic, cultural, social beliefs influence care seeking behaviour?

	Does this influence acceptance of modern healthcare and healthcare practitioners by migrants? How does it influence, if yes?

	What challenges do you foresee as a doctor practicing in a multicultural society?

	How do you plan to prepare for these challenges?

	Do you think the western political and medical system adequately address concerns and apprehensions of immigrants? Provide examples and reasons.

	Any other topic.
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ABSTRACT

Introduction: Transition from medical school into residency is difficult, particularly for foreign medical graduates (FMGs). Early career mentoring is known to be beneficial. Although mentorship is encouraged, formal programs are seldom in place and are often ineffective. Objective: To study the impact of resident driven mentorship program (Big Sister Big Brother Program) in improving medicine residency experience of new interns. Methods: The study was conducted in the Internal Medicine Residency Program in University of Oklahoma Health Sciences Centre between September 2012 and October 2013. Residents were assigned with incoming interns on 1:1 basis to act as their mentors. Residents were to meet with the interns every month and address their concerns in an informal atmosphere. We developed a 17-item questionnaire to assess participants’ perceptions, satisfaction and experience with mentorship. Results: Overall 61% respondents were males and 43% were Caucasian. Majority (61%) were categorical internal medicine and 45% were FMGs. Only 57% interns reported satisfaction with mentorship and 60.5% said the transition was easy with respect to personal life. After introduction of mentorship program, interns reported improvement in ease of transition with respect to personal life (OR 4.5, CI 1.1–18.4), which was more pronounced in FMGs (OR 10.5, CI 1.1–98.9). Intern class also reported improvement in ease of approaching mentor (OR 4.5, CI 1.1–18.1). Conclusion: In traditional faculty driven mentorship, accessibility to faculty is the biggest hindrance. Our study showed resident mentors have a positive impact on quality of life, ease of approaching mentors, and improve comfort level of new interns. This is especially beneficial for FMGs who have to adapt to new culture, and workplace. We have formally incorporated this program into our orientation curriculum.

Keywords: Mentorship, Internal medicine, Foreign medical graduate, Big Sister Big Brother program, Residency

INTRODUCTION

There is no standard definition of the term “mentor”. According to one study there are at least 20 definitions that appear in literature (1). Although the term has been used for a “role model”, the meaning of the two words is different. Mentoring is an active process which involves a direct bond between a mentor and a mentee while role modelling refers to a more passive process (2). Mentoring requires a greater time commitment as compared to role modelling limiting the number of mentees a mentor can handle at a given time (2).

The transition from medical school into residency is difficult, from both a professional and personal perspective. This is particularly true for foreign medical graduates as they must transition not only to a new medical system, but also to a new country and culture (3). Early mentoring has beneficial effects on development of professional expertise, combating burnout, improving job satisfaction, and enhancing transition to a successful career (4, 5).

Although mentorship is often encouraged in residency programs, formal mentorship programs are seldom in place (4). Traditionally faculty mentorship has been the mainstay of formal mentorship programs in which a resident is assigned to a faculty to serve as their mentor (6). However satisfaction with this system remains low and residents cite availability of faculty and inability to choose their mentors as the biggest drawbacks (4, 7).

Big Sister Big Brother model of mentorship has been successfully used outside the medical system and has consistently shown to have a positive impact on academic performance and peer relationship (8, 9). However, this model of mentorship is not widely adapted or studied in residency training programs.

Our aim was to introduce a supervised peer mentorship system based on the Big Sister Big Brother model with a goal to increase communication and comfort for new interns while enabling them to provide improved patient care.

METHODS

Our study was conducted within the Internal Medicine Residency Training Program at the University of Oklahoma Health Sciences Centre from September 2012 through October 2013. Internal medicine residency in the US is a three year training program and first year trainee are referred to as interns and second and third year trainees are referred to as residents. In our residency program all incoming interns are traditionally assigned to a faculty member to act as their mentor. The interns meet with the assigned faculty member on an average of once every six months. For the purpose of our study, all incoming interns (total of 28) were matched with an upper level resident on a 1:1 basis to act as their mentors. An effort was made to match the resident based on gender, country of origin, extra-curricular and curricular (fellowship) interests and marital status wherever possible. Participation in the program was voluntary and only residents who expressed interest were included. Assignment emails were sent to new interns and upper level residents three months prior to starting residency.

Residents were encouraged to contact the incoming interns one month prior to residency and meet with them in an informal setting one week before starting residency and every month thereafter to address any questions or concerns the intern may have. They would also, if possible, show them around the city. Direct contact information was provided to the interns to enable them to directly contact the resident mentor with questions, work related or otherwise. The authors developed a 17 items questionnaire to assess participant’s basic demographics (age, gender and medical school location), prior experience with mentorship, perceived positive and negative impacts of mentorship, and future ways to improve this program. The study population was internal medicine residents at University of Oklahoma Health Sciences Centre.

The questionnaire was distributed to the intern class six months into their residency before and after the introduction of the Big Sister Big Brother mentorship program. Survey design and data collection was done using Google Docs, a web based survey tool. All responses were anonymised. The results were compiled into an Excel spread sheet and statistical analyses were performed using MedCalc for Windows, version 16.4.3. The study was exempt from Institutional Review Board (IRB) approval and consent to participate was assumed when participants responded to the questionnaire.

RESULTS

Out of 56 residents surveyed, 38 responded with a response rate of 67.8%. The response rate was 61% and 75% in the pre and post intervention groups, respectively. Overall, 61% of interns were males and 43% were Caucasian. Majority (61%) of interns were categorical internal medicine and 45% were foreign medical graduates.

Only 57% of interns reported satisfaction with mentorship and 60.5% reported the transition was easy with respect to personal life. Most of the interns were not comfortable operating in the hospital (60.5%). When asked about the biggest barrier to seeking mentorship, most residents (68%) reported “I never thought about approaching someone”. The top three positive aspects of mentorship listed by both groups were “advice on professional development” (69.2%), “career counselling” (64.1%) and “advice on clinical work” (64.1%).

Regarding negative impact of mentorship, “not comfortable discussing important issues” and “felt I was imposing on mentor” was mentioned by 60.5% and 50% of interns respectively.

After introduction of our mentorship program, interns reported an improvement in the ease of transition with respect to personal life from 41% to 76% (OR 4.5, CI 1.1–18.4). This effect was more pronounced in foreign graduates, improvement from 25% to 78% (OR 10.5, CI 1.1–98.9). There was an improvement in satisfaction with mentorship from 35% to 76% (OR 5.8, CI 1.4–24.1) and ease of approaching mentor from 35% to 71.4% (OR 4.5, CI 1.1–18.1).

Some of the suggestions for improving the program included having a second resident available as a backup, making this a permanent part of internal medicine training and making resident mentorship program available to other specialties.

DISCUSSION

The transition from medical student to intern is a stressful time with a steep learning curve and intense professional and personal stressors. This is heightened if trainees are coming from a different health care system and culture. In our study, we found that in a traditional faculty driven mentorship program, residents often cited accessibility to faculty as the biggest hindrance to mentorship. However, our study showed that a resident driven mentorship program could have a positive impact on quality of life, ease of approaching a mentor, and improving the comfort level of interns starting a new residency program. Although most programs encourage interactions between incoming interns and residents, we feel formally assigning resident mentors reinforces this interaction.

Big Sister Big Brother mentorship model has been successfully used in the non-medical setting and has shown to have a positive impact on academic progress and peer relationship (8, 9). Our study proves that this hold true for the residency training programs as well and can be used as an effective tool to establish a professional relationship early on, and helps interns transition in the first few anxiety filled months of residency.

Traditionally, we have had a mix of residents where half are US medical school graduates and half are foreign medical graduates in our residency program. The foreign medical graduates come from all over the world and have adapt to a new locale, culture, and workplace. It is well known that minority groups and foreign graduates have an increased hesitancy in approaching faculty mentor and are less likely to receive adequate mentoring (10). In our study, we found that foreign graduates reported a greater improvement in “ease of transition to residency” making the Big Sister Big Brother mentorship program a particularly effective tool in improving the experience of foreign medical graduates.

Our program continues to assign faculty mentors to all interns who follow with the resident throughout his or her residency, help them grow on a professional and personal basis. Resident mentors are not meant to replace faculty mentors, but aid them, and address concerns interns in a more friendly environment.

Limitations of our study include a small sample size, single institution and potential for recall bias which can affect the generalisability of results. We would advocate conducting a multicentre follow-up study to examine the effect of resident driven Big Sister Big Brother mentorship program on improving the residency experience.

CONCLUSION

Our study showed resident mentors have a positive impact on quality of life, ease of approaching mentors, and improve comfort level of new interns, making it easier for them to approach mentors. This is especially beneficial for FMGs who have to adapt to new culture, and workplace. Given these results, we plan to formally incorporate this program into our orientation curriculum and encourage other institutions to consider similar measures.
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ABSTRACT

Introduction: Neuro-Linguistic Programming (NLP) is continuously used as one of the psychological intervention in medicine, sport, and education settings. NLP through employing its techniques and language patterns could make certain changes in connections between neurological processes and therefore, restructure individuals’ cognition and reform their behaviours. This contributes to certain advantages in educational-therapeutic sessions concerning helping athletes with emotional hardship, resulting from physical injuries. Objective: To examine a tailored intervention of the NLP model adapted for educational-therapeutic purposes to reduce competitive state anxiety of two elite basketball players after their rehabilitation programme from physical injuries. Method: This study used a case study approach, and employed the NLP model’s collapsing anchoring, perceptual positions, and meta-model language patterns, to help both athletes to restructure their dysfunctional thoughts and memories. The athletes experienced anxiety related negative thoughts and felt emotionally difficult to perform in training and competition. Results: The intervention showed promising strategies in helping the athletes to reduce their competitive state anxiety. Also, the results obtained from the interview sessions, and the quantitative analysis showed that the NLP intervention had successfully helped the athletes to cope with dysfunctional thoughts and emotionally related anxiety. Conclusions: The NLP-based intervention, to some degree, helped the athletes to deal with dysfunctional thoughts of their past injury experiences, reducing their competitive state anxiety to compete again in the upcoming competition.

Keywords: Neuro-Linguistic Programming (NLP), Competitive state anxiety, Sport injury

INTRODUCTION

Neuro-Linguistic Programming (NLP) is a cognitive-behavioural model, operating on the nonconscious level of mind. This model operates as a therapeutic and counselling method, using the internal perceptions such as memories, emotions, and bodily sensations. NLP attempts to understand how language and nonconscious cognitions influence individuals’ understandings of the internal and external events and the reactions towards such events (1, 2). For example, when a person experienced negative thoughts, even though the person could be favouring the positive behaviour; the emotions will result in sticking back to the distorted thoughts, causing the person to experienced adverse reactions (3).

Over the last decade, the NLP model has received much attention for its effectiveness in clinical (4), learning and education (5), and sports settings (6). For example, Kirenskaya et al. (7) demonstrated a significant effect employing NLP to reduce the negative emotional intensity and autonomic activity for hypnotisable participants. In addition, there has been much research supporting the applications of NLP, working with the submodalities (finer distinctions) of clients’ thoughts experiencing phobias (8–9), anxiety (11–12), and post-traumatic stress disorder (13).

Recently, the application of NLP as a psychological intervention appears to be growing in certain disciplines of physiotherapy such as chronic pain, and anterior cruciate ligament rehabilitation (14–15). For example, Karunaratne (16) suggested to use the NLP model for intervention had been successfully used to eliminate the chronic pain of the participants and their perception of pain. The study also demonstrated a close relationship between the body and mind within the NLP’s theory introduced by Bandler et al. (3) suggesting that, by assessing its potential in meeting the performance demands of the elite athletes, NLP could be used to investigate the emotional and psychological difficulties related to sports injuries.

According to Adirim and Cheng (17), younger athletes are more prone to sports related injuries compared to the older ones. The psychological characteristics of younger athletes usually are more impulsiveness and recklessness during competition. Thus, injuries may cause the athletes to kerb their participation in both training and competition due to their negative thoughts experienced related to re-injury and performance failure (18). In these circumstances, resistance for being involved with the possible challenges in training and competition could restrict the athletes’ opportunities to learn the injuries they experienced. Therefore, it is important to evaluate the efficacy of different psychological models to identify more effective interventions, helping the athletes to overcome the psychological difficulties during, and after their recovery period.

Within the NLP model of dysfunctional thoughts (19), it was believed that the increase in anxiety is due to the mind of self-restructuring of the dysfunctional thoughts, which mislead a person to visualise a narrow observer position on the inner process and misinterpret the thoughts (5). Thus, by applying the NLP model, it could leads the person back to visualise multiple observer positions, and to understand the meaning of such thoughts and emotions, to self-regulate the mind and body, and to correct the dysfunctional thoughts. The objective of this study was to introduce the NLP model, as an educational approach, in helping the athletes to cope with the emotional hardship, through expanding their understanding of the sport-related unpredictable events such as sports related injuries. We put forward the idea that a tailored NLP model would be beneficial for injured athletes to help them having a more effective re-entry to training and competition, getting ready to compete after their recovery period. To achieve the objective, we employed the case-study design to understand the experiences of two elite basketball players, who suffered from dysfunctional thoughts due to the right eyelid and nose injuries, respectively. Besides, the study also intended to understand the effectiveness of a tailored NLP intervention, helping injured athletes to cope with their emotional hardship during training and competition. Due to the lack of documented protocol for NLP intervention, we developed a six-session NLP-based programme adapted for educational-therapeutic purposes. The core of this programme includes: (a) Clearing language of the clients, (b) Representing thoughts in mind as in both conscious and nonconscious information through five senses, (c) Changing the structure of represented thoughts working with their finer distinctions, also known as submodalities in NLP, (d) Accessing to the thoughts with opposing emotional content, (e) Pairing these thoughts and its emotional content with the challenging situation in mind, (f) Future pacing, and (g) Examining the new behaviour in reality (1, 9, 21–23).

METHODS

Participants

Two injured male basketball players aged 16 and 17 years old, were introduced by their coach from the State’s basketball club, three months after their recovery, asking for the assistance to address their psychological difficulties during training and competition.

Instruments

Demographic questionnaire. A demographic form was used to understand the participants’ general backgrounds, sporting histories, and sport injury histories.

Competitive State Anxiety Inventory (CSAI-2) (24). CSAI-2 assesses the multidimensional aspects of anxiety. It has 27-items measuring three subscales, namely, cognitive state anxiety, somatic state anxiety, and self-confidence. Athletes were asked to indicate “How you feel right now” for each item on a 4-point Likert scale ranging from “Not at all” to “Very much so.” Examples of the cognitive anxiety items include “I am concerned about this competition,” and “I am concerned about choking under pressure.” These items differ from the somatic anxiety statements such as “I feel nervous” or “I feel tense in my stomach.” The self-confidence subscale includes items such as “I feel at ease,” and “I’m confident I can meet the challenge.” Each of the three subscales has nine items, which are summed to get a score representing the level of intensity the athletes’ feeling for each component of anxiety, and self-confidence. Studies conducted on CSAI-2 showed appropriate test-retest validity with alpha = .80, .85, and .88 respectively (25).

Procedure

The study received human ethics approval from the authors’ institutional Human Research Ethics Committee (Code: 15040108) and followed the guidelines outlined by the Declaration of Helsinki. After the first interview session, participants were asked to complete the CSAI-2 for the first time 20 minutes before participating in a competition as the pre-test. After session four, the participants filled out the CSAI-2, again, 20 minutes before taking part in the second competition as the mid-test, and finally, CSAI-2 was again completed 20 minutes before the third competition, after the sixth sessions, as the post-test. Then, a second semistructured interview session was conducted after the last session for both athletes separately to investigate their perceptions of competition and the intervention. Upon completion of the data collection, participants were provided with a debriefing form and opportunity to ask questions.

Intervention. The six NLP-based sessions were used to deliver the intervention. These sessions include “perceptual positions” and “meta-model” language pattern as the educational phase for first three sessions, then followed by “collapsing anchoring” and “meta-model” language pattern as the second three sessions of the therapeutic period. During the first three sessions, the practitioner aimed to teach participants to adopt different perspectives when observing their thoughts or encountering challenging situation during competition. They were taught to pay attention to the different interpretations they experienced during challenging events related to competition.

Participants were educated on methods by which they could observe during competition and relates the thoughts from different observer positions, which is “I,” “You,” and “Others,” knowing that it was an imagery process of the event. For the “collapsing anchoring” technique during the second phase of this study, practitioner aimed to guide the participants to take out the dysfunctional thought that occurred before and during training and competition. During this phase, participants were guided to recall memories of their optimal performances, and to intensifying positively related emotions, such as confidence and commitment. Thus, the participants need to learn to reject their current dysfunctional thoughts and emotional content.

Meta-model questions. This educational activity is to identify the language patterns that are believed to reflect fundamental cognitive processes of the clients during the therapeutic sessions (26). According to Grinder and Bandler (2), clients’ patterns of language are good indicative of the ways a person interpret the external events and to understand their thoughts. The meta-model questions applied in the therapeutic sessions were based on the assumption that individual will understand the external events, which are not the actual events, but the representations of the events (24). We employed the meta-model language patterns to gain the necessary information needed from the two introduction sessions with the participants. Besides, we would like to get a deeper understanding of the clients’ thoughts while they involved in a competition, and to reflect on the clients’ thoughts, helping them to self-inform about the way they interpret the competition performance and the emotional difficulties.

Collapsing anchoring. In the collapsing anchoring technique, the memories, with the opposing emotional contents will be experienced in the client’s mind, resulting in the recreation of an original emotional content of the thoughts related to the critical situation, leading to competitive state anxiety. Thus, the practitioner, first, recalls the memory containing state anxiety in the client’s mind and anchors it, for example, by touching the client’s knee. Next, the practitioners asked the client to remember the positive emotional contents, by providing a guide to intensify the submodalities and anchors the emotional contents. Then, the practitioner asked the client to recall the memory and then an anchoring technique was reactivated, with the negative anchor was removed and was replaced with the positive one. In this session, the dysfunctional thought related to a given situation in competition performance, and the positive emotional states of mind rooted in memories of optimal performances in the past were intensified on the submodalities. Therefore, in the future, when the client wanted to participate in a competition and had experienced dysfunctional thoughts, the client could able to reframe the thoughts automatically. In this case-study, the practitioner has to ask both athletes to imagine their future competition vividly, and whenever they could perform at the peak of their competition with emotionally related thoughts. Then, the practitioner will reactivate the positive anchor to pair its content to the thought of the future competition performance.

Perceptual positions. In NLP, perceptual positions are considered as an experiential distinction. Thus, when individuals are representing memories of the past, they pre-reflectively and perceived it from three different points of view (27). Therefore, if an athlete represents memories related to their performance from their point of view, they are in the “I” position of the observation. If they perceive information from another person’s perspective like their coach, they are adopting “You” position. In addition, if an athlete is interpreting their mental representation of the past related to their performance as an independent observer, they are in “Others” position. In the NLP model, it has suggested that individuals’ understanding of their mental contents could change according to the perceptual position they adopted (28). As opposed to the original application of perceptual positions technique, we focused more on the importance of adopting three different positions by observing, verbalising, and understandings of these thoughts through working with its’ structures.

RESULTS

For confidentiality and ethical consideration, the participants in this article are referred by using pseudonyms.

Case Study 1: “James”

James is a 16-year-old male athlete, who participated with an elite basketball team. James had been competing in professional basketball tournaments for three years, but after the nose surgery (injured during a competition), he was experiencing the anxiety of taking part in the competition, and reluctant to participate in a formal competition. He had also reported that he used to spend 12 hours per week in training basketball, but because of anxiety, getting more pessimistic about other teammates and his coach’s estimation of his capabilities, he was not willing to train as much as before. He was self-disappointed. He was introduced via his coach because of his noticeable recent drop in training and competition after the recovery period. In addition, it is also noted that James also experienced knee injury one year before his nose injury but did not experience emotional hardship that much after the recovery period.

Assessment. The initial James’s result from CSAI-2 indicated that he was experiencing a high level of competitive state anxiety. Following the intervention, James’s scores for the second and third time showing a gradual decrease in competitive state anxiety (see Figure 1).

First phase of the interview. During the first two sessions, most of the time, James’s conversation hovered around the emotional challenges he was experiencing from the onset of injury, with his coach and his teammates’ appraisement on his sports capabilities. James described that as the onset of his nose injury, and he was worried about the shape of his nose after surgery and also the way other peers are going to react. He said, “I don’t know why I cannot have the same feeling about myself before the injury.” James’ initial anxiety was coupled with difficulties to interacting with his school’s classmates. He commented, “you know when you have to think too much about others’ thoughts during a good day; you cannot have a perfect training at evening, and that is worse if you are going to participate in a competition which may cause you to get re-injury.”
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Figure  1: James’s pre-mid- and post-intervention scores on Competitive State Anxiety Inventory (CSAI-2).



“I have to make a balance between negative thoughts and staying motivated to participate in training to prepare myself for the real competition, but I have difficulties in executing my skills. My coach is helping me to regain my motivation, but it’s difficult when you have a sensitive and painful nose on your face.” James also showed his prediction about getting injured again, especially his nose: “I am participating in training these days, but I always think that I am going to hurt myself again, and if it happens, I will die.” These statements also reflected the reasons for his high cognitive state anxiety.

Second phase of the interview. During the second phase, James commented on his mental experience and the effect of the collapsing anchoring technique on his thoughts and feelings during the sessions. From the educational part, James stated, “I’m wondered I could have several different understanding participating in the competition in my mind and fortunately, now, I’m able to choose any one of them that is more helpful. It is good, and I felt better. I’ve learnt that thoughts are not representing the reality of competition, but they are just my interpretations.” James also identified that adopting multiple perspectives upon his thoughts and also using the critical outer event could help him to observe his thoughts without being involved himself with it. James said “When I chose the “I” observer position in my mind, everything seemed to be real, but when I adopted the “You” position, I realised that I could be more optimistic and less emotional about my basketball competition performance. Surprisingly, James commented “when I chose the “Other” perspective in my mind, I understood that I can observe most of my thoughts without being involved with them too closely, and it helped me to have a new perspective of my thoughts and feelings when I represented those thoughts on participating in the competition.” He also stated that the collapsing anchoring technique had allowed him to reduce the negative emotional component of his negative thoughts while participating in the competition. He said “Even though I have those thoughts that used to scare me, but now when I think about it, I feel neutral, and I felt more confident. Now, I can face the new event and enjoy the experience, although I still don’t know what will happen in the competition.” James also stated that the NLP sessions have helped him to deal with the other part of his problems. He said, “I think, now, I don’t have that many thoughts about how others could estimate my appearance because of the shape of my nose. I am trying to behave like before the injury, letting myself visualise what is going to happen, and I am more confident now”.

Case Study 2: “Jared”

Jared is a 17-year-old male elite basketball player, who was introduced by his coach. He had started playing basketball since he was 12 and enjoyed playing the sport before his right eyelid was injured. Jared was playing at the State elite level of competition, spending at least 14 hours per week playing basketball. However, Jared was injured while competing in a competition, with no prior history of other major injury. When he was referred to us after his recovery, although he seldom involved with the competition, he told us that because of his terrible anxiety level before and during competition; it is hard for him to perform optimally in his game.
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Figure  2: Jared’s pre-mid- and post-intervention scores on Competitive State Anxiety Inventory (CSAI-2).



Assessment. The first CSAI-2 score demonstrated that Jared was experiencing a high level of competitive state anxiety. Following the intervention, the second and third scores showed a significant decreased in Jared’s competitive state anxiety (see Figure 2).

First phase of the interview. During this phase of the interview, Jared described himself as an athlete who was facing the anxiety of reinjuring after completed his recovery course. He reported being distressed when feeling guilty and is losing his motivation to participate in any competition. He was afraid of his basketball skills getting worse and faced more critical anxiety regarding his performance capabilities. Jared also mentioned that as a result of his worries and anxiety, he has no confident to play well again during competition. However, he is asking more questions using the meta-model, showing that he is willing to cope with his psychological hardship, but was suspicious about the intervention. For example, he stated that “Is this works? If maybe I need to be more involved with the challenging situations in competition to increase my confidence faster.” He also commented, “what if after the intervention I could not apply the skills I learnt?”

Second phase of the interview. At the end of the sessions, Jared stated that the educational part seemed to be effective for him. He commented, “the educational part helped me to enhance my understanding of the competition events, and I learnt to be responsive rather being reactive to my thoughts and outer events as well, but the collapsing anchoring did not care about my (conscious) tendency to feel negative for sometimes, and it just wanted to change my mental images replacing with positive ones which I really could not understand its philosophy behind”. He also stated, “when I can see a competition events from all the “I”, “You”, and “Others” positions, I can see if something is going to happen to me, and for many occasions I cannot stop them, but I know I could have different feelings about what is going to happen. After all, they are thoughts and not the reality”. These statements were as opposed to Jared’s first phase of interview’s comments where he could see his situation only from “I” observer position, feeling anxiety, and make a negative prediction about the possibility of reinjuring in competitions. We considered above contrast as a reflection of Jared’s change in his approach to overcome cognitively reinjure.

DISCUSSION

The purpose of this study was to investigate the experiences of two injured elite basketball players, who faced emotional and psychological hardship after their recovery period. Next, the study also attempted to examine the effectiveness of a tailored NLP-based educational-therapeutic intervention in helping the two basketball players to reduce their cognitive anxiety during training and competition. The study found that first, the injured athletes captivated in their kerbed understanding of their interpretation of the current training and competition situation. Second, the tailored NLP model is useful for these athletes to adopt an observer position and to interpret their circumstances from a new perspective, to replace the dysfunctional thoughts by using the collapsing anchoring technique, and thirdly, to provide support to help the athletes facing with psychological hardship.

Both athletes experienced anxiety, negative thoughts and emotions, which had contributed to the slow progress and affected their relationship with their coaches and teammates. This study showed that the athletes preferred using the intervention strategies as educational compare to being solely therapeutic focused. This is because the educational part of the intervention gave them the ability (a) To observe their thoughts from the different point of views, and (b) To identify the thought as thoughts only, and it is not the reality. The observer positions also helped them to shift their understanding between three (“I,” “You,” and “Others”) perspectives and had increased their knowledge about the inner processes when they faced difficulties.

Results from the findings suggested that the NLP-based educational-therapeutic intervention may help athletes to reduce the level of competitive state anxiety after the recovery period. Similarly, findings from Karunaratne (16) found similar results in adopting NLP-based intervention and suggested that NLP is an effective psychological model to cope with anxiety and psychological difficulties.

We identified two limitations from the findings. First, there is a lack of well-documented protocol from its founders. As a result, we have to modify our own’s six-sessions protocol according to all the principles of NLP. Another limitation comes from the arguments of the NLP founders regarding the effectiveness of the NLP model as a single fixed session therapy, although according to the NLP history and its effectiveness, the main part of NLP founders’ arguments sound more artistic rather than actual scientific psychological intervention in the applied setting. In this current study, we followed the six-session protocol, however, we suggested a longer period of intervention such as using the dose-response modal to identify the minimum and maximum response rates.

These case studies provided an important opportunity to advance the understanding of NLP’s mechanisms for reducing performance anxiety and restructuring negative thoughts. However, more research on these topics needs to be undertaken before the association between the effectiveness of NLP-based interventions and performance anxiety is fully understood. Thus, we recommend that future research to continue investigating using the single-case study design to explore the effectiveness of NLP to support the needs of athletes with difficulties in reentry to competitions after their recovery course. Considering the complicated nature of NLP approach on human cognition, there is abundant room for further investigation in determining the effectiveness of NLP in another field of human performance like surgery in which performance anxiety, the ability of self-observation could play a crucial role. This helps to gain more understanding of NLP’s underlying mechanisms that could help the individuals to moderate their emotion-driven performance. Also, we suggested that as long as making considerable changes in a way NLP techniques are employed by academic researchers could be done to meets the demands of psychological hardship normally individuals face during their performance.

CONCLUSION

The study investigates the effectiveness of a tailored NLP-based intervention to meet the needs of two elite basketball players, and to reduce their competitive state anxiety after the injury recovery period. The educational section of the intervention helped the athletes to adopt the multiple points of view over competition performance during challenging situations to broaden their understanding of the conditions. This study, also, attempted to take out the emotional components of dysfunctional thoughts, which occurred before and during competition. In general, this study demonstrated that injured athletes experienced many negative thoughts, often worried about their physical appearance. Thus, the six-session educational-therapeutic NLP-based intervention demonstrated that it is an effective tool for helping the athletes after their recovery course to adopt an observer positions over their thoughts and emotions, related to the challenging situations and to restructure their dysfunctional thoughts. Collectively, the NLP-based intervention appeared to provide injured athletes with the opportunity to reduce their anxiety and to perform better in their upcoming competitions.
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ABSTRACT

Introduction: As the online environment has evolved, the use of social networking sites (SNSs) has been integrated into the methods of teaching. Students across the world are currently using SNSs to enhance their learning. Objective: This study sought to explore the students’ use of social media, in particular that of Facebook groups in medical education at the University of Ottawa. Methods: Pre-clerkship medical students (n = 160) were surveyed regarding the trends of use of SNSs in their learning. The survey consisted of 23 questions (Likert-style, multiple choice, yes/no, and short answer questions). Results: 94% of respondents use SNSs to facilitate their learning with Facebook (n = 98, 97%). Students mostly use Facebook groups for histology (30%), physiology (21%), etc. They mostly use SNSs for these particular subjects because the material posted is engaging. Sixty percent (60%) of students use SNSs to communicate with their colleagues and 59.8% stated that they prefer Facebook groups over pages. They prefer sample tests/quizzes and study guides (65.6%), followed by explanatory comments and an answer to a question (54.2%), etc. The downside of the use of social media in education is distraction and privacy issues. Conclusion: SNSs are used by the majority of students to enhance their learning, but to use them to their fullest; the material posted has to be concise, engaging and aligned with the learning objectives. Social media are contemporary and efficient communication tools that educators cannot overlook; the challenge is to choose the right platform, the amount and quality of the information shared to ensure optimal benefit and collaboration of the students.
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INTRODUCTION

Over the past decade, young adults remained as the age group that is most likely to go online even as the internet population has grown, and even as other age cohorts – such as adults (65 years old and older) have increased the percentage of their populations online (1). As the online environment has evolved, the use of social media such as Facebook and Twitter has been integrated into the methods of teaching and learning environment (2). Students across the world in various disciplines are currently using social media sites to enhance their learning experience. This is also the case for medical students where learning is also taking place outside the traditional classroom. The use of innovative social networks such as Facebook, Twitter, content-sharing sites (YouTube) and cloud storage sites (Google Docs) have allowed students to rapidly join online learning communities and become highly engaged. It has helped medical learners to access information to supplement their classroom learning.

These innovative technologies provide digital environments that allow participants to interact with one another and enhance their offline relationships with ease (3). These relatively new Web environments provide new ways for accessing, acquiring, sharing, and storing information. As problem-based learning, students are continually encouraged to look for additional information resources to support learning tasks (4), however, few studies to date have examined why or how students use social networking sites (SNSs) for learning. There are numerous social media sites such as Twitter, Myspace, Instagram and Facebook. The most popular social media site among users is Facebook. As of July 2016, Facebook reported that it has 1.71 billion active monthly users. Figure 1 shows the number of monthly active Facebook users worldwide as of second quarter 2016 (in millions) (5).
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Figure  1: Number of monthly active Facebook users worldwide as of 2nd quarter 2016 (in millions)(Source: The Statistics Portal (5))



Recent studies specifically focusing on medical students’ use of Facebook report that 70.8% of UK medical students used social networking sites (6), 64.3% of medical students at one US university had Facebook accounts (7), and 100% of medical students at the University of Ottawa, Canada had presence on SNSs in particular Facebook (8). With this information on hand, it is evident that a growing number of medical students are using social networking sites like Facebook.

However, it is unclear whether student’s use of Facebook for learning is effective or appropriate (9). The casual and personal aspects of student’s Facebook use may preclude or exclude teachers’ involvement, so students may formulate learning goals that are tangential to formal curriculum (10). Student Facebook users may create many weak connections with each other but find it difficult to develop these into more supportive peer relationships (11). Facebook and social media use in general may become addictive (12).

This study sought to explore the students’ use of social media, in particular that of Facebook groups in medical education at the University of Ottawa.

METHODS

Study Structure and Statistical Analysis

Pre-clerkship medical students (n = 160) were surveyed regarding the trends of use of SNSs as an extracurricular way of enhancing their learning experience. The survey consisted of 20 questions including Likert-style, multiple choice, yes/no, ranking, and short answer questions. The survey was built using Google Drive forms and statistics were built using Google Drive analytics with the free Spanning Stats module.

The survey questions were divided into 13 sections, each of which approached a concern about students’ use of social media.


	Social media use to facilitate learning.

	The year of undergraduate medical education social media were used the most.

	The subjects in their studies for which social media were used the most.

	The time of the year where social media were used to facilitate learning.

	Perceptions of social media use in learning.

	Student’s attitude when using social media.

	Student’s posts’ preferences.

	The types of inquiries they made when using social media.

	Student’s attitude while using social media (posting, observing or both).

	The types of posts they participate with.

	Their worries when posting the frequency of social media access.

	The frequency of social media use was the number of times the user accessed SNSs in a given hour, or day.

	What they like and disliked about using social media in their learning.


RESULTS

A total of 102 (64%) students participated in the survey. The majority of students (94.1%) had presence on social networking sites with a predominance of Facebook (n = 97, 95% and n = 95, 93%) followed by YouTube (n = 74, 72.5%, and n = 69, 68%) in their first and second years of studies respectively. Students used SNSs in their first and second year of studies (n = 36, 35.6%, n = 45, 44% respectively) and some students stated that they used them equally in both years (n = 20, 19.6%) (Figure 2).
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Figure  2: Presence on and types of social media used by students for learning purposes in their first and second year of studies




Table 1: Period of time through the year when students used social media in their learning



	Period of use of social media in learning
	Number of users (N = 102)

	n (%)




	During the exam period only
	13

	12.7%




	Throughout the year
	48

	47%




	Only during the academic year
	39

	38.2%





For educational purposes, students preferred to use Facebook groups (n = 58, 56.8%) over Facebook pages (n = 7, 6.9%) while some students (n = 32, 31.3%) did not have any preference for one over the other (Figure 3), and 98 students (96%) stated that they use those mostly to communicate with their colleagues. Table 1 shows the trend of use of social media in learning throughout the year.

Some students (n = 38, 37.2%) stated that they lost count on how many times they access their account, 17.6% of students (n = 18) checked it few times an hour, and 10.7% (n = 11) checked it every hour, while 32% (n = 33) checked it a few times a day (Figure 4).

Table 2 shows the number of students using social media to learn for several subjects. Students mostly use Facebook groups to study histology (n = 29, 28.4%), physiology (n = 21, 20.5%), and case based learning sessions (CBL) (n = 16, 15.6%) followed by other subjects.

When it came to communication with their professors and colleagues, students’ attitude ranged between observing (n = 52, 50.9%) or posting and observing (n = 48, 47%) (Table 3).
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Figure  3: Preference of Facebook groups over pages
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Figure  4: Frequency of logging into their Facebook account




Table 2: The use of social media in learning by subject of study



	Subject
	Number of students

	Percentage (%)




	Histology
	29

	28.4




	Physiology
	21

	20.5




	CBL
	16

	15.6




	Embryology
	7

	6.9




	Immunology
	4

	3.9




	Anatomy
	3

	2.9




	Pathology
	1

	0.98




	Hematology
	0

	0




	Pharmacology
	0

	0




	Radiology
	0

	0




	Other
	17

	16.6






Table 3: Attitude of students when using online groups



	Attitude
	Users (102)

	N (%)




	Observe
	52

	50.9




	Post and observe
	48

	47





The types of interaction on social media were mainly answering a question (n = 40, 39.2%), making an inquiry (n = 39, 38.2%), posting a social event (n = 38, 37.2%) or an explanatory comment n = 36, 35.2%) etc. Most of the inquiries were related to exams/tests, content clarification and study resources (n = 53, 51.9%, n = 35, 34.3%, and n = 32, 31.3% respectively) followed by other inquiries (Table 4).

When it came to posts’ preferences by students, sample tests/quizzes and study guides (n = 63, 61.7%) took the lead, followed by explanatory comments and an answer to a question (n = 52, 50.9%), videos and video links (n = 47, 46%) etc. (Table 5).

Seventy-five percent (n = 77, 75%) of students agree that they can easily navigate FB groups to get the information they need, however 60.7% of students (n = 62) stated they were overwhelmed with the amount of material posted.


Table 4: Type of postings by students
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Table 5: Students‘ posts’ preferences



	Posts’ preferences

	Users (N = 102)

	n (%)




	Inquiry
	41

	40.1




	Videos and video links
	47

	46.0




	Study guides
	63

	61.7




	Answering questions to posts
	52

	50.9




	Articles
	15

	14.7




	Sample tests/quizzes
	63

	61.7




	Explanatory comments
	52

	50.9




	Social events
	30

	29.4




	Jokes
	29

	28.4




	Pictures
	31

	30.3





DISCUSSION

Social media sites such as Facebook, YouTube and Twitter are very powerful media forms that have a huge play in the internet world. Factors that contribute to the rise of new media are increased interactivity, network connectivity, mobility of sending and receiving. Though created for social uses, there is empirical evidence that social networking sites are popular among university students and that students are using social networking sites in connection with their studies. They can watch illustrative recordings on YouTube or create pages on Facebook to speak with their educators and partners, share thoughts, posts, make inquiries, and get up to speed with what they missed in the in class experiences. Students’ use of social media is steadily increasing and the gap between older and younger student use of social media is shrinking (13). The use of social media depends on the needs and the community of the students using them, for instance, George et al. (14) found out that Facebook, Twitter and YouTube are the top three social media sites used by students. While Cheston et al. (15) found out that Facebook came third after Blogs and Wikis as a platform used by students to supplement their learning and Grajales (16) stated that Wikipedia is the site most commonly used in the medical community. Our study shows that 94.1% of students use social media to facilitate learning with Facebook taking the lead as the number one used site by medical students, followed by YouTube, Google Plus, REDDIT, while Twitter came fifth in order (Figure 2). Gray et al. (17) found that, only one in four students in University of Melbourne used Facebook for educational reasons. Another study done two years ago by El Bialy et al. (18) found that only 64% of students at the faculty of Medicine, University of Ottawa were using Facebook to facilitate their learning compared to 94.1% in the current study which means that social media is gaining more popularity amongst students as a learning tool. The study shows that there are characteristics in social media that let them more acceptable by students and faculty. Medical students at the University of Ottawa prefer to use Facebook because unlike other platforms, they don’t need to friend their professors to be able to communicate. They can restrict who have access to their home page and personal information. Moreover, it is more accessible and more user-friendly than other platforms, with easier interaction and more flexibility, and unlike Twitter for example, there is the option of communicating via groups where discussions are more private and focused. Earlier in 2007, Boulos and Wheeler (19) stated that Facebook groups have been suggested as an environment to teach key information and communications technology (ICT) skills for professional practice. I do remember a few years back when I created a FB group for my class, students were intrigued and some of them were even uncomfortable. A few years after and on the first day of school, I heard one of the students asking his colleagues if they already joined the case based learning (CBL) group on Facebook.

Students create interest groups on Facebook, where they interact and communicate with their peers. In accordance with Saparova et al. (20), our results show that most of the students’ inquiries were related to exams and study resources (Table 5). Some of the professors trying to reach out to the students in their social media habitat created pages and groups to communicate with them. The groups taking the lead in use by students were histology, physiology and case based learning sessions (Table 2), students stated that they use social media for those particular subjects because the material posted gets them engaged. With 1.7 billion users as of July 2016, there is no doubt that Facebook is spreading like wildfire amongst diverse community of users including students at different education levels. According to a Facebook spokesperson, approximately 297,000 Facebook members identify themselves as faculty or staff, students perceive this as an attempt from professors to foster a positive relation with the students which may have a positive impact on the students’ outcomes (21). A study done by El Bialy et al. (8) showed that although the majority of educators (79%) had presence on social networking sites (SNSs). Only 33% used them in their teaching. It means that some 77% faculty lack interest in using social media in education; this contrasts with findings on students’ willingness to integrate technologies. In sum, students are willing; faculty members are not. Educators who engage into using social media in their teaching are most likely the early adopters of innovations who are willing to take risks and try new technology.

Students have a tangential line of using Facebook other than communicating with their professors, it is a platform where they socialize with each other and an environment for them to supplement their learning, these results are in accordance with Selwyn (10) who stated that the casual and personal aspects of student’s Facebook use may preclude or exclude teachers’ involvement, so students may formulate learning goals that are tangential to formal curriculum. SNSs are a valuable resource to facilitate student learning. And with the high number of students using them in learning, there is no other way to think that these internet based technologies are not here to stay. Facebook is the most popular platform used by students at the University of Ottawa and it is the most popular SNS amongst social media users worldwide. The easiness of its use is why Facebook is going viral amongst this community of students.

Social media have the advantage of increasing students’ collaboration and interaction with their peers, there is richness of resources and immediate answers to one’s inquiries. The materials posted can be generated by educators for learners or by learners for learners and. They empower students to get the material they missed on the off chance that they were not able to come to class. Universities don’t even have to convince the students of their value, they are already using it, they almost all have the apps installed on their smart phones and they receive push notifications. One downside of social media is distraction and sharing inappropriate content, that is why educational institutions have to implement guidelines to regulate the use of SNSs in education.

Educators are encouraged to implement them as a part of their teaching; they have to find the way to engage their students and meet their expectations and align the material posted with the learning objectives. Students on the other hand are encouraged to set the line between socialising and learning.

CONCLUSION

Social media websites are platforms where online communication takes place and their use in learning is increasing steadily; it has the privilege of overcoming the time and place restriction. The newer generations of students grew up with the internet and they use it in all the aspects of their daily life. They don’t remember a time where internet and social media did not exist. Apart from their use in socialising, SNSs are gaining a wide popularity in medical education with Facebook being the home base for most of the users. Social media are contemporary and efficient communication tools that educators cannot overlook; the challenge is to choose the right platform, the amount and quality of the information shared to ensure optimal benefit and collaboration of the students.
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ABSTRACT

Objective: To determine the validity and reliability of Incontinence Praying Ability (I-PA) among Muslim childbearing-aged women. Methods: A cross sectional study was conducted among Muslim women under childbearing age attended clinics in a university teaching hospital. Two measures were used in the present study and there were I-PA and Incontinence Quality of Life (I-QoL). I-PA was developed in Malay language and its construct validity had not been explored. The questionnaires were handed to the Muslim women during their visit to the clinics in Hospital Universiti Sains Malaysia. Exploratory Factor Analysis (EFA) was conducted to determine the construct validity and the Cronbach’s alpha was used to examine the internal consistency reliability of I-PA. Pearson correlation was used to examine the correlation between I-PA and the subscales of I-QoL. Validity was further supported if both scales were significantly correlated. Results: A total of 162 Muslim women completed and returned the questionnaires to the researchers. The mean age of participants was 32.4 (SD = 5.87). Based on EFA result, all the 10 items of I-PA were remained in the model under one factor and no item deletion was required. The factor loadings were ranged from 0.70 to 0.91. The internal consistency of I-PA was satisfactory with Cronbach’s Alpha of 0.94. There were significant correlations between I-PA and I-QoL’s subscales, ranged from 0.64 to 0.71. Conclusion: I-PA was considered a valid and reliable questionnaire measuring incontinence quality of life in the aspect of praying ability or spirituality among Muslim childbearing-aged women.

Keywords: Validity, Reliability, Exploratory factor analysis, Incontinence praying ability, Incontinence, Quality of life

INTRODUCTION

Urinary incontinence (UI) is not a disease, but rather a symptom resulting from impairment of the bladder or of the sphincter mechanism (1). Commonly, UI was defined as a condition of involuntary leakage of urine. It is an inability to hold urine in the bladder because voluntary control over the urinary sphincter is either lost or weakened. This condition of UI can be defined as any involuntary loss of urine and can occur in all ages for many different reasons (2).

UI is a common chronic condition that affects people of all ages (3). Commonly, this condition of UI was recognised as a major health problem for women and was a widespread health problem and affecting 10%–50% of women during their lifetimes (4). Buckley and Lapitan had reported that the prevalence rates of UI among men are less than women by ratio one to two (2). UI was reported as an important health problem with psychological, social and hygienic effects on life of both women and their families (5). Previous studies showed that UI will affect substantial debility, social seclusion, psychologic stress and economic burden (6).

The assessment of quality of life (QoL) becomes important since Broome stated that women with UI tend to report a poorer QoL (7). Corcos et al. also stated that the assessment of QoL can be useful outcomes in benign diseases like UI (1). Besides, the assessment of impact of UI towards QoL has been widely used in patients with UI problem and has proved to be appropriate outcome measures (1).

Besides QoL assessment among patients with UI problem, Dariah in her previous study stated that the assessment of praying ability among women with UI was crucial since the majority of Malaysia population are Muslim (8). Furthermore, Muslim women with UI problem may face difficulties to perform prayer due to UI that could impact their QoL (9). Due to this reason, Dariah had developed new instrument of Incontinence Praying Ability (I-PA) to assess the impact of UI towards praying ability. This set of questionnaire will focus on QoL of Muslim women in aspect of performing prayers (8). Since the questionnaire was new developed instrument, the validation of this instrument became crucial and essential.

There was no established questionnaire that specifically measured the QoL of Muslim women in aspect of performing prayers. It was hoped that validation of the I-PA may serve as the psychometrically sound tool for measuring the QoL of Muslim women with childbearing age, specifically on the aspect of performing prayers. The present study aimed to explore the validity and reliability of the new developed instrument of I-PA among Muslim women under childbearing age who attended Hospital Universiti Sains Malaysia (HUSM).

METHODS

Study Design, Setting and Population

Study design for the present study was cross-sectional. Reference Population in this study was Muslim women under childbearing age and Source Population was women who attended particular clinics includes obstetrics and gynecology clinic, outpatient clinic, specialist clinic and staff clinic at HUSM. The participants must met the inclusion criteria and there were: Childbearing women with age between 18 until 45 years old, a Muslim women, experienced UI problem, and a patient that attended particular clinics at HUSM to get treatment, follow-up treatment or medical check-up.

Incontinence Praying Ability (I-PA)

I-PA scale was new developed questionnaire by Dariah (8). This questionnaire was developed by adapting the design of I-QoL questionnaire. The original construction of I-PA model was in English-version with eight items under one factor of prayer ability or spiritual and used five-point likert scale, ranged from 1 to 5. Then, the questionnaire was finalized into Malay-version with two addition items were added in. Thus, there were total 10 items for I-PA construct, and theoretically all the items should belong to one factor. I-PA questionnaire is shown in Appendix.

Incontinence Quality of Life (I-QoL)

I-QoL was an established questionnaire developed by Patrick et al. (10). This established questionnaire was then translated into Malay-version by Dariah in her previous study (8). The translated I-QoL, Malay-version was used in this study to compare with the new established measure, I-PA. The questionnaire involved three factors with 22 items and used five-point likert scale, ranged from 1 to 5. The factors were Avoidance and Limiting Behaviour (ALB), Psychosocial Impacts (PI) and Social Embarrassment (SE). The internal consistency (Cronbach alpha) of the subscales was ranged 0.91 to 0.96 and test-retest stability with ICC ranged from 0.72 to 0.97 based on a cross-cultural study conducted by Bushnell et al. (11).

Procedures

Non-probability sampling method of purposive was applied in this study. The study was conducted between November 2015 and March 2016. The self-administered questionnaire pack was distributed to the eligible Muslim women under childbearing age during their visit to their appointed clinic. Participants were briefed about the study, the procedures, and the confidentiality of their responses. If they agreed to participate, they would complete and returned the questionnaire to the researcher. The time to complete the questionnaire was approximately 15 minutes.

Data Analyses

All data analyses were conducted using IBM Statistical Package for Social Sciences (SPSS), version 24. Preliminary data analysis was done to investigate the missing value, outlier and normality distribution of the collected data. Exploratory Factor Analysis (EFA) was conducted to examine the construct validity of I-PA. Several assumptions and requirements were checked in EFA. Multicollinearity among items of I-PA was assessed through Variance Inflation Factors (VIF). Positive definiteness by using extraction method of Principal Components Analysis (PCA) was assessed based on eigenvalues with more than zero. Kaiser-Meyer-Olkin (KMO) was used to determine whether the items are worth to be factorised and cut-off point of KMO more than 0.7 was used as guideline (12). A significant test of Bartlet’s test of Sphericity indicated that there were worthwhile correlations among the items based on correlation matrix, thus warrant for a factor analysis (13). Principle Axis Factoring (PAF) was used to extract the factors. Initial eigenvalues and scree plot were examined to identify possible number of factors for I-PA. Once the number of factors was identified, EFA was re-run again by fixing the number of factors. Items with poor loading (<0.50), cross loading problem, and low communalities value (<0.50) were treated as problematic items (14). Decision of removing the problematic item was made after adequate theoretical support was carried out by the researchers. In case of more than one factor extracted, obliques rotation would be used to produce a solution with the best simple structure. Factor rotation was not applicable when only one factor was extracted. After the number of factor was identified in EFA, internal consistency reliability of I-PA was examined based on Cronbach’s Alpha. Then, Pearson correlation was used to examine the correlation between I-PA and subscales of I-QoL (i.e., ALB, PI and SE).

Ethical Issues

Ethical approval and permission to conduct the study was obtained from the Human Research Ethics Committee, Universiti Sains Malaysia (Ethics reference number: USM/JEPeM/[265.4(1.6)]). Participants were informed and written consent was obtained before they were included in the study.

RESULTS

Data Screening, Assumptions Checking and Sample Characteristics

A total of 162 childbearing Muslim women completed the questionnaire and returned it to the researcher. On data screening, no missing data was found. Data on each item in I-PA were mildly skewed to the left based on visual assessment on the histograms. All the participants were married and had experience on pregnancy. The descriptive statistics participants’ characteristics were summarised in Table 1.


Table 1: Descriptive statistics of socio-demographic characteristics



	Variables
	n (%)

	Mean (SD)




	Clinic
	
	



	Obstetrics and gynecology

	102 (63.0)

	



	Outpatient

	28 (17.3)

	



	Specialist

	17 (10.4)

	



	Staff

	15 (9.3)

	



	Age

	
	32.4 (5.87)




	Race



	Malay

	156 (96.2)

	



	Chinese

	3 (1.9)

	



	Others

	3 (1.9)

	



	No. of children
	
	2.2 (1.85)




	Educational level
	
	



	Primary school

	4 (2.5)

	



	Secondary school

	68 (42.0)

	



	Diploma

	40 (24.6)

	



	Bachelor

	44 (27.2)

	



	Master

	4 (2.5)

	



	PhD

	2 (1.2)

	



	Job status
	
	



	Work

	94 (58.0)

	



	Housewife

	66 (40.7)

	



	Student

	2 (1.3)

	



	Household income
	
	



	Less than RM1000

	16 (9.9)

	



	RM1000 until RM2000

	58 (35.8)

	



	RM2000 until RM3000

	27 (16.7)

	



	RM3000 until RM4000

	23 (14.2)

	



	More than RM4000

	38 (23.5)

	



	Number of family member
	
	4.3 (1.87)





EFA and Internal Consistency of I-PA

Several assumptions and requirements were checked in the EFA. There was no multicollinearity problem since the VIF were less than 10 for all 10 items of I-PA. Positive definiteness was satisfied with all eigenvalues more than zero. The KMO value was 0.90 which indicated that the items were meaningful to be factorised. The Bartlett test of Sphericity produced was significant (p < 0.001) which indicated meaningful correlation among the items.

Based on the initial Eigenvalues (see Table 2) and observation on scree plot (see Figure 1), two factors were identified for I-PA.

EFA was re-ran by fixing number of factor to two as suggested in the initial analysis. There were no items with factor loading less than 0.5 and communalities values less than 0.5 (see Table 3). However there was an item exceeding high factor loading of 1.02.

The two factors model of I-PA was checked by the researchers and the experts. During the development of I-PA, one factor with 10 items was considered theoretical sound and important. The two factors model identified in the EFA was investigated and researchers decided that one factor model was more appropriate than two factors model. Therefore, EFA was repeated by restricting number of factor to one. Results showed that all items loaded into one factors adequately well with factor loadings ranged from 0.70 to 0.91 and communalities ranged from 0.50 to 0.83 (see Table 4). All the 10 items were remained in this model under one factor as no deletion was required. The reliability test on I-PA one factor model was satisfactory with Cronbach’s alpha of 0.94.
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Figure  1: Scree plot of I-PA




Table 2: Initial eigenvalues of I-PA



	Factor

	Initial eigenvalues




	Total

	% of variance

	Cumulative %




	1

	6.84

	68.41

	68.41




	2

	1.25

	12.50

	80.91




	3

	.57

	5.71

	86.62




	4

	.38

	3.76

	90.38




	5

	.26

	2.56

	92.94




	6

	.21

	2.12

	95.06




	7

	.17

	1.68

	96.74




	8

	.14

	1.41

	98.15




	9

	.11

	1.10

	99.24




	10

	.08

	.76

	100.00






Table 3: Factor loadings and communalities of I-PA model with two factors



	Items

	Factor loadings

	Communalities (extraction)




	Factor 1

	Factor 2




	P1

	
	0.90

	0.76




	P2

	
	1.02

	0.87




	P3

	
	0.85

	0.80




	P4

	
	0.52

	0.81




	P5

	0.73

	
	0.70




	P6

	0.83

	
	0.86




	P7

	0.91

	
	0.90




	P8

	0.65

	
	0.61




	P9

	0.95

	
	0.67




	P10

	0.88

	
	0.69





Note: P1 to P10 represented the items in the questionnaire, I-PA.


Table 4: Factor loadings and communalities of I-PA model with one factor



	Items

	Factor loadings

	Communalities (extraction)

	Cronbach’s alpha




	P1

	0.73

	0.54

	




	P2

	0.74

	0.54

	




	P3

	0.78

	0.62

	




	P4

	0.90

	0.80

	




	P5

	0.83

	0.68

	0.94




	P6

	0.91

	0.83

	




	P7

	0.90

	0.82

	




	P8

	0.78

	0.61

	




	P9

	0.70

	0.50

	




	P10

	0.77

	0.59

	





Note: P1 to P10 represented the items in the questionnaire, I-PA.

Correlation between I-PA and I-QoL

There were significant correlation between I-PA and subscales of I-QoL (see Table 5). Theoretically, higher level of prayer ability or spiritual, the QoL would be higher as well among childbearing Muslim women with UI. The correlations were ranged from 0.64 to 0.71 and all were statistically significant. Thus, these findings further support the validity of I-PA.


Table 5: Correlation between I-PA and I-QoL’s subscales



	Factors

	Mean(SD)

	I-PA

	p-value




	ALB

	3.77 (0.91)

	0.64

	<0.001




	PI

	4.17 (0.91)

	0.69

	<0.001




	SE

	3.91 (0.99)

	0.71

	<0.001




	I-PA

	4.01 (0.97)

	-

	-





Notes: ALB = Avoidance and Limiting Behaviour; PI = Psychosocial Impacts; SI = Social Embarrassment (SE); I-PA = Incontinence Praying Ability

DISCUSSION

The purpose of this study was to explore the construct validity of new developed questionnaire, namely I-PA, used among Muslim women with UI problem. The questionnaire was developed in a study conducted by Dariah (8). The content and face validity had been established in the previous study (8). The present study employed EFA to further explore the validity of the I-PA. EFA was required in order to explore the items and extract the common idea of the instrument as well as to generate theory based on the empirical findings. Overall the results indicated that the best model for I-PA measure was based on one factor model. One factor model of I-PA was theoretically sound and results of EFA were satisfactory. There were no items removed in the EFA analyses. All items are deemed important in measuring the QoL in the aspect of prayer ability or spiritual. I-PA was regarded as spiritual scale since the items developed under the construct measure the aspect of praying ability.

Measurement reliability of I-PA model was assessed via internal consistency reliability of Cronbach’s alpha method. This measurement reliability will assessed how homogenous the items in a construct in term of their variance (15). Based on the result, the value of Cronbach’s alpha of I-PA model showed good scale reliability for the construct measured. Cronbach’s alpha for ‘spiritual’ was 0.94 which indicated a good reliability. For Cronbach’s alpha, usually it should be more than 0.6 or 0.7 for an acceptable internal consistency (15,16). Some researchers reported that the acceptable values of Cronbach’s alpha, ranging from 0.70 to 0.95 (17, 18, 19). If Cronbach’s alpha value is too high it may indicate that some items are redundant as they have a same content but in a different guise (20). In the present study, we can conclude that the Malay-version of I-PA model had good construct reliability among Muslim women with childbearing age based on the value of Cronbach’s alpha.

Since I-PA was new developed instrument and I-QoL was an established instrument, the validity was also assessed by observing the correlations between both instruments after construct validity and reliability of I-PA were identified. Significant correlation found between I-PA and I-QoL’s subscales further support the validity of I-PA. I-PA was showed to be highly significant correlated with all three components of I-QoL, namely avoidance and limiting behaviour, psychosocial impacts and social embarrassment. The instrument of I-PA was developed to measure the QoL specifically on spiritual routine (prayer ability) among Muslim patients with UI problem. Thus, theoretically I-PA should be highly correlated with the established instrument of I-QoL among patients with UI problem. Therefore, this study further supports the validity of I-PA among Muslim women with childbearing age.

Several limitations were noted during the entire process of this study. First, participants involved in this study were general population of childbearing women that involved both pregnant and non-pregnant women at the time of data collection. Information bias might happen because participants may face UI problem due to pregnancy. However, due to limited time and resources to conduct this study, to assessed the validation of the I-PA instrument among Muslim non-childbearing-age women only seem to be challenging as validation study required relatively big sample size. Second, I-PA was only assessed among Muslim childbearing-aged women and the majority of them were Malay. Since Malaysia population involves variety of ethnics, the assessment of Muslim women in other ethnics is crucial. However, to involve other ethnics Muslim women was problematic since the majority of patients that had attending the HUSM were Malay. Therefore, future research should include validation of I-PA among non-childbearing age Muslim women, Muslim male and more proportion of participants from other Muslim ethnics group in Malaysia.

CONCLUSION

This study was the first study to validate the new developed instrument of I-PA in Malay language, which is deemed important for our Muslim community in Malaysia. Despite the limitations, we provided the evidence of validity for the new developed measure of I-PA. The scale showed good validity and reliability among Muslim childbearing-aged women who attended HUSM. Since praying ability becomes crucial aspect among Muslim, it is recommended to include I-PA in QoL assessment among patients with UI problem. Hence, the QoL assessment among Muslim can be assessed specifically in the aspect of their spiritual routine in Malaysia population.
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Appendix

Incontinence Praying Ability -- I-PA (Malay language)

KESAN MASALAH MENGAWAL KENCING TEHADAP KEUPAYAAN BERSOLAT

Berikut adalah kenyataan yang berkaitan dengan kesan masalah kencing tidak terkawal terhadap keupayaan pengidapnya melakukan wuduk dan bersolat.

Arahan: Sila tandakan (P) di kotak yang berkenaan bagi menggambarkan keadaan anda mengenai kesan masalah kencing tidak terkawal.

 



	Bil.

	Kesan masalah kencing tidak terkawal terhadap keupayaan melakukan wuduk dan bersolat

	Sangat banyak

	Banyak

	Sederhana

	Sedikit

	Langsung tiada kesan




	1.
	Saya merasa risau samada saya sudah betul-betul bersih setiap kali hendak mengerjakan solat kerana masalah tidak boleh mengawal kencing saya ini.
	
	
	
	
	



	2.
	Saya perlu menukar kain/seluar yang saya pakai setiap kali bersolat kerana masalah tidak boleh mengawal kencing saya ini.
	
	
	
	
	



	3.
	Saya akan mandi tiap kali sebelum mengerjakan solat kerana masalah tidak boleh mengawal kencing saya ini.
	
	
	
	
	



	4.
	Saya mengulangi wuduk saya beberapa kali sebelum solat kerana masalah tidak boleh mengawal kencing saya ini.
	
	
	
	
	



	5.
	Saya terus bersolat walaupun saya sedar saya akan terkencing lagi pada bila-bila masa.
	
	
	
	
	



	6.
	Saya tidak kusyuk semasa bersolat kerana masalah tidak boleh mengawal kencing saya ini.
	
	
	
	
	



	7.
	Saya mengulangi solat saya beberapa kali kerana masalah tidak boleh mengawal kencing saya ini.
	
	
	
	
	



	8.
	Saya merasa berdosa kerana terus mengerjakan solat walaupun dalam keadaan yang kurang bersih/berbau kerana masalah tidak boleh mengawal kencing saya ini.
	
	
	
	
	



	9.
	Saya kerap meninggalkan solat kerana masalah tidak boleh mengawal kencing saya ini.
	
	
	
	
	



	10.
	Saya merasa solat saya seakan tidak diterima oleh Tuhan kerana masalah tidak boleh mengawal kencing saya ini.
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ABSTRACT

Objective: Language barriers between physicians and patients are linked to poorer clinical outcomes, higher healthcare costs, and worse patient satisfaction. Incorporating medical foreign language into medical school curriculums can be costly and time-consuming. We sought to evaluate the efficacy of a student-initiated medical foreign language course in communicating with patients with limited English proficiency (LEP). Methods: Senior medical students designed the curriculum and textbook for a medical foreign language course aimed at teaching basic medical Mandarin Chinese, Hokkien Chinese and Malay. After the course, students completed questionnaire on their comfort engaging in patients with LEP and whether they would take a second course. Results: A total of 38 students enrolled and 22 completed the post-course questionnaire. Students felt significantly more comfortable engaging patients with LEP (p < 0.05). All students agreed the course was effective at teaching medical foreign language and the majority would take a second LINGO course in the future. Conclusion: Student-led medical foreign languages classes may be effective in helping medical students communicate with patients with LEP.

Keywords: Medical foreign language, Curriculum planning, Design and production of learning materials, Communication skills, Student initiated

INTRODUCTION

In an increasingly diverse world, language barriers between physicians and patients have been shown to be linked to suboptimal healthcare delivery, including poorer clinical outcomes, increased disease severity, and higher healthcare-related costs (1–5). Furthermore, patients with limited English proficiency (LEP) have been shown to have poorer patient satisfaction and reduced access to health education and preventive care (1, 3–7). Conversely, language concordance between patient and physician reduces healthcare disparities and is linked to better care, reduced emergency department (ED) return visits, and lower healthcare expenditures (3–8).

While professional interpreters provide one solution to language barriers, the quality of interpersonal care and health education delivered are poorer and interpreters are a suboptimal solution at best (3, 7). Moreover, patients with chronic diseases have better health outcomes, a greater understanding of their conditions, and were more likely to be satisfied with their care when communicating with physicians who spoke their primary language (4). Consequently, in 2012, educators at Harvard Medical School, the University of California San Francisco (UCSF) School of Medicine, and the National Institutes of Health highlighted the need for foreign language education in medical schools, with schools across the United States following suit by integrating medical foreign language courses into their curriculum (9).

In the global context, Singapore is unique as a multicultural, multiracial country that recognises four official languages—English, Mandarin Chinese, Malay and Tamil (10). A recent census in 2010 showed over 95% of the population spoke at least one of the four languages, inclusive of Chinese dialects such as Hokkien, Cantonese and Teochew (10). With an increasingly geriatric population requiring multidisciplinary healthcare, the elderly in Singapore need, but may not be able to access, physicians who speak their native language (10).

Adapting a medical foreign language course is already difficult given the condensed nature of the medical school curriculum (1). Furthermore, the majority of research in medical foreign language education concerns Spanish, as opposed to the Asian languages spoken in Singapore, which could make a language course costly and difficult to tailor to our local environment (4, 7, 8). In Singapore, we sought to address these challenges by having medical students collaborate with language tutors to create a practical, multilingual medical language course and textbook. Our goal was to equip medical students with basic foreign language competency for simple history taking and physical examination. The aim of this study was to evaluate a student-led medical foreign language course in helping medical students learn basic medical foreign language phrases and improve comfort in speaking to patients with LEP.

METHODS

Recruitment

Medical students were the main participants of the pilot classes, which were developed as part of a student affairs initiative. All data collected was anonymised. Students indicated their consent by completing the questionnaire and were free to decline filling out the questionnaire at any given point.

Curriculum

The language course, titled “LINGO”, was conceptualised, designed, and written by senior medical students, all of whom had already completed at least one year of clerkships. Based on the local population, the decision was made to focus the class on Mandarin Chinese, Hokkien Chinese and Malay. The curriculum was designed to cover common vocabulary and phrases and structured by organ system, encompassing the cardiovascular, respiratory, abdominal, neurological and musculoskeletal systems. Additional chapters were added to encompass pediatric, obstetric and gynecological conditions. Basic vocabulary and phrases were also included to facilitate introductions, asking questions and engaging in empathetic conversation.

Classes

Each class focused on one organ system and was two hours in length. Each lecture was taught by an external tutor for Malay and Hokkien Chinese and by senior medical students for Mandarin Chinese. Class size ranged from 10–15 students per instructor. After a short didactic lecture, students would pair up to practice basic history taking and physical examination commands. Subsequently, the instructor would review vocabulary and phrases from previous classes and answer any remaining questions. A total of six sessions was offered for each language.

Textbook

The textbook was designed by medical students as an A5 sized booklet to be also used as a pocket-sized reference during clinical rotations. Like the curriculum, each chapter was structured around an organ system and included vocabulary, phrases and sample conversations. The textbook included the content for all three languages such that students could utilise vocabulary and phrases ad hoc, even if they had not attended the specific language course. The textbook’s design, illustrations and translations were done entirely by a team of student editors. See Figure 1 for sample textbook pages.
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Figure  1: Common vocabulary. All vocabulary and common phrases were adapted from English to Mandarin Chinese, Malay and Hokkien.



Assessment

After completing the course, all students were invited to fill out an anonymous survey containing Likert scale questions to determine their attitudes towards engaging LEP patients, medical foreign language, course quality, and whether or not they would take a second language course.

Analysis

Results are presented as means with ranges. The Statistical Package for the Social Sciences (SPSS) version 21 (IBM Corp., Armonk, NY) was used for statistical analysis. A student’s t-test was used to compare Likert scores pre and post-course with statistical significance defined as p < 0.05.

RESULTS

Enrollment

The course was advertised to the 225 candidates in the doctor of medicine programme, of whom 67 (29.7%) responded with interested in enrolling. Enrollment was limited by the need for a low teacher to student ratio. Of respondents, a total of 38 students (56.7%) enrolled in the course. Of these students, 10 were enrolled in Mandarin Chinese, 12 were enrolled in Malay and 16 were enrolled in Hokkien Chinese. At the end of the course, 22 students (57.8%) completed the questionnaire.

Engaging in LEP Patients

Before the course, less than one in five students (18.2%) felt comfortable engaging patients who primarily spoke a foreign language. On average, they felt uncomfortable to very uncomfortable in engaging in these patients. After the course, students on average felt neutral to comfortable with engaging in these patients and felt significantly more comfortable in engaging in patients who primarily spoke a foreign language (p < 0.01). Figure 2 shows a graphical representation of the data.
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Figure  2: Student responses to the statement “I feel comfortable engaging in a patient who primarily speaks in a foreign language (1 = strongly disagree, 5 = strongly agree)” (mean pre-course 1.71, post-course 3.14, p < 0.05).



Course Satisfaction

All students agreed that the course was effective in teaching medical foreign language, 66% of whom strongly agreed with the sentiment. Of students polled, 86.3% were satisfied or very satisfied with the content and quality of the textbook. All but one respondent (95.45%) would consider taking a second language course. Malay was the most popular choice (63.6%), followed by Hokkien Chinese (27.3%) and Mandarin Chinese (9.09%). All 22 students who completed the exit questionnaire (100%) felt that the course should be continued. The results of the questionnaire are shown in full in Table 1.


Table 1: Questionnaire results. The results of the questionnaire administered to the students before and after the class (n = 22)



	Questionnaire Results
	Before LINGO mean (min-max)

	After LINGO mean (min-max)




	I feel comfortable engaging in a patient who primarily speaks in a foreign language.(1 = strongly disagree, 5 = strongly agree)
	1.71 (1–3)

	3.14 (2–5)




	I was satisfied with the content and quality of the LINGO textbook.(1 = strongly disagree, 5 = strongly agree)
	
	4.19 (3–5)




	I feel LINGO is effective at teaching medical foreign language.(1 = strongly disagree, 5 = strongly agree)
	
	3.86 (2–5)




	I feel the LINGO language class should be continued.(1 = strongly disagree, 5 = strongly agree)
	
	5.00 (5–5)




	I want to take another LINGO course in the future.(1 = strongly disagree, 5 = strongly agree)
	
	4.18 (3–5)




	If so, which one?
	
	Responses (%)




	Malay
	
	14 (63.6%)




	Hokkien Chinese
	
	6 (27.3%)




	Mandarin Chinese
	
	2 (9.09%)





CONCLUSION

As the population in Singapore ages, the number of patients with LEP will only increase and the need for language-concordant physicians will drastically rise. Consequently, it is crucial that medical education integrates medical foreign language courses into the curriculum early on to improve patient care and optimise healthcare delivery in the future. However, given the condensed, exhaustive medical education curriculum, it may not be feasible or time-efficient to do so formally.

The research done on our pilot medical foreign language course suggests that a student-led medical foreign language course may be effective in helping medical students develop practical skills for communicating with patients with LEP. By allowing students to decide on the content and direction of the curriculum and textbook, we were able to focus on salient and practical material. After taking the course, students felt significantly more comfortable with engaging in patients who did primarily spoke a foreign language.

Additionally, the vast majority of the students felt the course was effective in foreign language instruction and were keen to take another LINGO course in the future. Given that the textbook was designed as a pocket-sized reference, students were able to continue using the textbook for on-the-go learning and ad hoc use in the wards.

As a pilot study, there are some limitations to this study. Self-reported language proficiency has been noted in previous studies to lead to false language fluency that may not translate to actual language competency (1). Additionally, our results are not longitudinal and involve a small sample size. Similarly, the languages we studied were Mandarin Chinese, Malay and Hokkien Chinese, thus our results may not be generalisable to other languages or regions. To ideally assess the efficacy of a student-run course, a larger sample size with multiple objective assessments and patient feedback on language skills would be ideal.

This is the first study to evaluate student-led medical language foreign education and suggests that such courses may be helpful in helping medical students increase their comfort with engaging patients with LEP. Especially in regions with diverse, multilingual populations, our study set the precedent for student-led foreign language education in medical school to improve confidence and provide students with practical language skills in the clinical environment.
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ABSTRACT

Assessment of medical professionalism is often challenged by the subjectivity of its construct and lack of feedback practice to nurture professional growth. However transmitting professionalism alone has not been shown to improve professional behaviour therefore professionalism need to be assessed if it is viewed as relevant. The authors provided description and guidelines on the use of Simplified Thematic Engagement of Professionalism Scale (STEPS) as summative and formative assessment tool for assessing professionalism attributes. STEPS was developed based on the Professionalism Mini-Evaluation Exercise (P-MEX) format that utilise multiple short encounter assessment and incorporated professionalism values from a local study. The formative component has 15 attributes that were categorised into personal, profession, patient and public. This is assessed using seven scale rubric that promotes feedback practice using feed up, feed back and feed forward concept. The summative component utilises global rating that will be collated longitudinally to form a more robust evaluation of student professionalism. Current investigations are ongoing especially to ascertain the usability and validity of STEPS as peer assessment and self-assessment tool.

Keywords: Professionalism assessment, Feedback, Workplace-based assessment

INTRODUCTION

Professionalism can be defined as the means by which individual doctors fulfil the medical profession’s contract with society (1). It is regarded as one of the core competencies that all medical school should cultivate and evaluate in their students. In the recent years, it has been recognised that professionalism attributes is not universal and there are cultural differences where it is highly influenced by social contract (2). This has led to emergence of various professionalism attributes proposed in different cultures such as the model of Malaysia medical professionalism (3,4) (Figure 1).
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Figure  1: A model of Malaysia medical professionalism framework (4)



PROFESSIONALISM ASSESSMENT

Professionalism has been shown to impact patient care, patient safety, quality of patient’s hands-off and successful patient-physician relationship (5–7). As there is little evidence to advocate that simply teaching professionalism will influence professional behaviour (8), professionalism needs to be assessed if it is regarded important (1). It is acknowledged that although local and international professional bodies has recommended such (9,10), there is no specific assessment done to capture professionalism either in undergraduate level or working physicians in Malaysia. Known barriers of professionalism assessment include abstract definition, context specificity, reluctance to address unprofessional behaviour and ceiling effect (11).

To date there is at least 88 assessment tools that have been used to measure various attributes of professionalism. Among those, Clinical Evaluation Exercise (Mini-CEX) and Professionalism Mini-Evaluation Exercise (P-MEX), which is an improvised version of Mini-CEX has been used in many context with established validity and reliability (12,13). Although best practice recommends that revalidation with cultural relevance is important in assessment (14), most of the described tools were conceptualised in the Western context.

SIMPLIFIED THEMATIC ENGAGEMENT OF PROFESSIONALISM SCALE (STEPS)

Simplified Thematic Engagement of Professionalism Scale or STEPS was developed based on the strong need to have an assessment tool that is valid for summative examination, culturally sensitive and at the same time, having feedback component. It was proposed that there are many existing assessment tool and the existing tools should be improved rather than reinventing new tools (11). Therefore, STEPS was developed based on the P-MEX format (13) using the values from the recent study that examine medical professionalism in Malaysian context (3).

‘Simplified’ signifies the generic use of the form, which can be utilised to assess many attributes in various context. ‘Thematic’ indicates the attributes were arranged in a simpler format to assist professional development and ‘Engagement’ implies the formative component. Provision of constructive feedback has been shown to improve professionalism behaviour (15) but unfortunately it is rarely given as physicians are either too busy, unsure what is professionalism about or not trained to give effective feedback.

STEPS was designed to allow professionalism being assessed in various context such as ward, outpatient, casualty, operation theatre, tutorial or even teamwork. This has been proven possible by P-MEX which has successfully capture professionalism in these various context (13). It utilises the ‘snapshots’ concept whereby multiple short encounter assessments can be captured and collated into a whole to develop a comprehensive and reliable professionalism assessment (16). This improves the common practice where professionalism assessment is usually undertaken by a single assessor that can be easily influenced by certain biases such as leniency, severity and prejudging. This ‘snapshots’ approach allow multiple assessors to evaluate a student professionalism, in various context without having to observe the student for long duration.
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Figure  2: Formative component of STEPS



FEEDBACK PRACTICE

Each STEPS form contains two components that are formative and summative. Under the formative component (Figure 2), attributes table guides students to understand professionalism behaviour desired from them. The 15 item attributes were derived from the model of Malaysia medical professionalism (4) and refined by several sessions with 42 clinicians from the institution. The attributes have been refined to ensure that it is as comprehensive and at the same time trying not to be over-exhaustive.

The attributes are also categorised to personal, profession, patient and public to assist the student understanding and professional development. It also symbolizes that professionalism is a process and the ultimate goal for every physician is to be a socially accountable where they are not confined to their workplace only.

A glossary is also made available in the students’ logbook for description of each attributes. This glossary explains each attributes in the spectrum of professionally burned-out (non-stigmatised term for unprofessional behaviour) to professionally engaged (professional conduct) such as in Figure 3. In the glossary, the year of which the attributes should develop is also included just to guide the student’s professional development.

A student may be assessed on several attributes on single encounter. It is expected that in the early clinical year, the students will be assessed more on the personal values. As they progressed through the clinical years, they are expected to develop other attributes. These attributes can be assessed against a seven-scale rubric that ranges from intolerant to exemplary. At the same time, the attributes table and the seven-scale rubric can be used by the assessors or physicians to assess the students and give feedback. Students often received feedback on personal and affect such as “You are an excellent student,” that is unrelated to task performance and ineffective in changing behaviour. STEPS aspires to encourage effective feedback and reflection that focuses on the task process and self-autonomy using the quick feed up (attributes table) – feedback (rubric) – feed forward (attributes table) concept (17).

Under the summative component (Figure 4), the assessor will give a global rating from the scale of 1 to 9 to the student. This score will be accumulated longitudinally with other STEPS assessment to form a more robust decision making on the student professionalism. In our institution, each student will have at least 30 STEPS throughout the clinical years and each unsatisfactory mark (1-3) will be notified to the faculty to help the students to improve on the attributes.
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Figure  3: Glossary of STEPS attributes
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Figure  4: Summative component of STEPS



PRELIMINARY FINDINGS

STEPS was field tested in two stages. In the first stage, 42 faculty members were asked to recall any encounter with medical students through which professionalism attributes can be observed. This was to ensure that the attributes is comprehensive without trivialising the assessment form. From this exercise, the attribute “Committed to life-long learning” was revised to “Committed to self-directed learning” as the faculty members thought that life-long learning is difficult to assess in short encounter.

As professionalism assessment deals with a lot of subjectivity, a two hours training session was conducted with 30 faculty members from various specialities (17 medical based and 13 surgical based) for calibration. In this stage, the faculty members had an hour introductory session and free discussion on the use of STEPS. The attributes were introduced and calibration was made by explaining on the rubric. Then, three short videos of common scenarios with students were shown and the faculty members were asked to rate the student (in the video) independently. The forms were completed by 30 faculty members. The summative marks were analysed using SPSS version 22 to measure its internal consistency and interrater reliability. Results indicate high level of internal consistency (Cronbach’s Alpha more than 0.90) and very good level of agreement between faculty members (interclass correlation coefficient more than 0.70).

Similar session was also conducted to 92 third year medical students where the results indicate high level of internal consistency (Cronbach’s Alpha more than 0.90) and very good level of agreement between students (interclass correlation coefficient more than 0.70).

Qualitative analysis with the students after STEPS implementation in third year clinical postings indicated that STEPS was useful in enhancing understanding of professionalism, awareness of consistent professional conduct in daily practice and promoting self-reflection. Major limitations identified were not all faculty members were trained to give effective feedback and time limitations for consolidation.

IMPLICATION

The preliminary findings suggest that STEPS is a content valid and reliable tool to assess professionalism. However since STEPS is at its early implementation phase, more studies are warranted to ascertain its validity. Qualitative analysis also demonstrated its value in promoting self-reflection and awareness on professionalism. We have accentuated to the faculty members and students that STEPS does not meant to be punitive but constructive. Thus, more studies are needed to explore the educational impact of STEPS from both students and faculty perspective. Early analysis has also demonstrated good internal reproducibility of the score in students training. Hence, more studies are essential to examine STEPS as a tool for peer assessment and peer feedback. It is also imperative to examine the validity of STEPS in postgraduate students and doctors as professionalism is a process and should be assess throughout undergraduate and beyond (15).

CONCLUSION

The implementation of professionalism assessment is challenging but ascertaining professional growth is unlikely without assessment (11). Having said that, there is no single assessment tool that can capture professionalism and triangulation is imperative (15). Initial study on STEPS has demonstrated its content validity and reliability and more studies are needed to establish its consequential validity and educational impact. We hope that STEPS will stimulate more institutions to use constructive professionalism assessment that promote feedback practice.

ACKNOWLEDGEMENTS

This study is funded by Universiti Sains Malaysia Short Term Grant 304/PPSP/61313159.

REFERENCES

1.     Cohen JJ. Professionalism in medical education, an American perspective: from evidence to accountability. Med Educ. 2006 Jul;40(7):607–17. https://doi.org/10.1111/j.1365-2929.2006.02512.x

2.     Cruess S, Cruess R, Steinert Y. Teaching professionalism across cultural and national borders: lessons learned from an AMEE workshop. Med Teach. 2010;32:371–4. https://doi.org/10.3109/01421591003692730

3.     Roslan NS, Yusoff MSB, Abdul Rahim AF, Zabidi-Hussin ZAMH. Together we stand, divided we fall: interprofessional collaborative practice competencies from Malaysian medical professionals’ perspectives. JTUMED; 11(6):533–40.

4.     Roslan NS, Abdul Rahim AF, Zabidi-Hussin ZA, Yusoff MSB. Malaysian medical professionalism taxonomy: developing a timely definition that connects to cultural context. In: 11th International Medical Education Conference: Integrating Cultures and Values into Health Profession Education; 2016.

5.     Royal College of Physicians. Doctors in society: Medical professionalism in a changing world. Clin Med (Northfield Il). 2005 Jan;5(6 Suppl. 1):S5–40.

6.     Newton BW, Barber L, Clardy J, Cleveland E, Sullivan PO. Is there hardening of the heart during medical school ? Acad Med. 2008;83(3):244–9. https://doi.org/10.1097/ACM.0b013e3181637837

7.     Panchal A, Gaither J, Svirsky I, Prosser B, Stolz U, Spaite D. The impact of professionalism on transfer of care to the emergency department. J Emerg Med. 2015;(April 2014):1–8.

8.     Jha V, Bekker HL, Duffy SR, Roberts TE. A systematic review of studies assessing and facilitating attitudes towards professionalism in medicine. Med Educ. 2007 Aug;41(8):822–9. https://doi.org/10.1111/j.1365-2923.2007.02804.x

9.     Malaysian Qualifications Agency. Code of practice for institutional audit. Malaysia: Malaysia Qualification Agency; 2009.

10.   General Medical Council. Good medical practice. England, Wales & Scotland: General Medical Council; 2013.

11.   Lynch DC, Surdyk PM, Eiser AR. Assessing professionalism: a review of the literature. Med Teach. 2004;26(4):366–73. https://doi.org/10.1080/01421590410001696434

12.   Norcini JJ. The mini clinical evaluation exercise. Clin Teach. 2005;2(1):25–30. https://doi.org/10.1111/j.1743-498X.2005.00060.x

13.   Cruess R, Mcilroy JH, Cruess S, Ginsburg S, Steinert Y. The professionalism mini-evaluation exercise : a preliminary investigation. Acad Med. 2006;81(10):74–8. https://doi.org/10.1097/00001888-200610001-00019

14.   Hodges BD, Ginsburg S, Cruess R, Cruess S, Delport R, Hafferty F, et al. Assessment of professionalism: recommendations from the Ottawa 2010 Conference. Med Teach. 2011;33:354–63. https://doi.org/10.3109/0142159X.2011.577300

15.   Goldie J. Assessment of professionalism: A consolidation of current thinking. Med Teach. 2013;35:e952–6. https://doi.org/10.3109/0142159X.2012.714888

16.   Wilkinson TJ, Ed MC, Wade WB, Studies MAC, Education MA, Knock LD. A blueprint to assess professionalism: results of a systematic review. Acad Med. 2009;84(5):551–8.

17.   Hattie J, Timperley H. Review of educational the power of feedback. Rev Educ Res. 2007;77(1):81–112. https://doi.org/10.3102/003465430298487

APPENDICES

[image: art]

[image: art]

[image: art]

[image: art]






COMMENTARY

Volume 9 Issue 1 2017

DOI: 10.21315/eimj2017.9.1.10

ARTICLE INFO

Submitted: 27-12-2016

Accepted: 12-01-2017

Online: 31-03-2017



Thinking About Medical Ethics in a Privatised Context

Chang-Da Wan

National Higher Education Research Institute, Universiti Sains Malaysia, Block C, Level 2, Sains@USM, 10, Persiaran Bukit Jambul 11900 Pulau Pinang, Malaysia



CORRESPONDING AUTHOR    Chang-Da Wan, National Higher Education Research Institute, Universiti Sains Malaysia, Block C, Level 2, sains@usm, 10, Persiaran Bukit Jambul 11900 Pulau Pinang, Malaysia| Email: changda.wan@usm.my

www.eduimed.com © Penerbit Universiti Sains Malaysia. 2017

To cite this article: Wan CD. Thinking about medical ethics in a privatised context. Education in Medicine Journal. 2017; 9(1):99–101. https://doi.org/10.21315/eimj2017.9.1.10

To link to this article: https://doi.org/10.21315/eimj2017.9.1.10

ABSTRACT

Prompted by personal observation and experiences, this article argues the need to rethink medical ethics for medical personnel working in the private healthcare sector. Although medical personnel are bounded by the Code of Medical Ethics, private healthcare providers are not subjected to a similar code. Within such as context, would medical personnel able to adhere to their ethics? Should private healthcare providers also be subjected to a similar set of ethics?

Keywords: Medical ethics, Private healthcare, Ethical dilemma, Conflict of interest, Malaysia

I am a non-medical personnel and this is written strictly based on personal observation and real-life experiences of family and friends, which challenged me to start thinking about medical ethics. As Wikipedia defines, medical ethics is a system of moral principles that apply values and judgements to the practice of medicine (1). In Malaysia, the Malaysian Medical Association (MMA) has its own Code of Medical Ethics, which was adopted at the 2001 Annual General Meeting. The Malaysian version Code of Medical Ethics comprises of eight sections, among which include: good medical practice, ethical obligation of doctors to the patient, doctors and his colleagues, relationship of doctors with other professionals, relationship of doctors with commercial undertakings, advertising and canvassing, setting up practice, and ethics committee of MMA (2). However, what I am going to discuss is a grey area that perhaps has not been adequately covered by the MMA Code of Medical Ethics, but an area that is critical for the healthcare system of Malaysia: specifically medical ethics in private healthcare.

Malaysia has a two-tier healthcare system of government-supported universal healthcare system as well as private system. In 2013, there were 149 government-supported hospitals and 3,122 health and mobile clinics, while concurrently, there were 214 private hospitals, 54 ambulatory care centres and 6,801 clinics. Yet, almost 70% of private hospitals are located urban areas of Klang Valley, Penang and Johor Bharu. Interestingly, while there has been significant growth of private hospitals and medical facilities, the government’s proportion of health expenditure has remained constant in the range of 50% and 60% between 2000 and 2011 (3). Hence, under the Economic Transformation Programme, healthcare has been identified as one of the 11 economic sectors and Malaysia aspires to become a destination for medical tourism through the private sector. Although there is the Private Healthcare Facilities and Services Act 1998 (Act 586), this legislation mainly focuses on the ways to establish and regulate private healthcare providers by the Government.

Let me begin by sharing some observations and real-life experience to illustrate the need to reconsider medical ethics in private healthcare. These examples include both for-profit and non-profit private healthcare providers. First, a lady in Malaysia who realised that she is pregnant visits an obstetrician in a private hospital possibly in the second month of the pregnancy. In the first visit, she would be required to take a urine test and the obstetrician would have used the ultrasound to ‘check’ on the foetus. Almost immediately, the obstetrician would have recommended a battery of tests for Down syndrome, where the patient is briefed of the pros and cons of the various tests, when these tests can be administered, its risk, results and most importantly the cost. Upon deciding on a specific test, a highly efficient nurse would within a minute or so got an appointment for the patients to do the test. The patient would also be immediately scheduled for the next consultation with the obstetrician, usually within three weeks to a month. For every consultation, there would be charges for the obstetrician consultation, use of medical device i.e. the ultrasound, and supplements such as folic acid, calcium and multi-vitamins; amounting to approximately MYR150 for the three items on the bill.

To illustrate my point from this case, let me share another example of a similar situation but in a different context. Now, if the same lady, who is now in England, realised that she is pregnant, would have to visit the General Practitioner (GP) whom she is registered with. She would be required to take a urine test to determine the pregnancy and given a package of information by the National Health Service (NHS). The GP would first determine whether the pregnancy was planned and intended, and having do so, would then provide the necessary information to the patient in terms of arrangements with the midwife and other appointments for test. For the next nine months, there were three appointments with a midwife, two appointments with the GP, and two ultrasound tests. It is suffice to mention that the only cost incurred to the patient throughout the pregnancy was mere GBP10 to purchase the picture of the ultrasound, and even that was optional. I do not intend to compare the cost involved in the duration of pregnancy as NHS is a government-supported system alike to public healthcare in Malaysia, and such comparison with private healthcare would not be fair.

However, the frequent consultation and use of medical device raises a fundamental ethical question: Is the obstetrician in a private hospital prescribing ‘more care than needed or required’? Is it necessary for the obstetrician, a trained specialist, to use an ultrasound to ‘check’ on the foetus; considering that GPs and midwives in England did not rely on such device? Beside the question of necessity, the more frequent use of ultrasound contradicted a fundamental principle of medical ethics of ‘doing no harm’? All these ethical questions have to be considered in a larger context where the medical personnel may have conflict of interests between his or her duty as a doctor in prescribing care for the patient, and his or her financial interest as an owner, shareholder or employee of a private healthcare provider.

Second, let us fast forward the story of the pregnant lady to the due date of the pregnancy. If the patient is in a Malaysian private hospital, she would first be asked to choose a delivery package. The options provide are normal or Caesarean delivery, as well as either a single, double or 4-bed room. However, there are private hospitals which offer normal or emergency packages, which the patient has to choose before the big day. Interestingly, the normal package refers to the expected due date and has to be within a specific window of working hours of the particular day. Anything outside of that window, for instance the day before or after the expected due date, the patient would have been considered as an emergency case and subject to additional charges. This is perhaps a case of confused identity, where the private healthcare provider may be thinking that the organisation is providing a glorified hotel with the theme of a hospital, and not running a private hospital as prescribed in Act 586 as “a premise, other than a Government hospital or institution, used or intended to be used for the reception, lodging, treatment and care of persons who require medical treatment or suffer from any disease…that requires hospitalization”.

Third, this is a story of a private hospital which is located next to a court building. One fine morning, a man was declared bankrupt in the court and upon hearing the verdict, suffered a heart attack. However, knowingly that the person could not afford medical care, would the private hospital and all its medical personnel have the responsibilities to react to this emergency? Many similar incidents have been reported not only in Malaysia but elsewhere in the world, whereby when a patient does not have insurance coverage or financial means to pay for medical facilities at a private healthcare provider, to what extent does the private provider has the obligation and ethical responsibilities to provide medical assistance? The last I heard about the man, an ambulance from a government-support hospital was called, instead of from the private hospital next door.

While a doctor has to abide by its Code of Medical Ethics, does he have sufficient consideration as to what extent can the doctor abide to this code in a private healthcare organisation or environment, especially when there is potential conflict of interest? Equally crucial, does private healthcare providers have a similar set of code of medical ethics in which their owners, stakeholders, managers and administrators also have to abide by? If there is, are the two codes of medical ethics of doctors and healthcare providers compatible? If there isn’t, then why are healthcare providers not required to have a code of medical ethics whereby the providers have a crucial role in the provision of healthcare and medical practice? My contention is the examples above are not a question of right and wrong from a legal point of view, and therefore cannot be adequately addressed through legislations and regulations. Instead, they relate to the fundamental concern about medical ethics that require more elaborated consideration and rethinking, given the many codes of medical ethics such as the Hippocratic Oath have existed before the privatisation of healthcare. Certainly this is also a crucial area to consider in the education of doctors and other medical professionals on the subject of medical ethics.
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4 INEXPERIENCED Unintentional unprofessional conduct.
3 BELOW EXPECTATION __Intentional unprofessional conduct with apparent intended corrective action
2 UNDESIRABLE Ttentional unprofessional conduct with no apparent intended corrective
action.
1 INTOLERABLE Repetitive or serious unprofessional conduct that imposes harm with no
apparent intended corrective action.
LEVEL | ATTRIBUTES 1234567 SR

Committed to personal and professional codes

persoxsz | Showed competence to provide care

Demonsiraied respect and good communication

Displayed leadership and teamwork

Met commitments and dedication

proFESsroy | Maintained patient confidentiality

Dealt with professional dilemma cfiectively

Committed to self-directed learning

Listened actively to patient

pamenr | Showed empathy and compassion

Recogized patient's semsitivity

Respecied pafient s needs and decision

‘Acknowledged own limitation

Used health resource appropriately
PusLIC

Committed to societal welfare
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1 65 74 100 74 51 70 85
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j. Pictures 30 294 j. Grade availability 3 29
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Other 2 19 I Idon'tmake 27 264
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Other 1 1
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‘HFIIM SUMMATIVE COMPONENT (Please refer to the next page for
A summative evaluation by examiner)

Uivensm SAins MALAYEA

SIMPLIFIED THEMATIC ENGAGEMENT OF PROFESSIONALISM SCALE (STEPS)
(Academic copy)

Evaluator:
Student: Student ID:
CONTEXT (Please Tick) 4[]s
Large Group Small Group Group Work
Presentation Tutorial
Ward Outpatient Others
Feedback given to the student Yes No Student signature:

SUMMATIVE COMPONENT (Please fill in and return to Academic Office)

1 2 3 4 s 6 7 s 9

Unsatisfactory Satisfactory Excellent

Comments:

Evaluator signature:
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PROFESSIONALLY BURNED-
out

—

(Suitability)

PROFESSIONALLY ENGAGED

Candidates intentionally breach the
declared standard of medical
profession (MMC), institution policy
(USM), wear attires that is
unhygienic or unacceptable for
doctors, or being dishonest and
immoral.

Commitment to personal and
professional codes

(Year3)

Candidates adhere fo the declared
standard of medical profession
(MMC), mstitution policy (USM).
comply to dressing codes expected of
a doctor and being honest and
conscientious consistently.

Candidates show unsatisfactory
knowledge or lack of skills that can
hamper the qualify of patient care.

Competence to provide care

(Year5)

Candidates show adequate knowledge
that is evidence-based, acceptable
skills for safe practice and act in
confidence while on duty.

Candidates display disrespect and
poor communication that include
using inappropriate manner and
jargon

Respect and communication

(Year3)

Candidates display respect and
effective communication that includes
using appropriate manner and
comprehensible language

Candidates unable to show good
leadership qualities, work in isolation
and unwilling to cooperate for
achieving common goals.

Leadership and teamwork

(Year 4)

Candidates demonsirate good
leadership qualities and able o work
in group to achieve common goals
while nurturing each other

Candidates show poor commitment
toward a given fask or demonsirate
poor effort to complete the fask

Commitments and dedication

(Year3)

Candidates show good commitment
towards a given task and demonsirate
full effort to complete the fask.

Candidates disclose any information
relating to a patient o third parties
without the paient consent.

Patient confidentiality

(Year3)

Candidates hold secret all information
relating fo a patient, ualess the patient
gives consent permitting disclosure.

Candidates unaware and mismanage
a situation in which a difficult choice
has to be made between fwo or more
alternatives

Professional dilemma dealing

(Years)

Candidates recognize and manage a
situation in which 2 difficult choice
has to be made between fwo or more
alternatives.

Candidates display lack of effort to
enhance their performance
(emowledge, skills, values, aftitudes).

Self.directed learning

(Year3)

Candidates display voluntary effort to
enhance their performance
(knowledge, skills, values, attitudes).

Candidates show disinterest to

patients, ignore verbal and non-verbal
cues, and not validate information
obtained from the patient.

Candidates show inferest to patients,
sespond to verbal and non-verbal
cues, and validate information
obtained from the patient.
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PROFESSIONALLY ENGAGED

Gandidates intentionaity breach the
declared standazd of medical
profession (MM), insttution policy
(USND, wear attres that s
unhygicauc o snscecpiable for
dociors, or being didhonest and
Smmoral.

Commitment 1o personl 20d
professional codes

(vear 3)

Candidates adhee 1o the deciared
Sandssd of medicsl profession
MO, snstiution poticy (USMD.
compty o dressng codes expecied of
2 doctor and being honest and
Conscientious concisently.

Candidstes show wnsstsfactory
Emowledge o lack of salls that can
hamper the quality of patient cire

Competence 10 provide care

(e s)

Candidates show adequate Emoviedge
a5 cvidence-basee, acceptable
Sils Tor safe practics and 2 in
confidence while on dury.

Candidates digplay disrespect and
‘poor communcation that sciude
using wapproprate manner and
jargon.

Respect and communication

vexr3)

Candidates diplay respect and
effecive commucaion tat includes
using appropriate manier and.
comprehensible language.
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