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1

ABSTRACT

A career in medicine requires long training and involves, in most cases, the need to choose
one specialty out of many. This choice process is complex and dynamic, and can change, both
before and after joining a specialty, with potential consequences for the individual and
policymakers. There is a relative lack of qualitative studies in the literature on change of
specialty.

This exploratory study used semi-structured interviews to illuminate the reasons why people
changed their specialty and what issues they experienced in doing so.

A semi-structured interview schedule was developed utilising themes extracted from the
literature on career change, inside and outside medicine Video interviews were conducted
with doctors who changed their specialties in England. Interviews were recorded and
analysed using the framework analysis method.

Ten doctors were included, their age range was 28-57 years with an average of 40 years. There
were three males and seven females. The main themes that were extracted included reasons
for a change of specialty including luck, consequences of changing specialty such as being
away from family during on-calls and reflections of candidates including their views on the
need to go back to the start when changing specialty and on mentorship.

The results showed that the process of choice and change is complex and highly individual. In
terms of policy implications, It was demonstrated that the length of pre-specialty exposure
might need to be increased to allow for a better meaningful experience of potential specialty
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choices. Less than full-time training is still faced with obstacles such as lack of access to
training opportunities; financial limitations; an unfriendly culture in some specialties; and
systemic issues such as the same time frame being offered to both full- and less than full-time
trainees during foundation years. Flexibility in training is still limited due to the lack of
awareness of the process among trainees and the need for more clarity of the steps that need
to be followed.
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2

INTRODUCTION

My reflections are included in the text boxes. Additional reflections are in appendix 5.
WORK AND WELL-BEING

“We should work to live, not live to work” John McDonnell (Shadow Chancellor of the
Exchequer for the Labour Party 2015-19 (Rodgers, 2019). This quote demonstrates that some
policymakers appreciate the important role of quality of life in work planning. Quality of life,
which is a perception of position in life, has some aspects in common with subjective wellbeing, which is a person’s experience of positive aspects of life (Skevington and Böhnke,
2018). Subjective well-being appears to be important to workers as well as to policymakers
and it was depicted as being affected by both job- and worker-related factors (Figure 1)
(Bryson, Forth and Stokes, 2014).

Figure 1: Factors that could affect subjective well-being (Bryson, Forth and Stokes, 2014).

IMPORTANCE OF WORK
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Work is defined by the Cambridge dictionary as “an activity, such as a job, that a person uses
physical or mental effort to do, usually for money” (Cambridge Dictionary, 2019). Work
effects range from constructing new social relations (Fine, 1986; Hazan and Shaver, 1990), to
aiding in self-realisation (Elster, 1986) to contributing to society (Chaal, 2013). When the work
is regular and in return for money it is called a job (Cambridge Dictionary, 2019). Career, on
the other hand, is “the job or series of jobs that you do during your working life, especially if
you continue to get better jobs and earn more money” (Cambridge Dictionary, 2019).

Some jobs are paid hobbies, others are imprisonment. Life is not fair, still, life is a
perception.

WHY MEDICAL JOBS ARE DIFFERENT?

Medicine is an old profession. A profession can be defined as “any type of work that needs
special training or a particular skill, often one that is respected because it involves a high level
of education” (Cambridge Dictionary, 2019). As it progressed, the number of specialities in
medicine increased (Weisz, 2003); sub-specialisation started to become commonplace among
graduates (Dalen, Ryan and Alpert, 2017); and the “sole practitioner” role faded away
(Cronan, 2004).

In medicine, in contrast to other undergraduate fields, it is more likely to require further
postgraduate training that can extend up to eight years (Bannon, 2006). The large number of
specialties, more than fifty (Medical School Council, 2020) gives some uniqueness to medical
careers. On one hand, it allows a wider range of “fit” (Burack et al., 1997) between graduates
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and their chosen specialty. On the other hand, it can create confusion and sometimes lead to
wrong decisions. Also, the progression route and the result are clear and well-defined in most
cases (Bannon, 2006).

Medicine is a collective of very distinctive careers. Sometimes, it might be necessary to
approach it as such.

CAREER JOURNEY AND CHOICE

2.4.1 Career journey as a dynamic process
A career, in general, could be viewed as a journey (Lu and Sexton, 2010). This journey starts
with the first job. The thought process behind and the factors affecting the choice of the first
job start well before (Holt, 2013). Early-career choice tends to be unstable due to unrealistic
appreciation of aims, abilities and job demands (Holt, 2013).

Medical careers are dynamic as well. A significant change in choice was reported between
preferred specialities before medical school, before graduation (Coffin and Babbott, 1989)
and as medical students progressed through medical school (Schwartz et al., 1989).

2.4.2 Factors affecting the choice and their relevance to policymakers
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Choosing a job is not a straightforward process. There are many competing factors such as
income, lifestyle, family, location and security (Davison and Clemens, 2011). Government and
policymakers also try to influence the choice process in their attempts for better workforce
planning (Grant, 2007). To effectively do so, It is important to know the trends in medical
students’ specialty choices (Tardiff et al., 1986). Knowing these trends could be challenging
especially given that specialty choices appear to change over even a short period (Podnos et
al., 1999). Having more information about reasons for change could help.

2.4.3 Dissatisfaction with choice
Due to the multitude of factors that could influence choosing a job, making the wrong choice
is a possibility and could lead to dissatisfaction. Dissatisfaction in the workplace is not
uncommon and it was reported to be up to 35% in some specialities (Chan et al., 1995). It was
demonstrated that intention to leave practice as a result of dissatisfaction does not seem to
translate to actual departure (Rittenhouse et al., 2004).

In this study, the career journey of doctors who changed their specialty in the UK will be
followed to explore and analyse prominent themes that might arise.

Perception of the concept of the journey seems to differ from one person to another.
For some, it is tempting to actively try to forget the unpleasant parts, for others, only
pleasant events are remembered. Personality might have a role but more in reaction to
changes rather than causing them.
STUDY CONTEXT AND CHANGES IN TRAINING POLICIES
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In the United Kingdom (UK), specialty training is a pathway leading to full qualification,
enabling holders to apply and take a substantive post as a consultant in the National Health
Service (NHS) (Patel, 2016). Training length is variable and it could take up to nine years from
graduation with up to six years of specialty training and two to three years of pre-specialty
training (British Medical Association, 2017). Moreover, in the UK, training has changed
considerably over the last 30 years becoming shorter, more structured and less flexible (table
1). In 2005, the Modernising of Medical Careers (MMC) system was introduced to replace the
Calman “New Deal” system (Calman et al., 1999) with only minor changes to the MMC system
recommended in 2007 (Tooke, 2007). Training in the UK is due to change once more with the
introduction of the Shape of Training document (SoT) (Greenaway, 2017). Descriptions of
these systems are summarised in table 1.
While context change, there are factors that are more context-independent than others
such as mentorship and luck.

PROBLEM STATEMENT

2.6.1 Possible problems with current training policies

2.6.1.1

“Snakes and Ladders” effect

Due to the current MMC and the planned SoT training systems, once on a specialist training
pathway it is difficult to move to another without going back to the starting point due to lack
of crossover possibilities. Such lack of flexibility makes the decision to change specialty
difficult with both personal and career-related consequences. There is a current emphasis on
flexibility of training with medical Royal Colleges introducing a flexible portfolio training
17

pathway in 2019 (Royal College of Physicians, 2019). The General Medical Council (GMC), as
the governing regulatory body of doctors, is also involved in promoting flexibility by
introducing new curricula trying to put an end to the ’snakes and ladders’ problem that faces
trainees wishing to change their specialty (Rimmer, 2017).

2.6.1.2

The New Contract effects

In addition to training structure issues, other factors such as the introduction of the new
junior doctors’ contract in 2016 (NHS Employers, 2021) are relevant. The new contract was
perceived by doctors to impose negative implications for safe working and pay (Meghji, Rajan
and Philpott, 2015). It was demonstrated that some doctors changed their career plans as a
result of the new contract switching to specialities that were perceived to be less affected by
it (Spooner et al., 2017).

2.6.1.3

The MMC effects, an unpredictable affair

It was shown that MMC introduction potentially influenced doctors’ choice of specialty due
to the need to commit to a specialty early (Campbell et al., 2009). However, it was reported
that changes introduced as a result of the Calman report (Calman et al., 1999) did not seem
to affect rates of the change of specialty (Goldacre, Laxton and Lambert, 2010). These reports
highlight a degree of unpredictability regarding the effects of the introduction of a new
training system on specialty choice and change.
2.6.2 A gap in the literature
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It was highlighted that there is a lack of literature when it comes to change in choice in the
early years after graduation in the UK (Goldacre and Lambert, 2000). Additionally, published
studies were mainly based on postal surveys (Goldacre et al., 2010; Goldacre, Laxton and
Lambert, 2010), which pose some problems such as low response rate (Bates and Rogstad,
2000; Jones, Baxter and Khanduja, 2013); not allowing participants to be able to clarify survey
questions (Bonnel, 2003) and a production of evidence that might be viewed as superficial
(Bryman, 1984). As a result, it was recommended that future work needs to be qualitative
and seek in-depth information from doctors who changed their specialty (Goldacre, Laxton
and Lambert, 2010). Such research is important given the personal and workforce issues
associated with the change of specialty mid-training. It might also inform both doctors in the
process of choosing or changing their specialty and policymakers.

2.6.3 Significance of specialty change
Change of specialty could negatively impact the quality of life of trainees (Rich et al., 2016);
an increased time in training (Rimmer, 2018) with an increased cost of training which amounts
to £12,000 in addition to up to £26,000 salary contribution per year in 2017 (Department of
Health, 2017); and a potential increase in staff shortages in specialities that trainees moved
from. This shortage will add to the existing regional, such as in the North East, and national
shortage (British Medical Association, 2018).

AIMS OF THE STUDY
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The study aims to investigate, in the current context in the UK, potential factors leading to
change of specialty. It also aims to identify the effects of this change on the trainee. The study
will also explore the potential policy implications for specialty selection and doctors’ career
management. Its secondary aim is to identify areas for further research in terms of medical
career choice and change.

20

Table1: Training pathway changes in the UK
Training pathway
Pre-Calman
Introduction date
1961 (Biggs, 1998)

Calman
MMC
Future (SoT)
1993 (Calman et al., 1999) 2005 (Fuller, 2017 (not introduced yet)
2014)
Stages
HO, SHO, Junior Registrar, HO, SHO, Registrar
FY, CT, ST
FP, BPST, then as per specialty group
Senior Registrar
(Joint Royal Colleges of Physicians
Training Board, 2019) or Subspecialty
credentialing post-CST (Ferguson,
Fitzgerald and Beamish, 2014)
Endpoint
T label in the medical CCST (Reid, 2002)
CCT (Bannon, CST (Ferguson, Fitzgerald and
register (Kisely, 1993)
2006)
Beamish, 2014)
Reasons for introduction N/A
ECD 93/16/EEC (Council To reform SHO Meeting future health needs
of the European Union, grade
(Greenaway, 2017)
1997)
(Madden and
Madden,
2007)
Negatives
Unnecessary repetitive Negative
impact
on Shorter
Even more reduction in training with
exposure
to quality of training
training
potentially reduced experience
competencies
Abolition
of
senior Reduced
(Glasbey et al., 2017)
No definite endpoint
registrar
experience flexibility
Disconnection between (Barber, 1997)
(Fuller, 2014)
assessment and learning
(Biggs, 1998)
Key: MMC: Modernisation of Medical Career, SoT: Shape of Training HO: House officer (one-year pre-registration). SHO: Senior House Officer,
FY: Foundation years (two years), CT: Core Training (two years), ST: Specialty Training (3-6 years), ECD: European Council Directive, CCST:
certificate of completion of specialty training, CCT: certificate of completion of training, CST: certificate of specialty training
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RESEARCH QUESTIONS (RQ)S

To explore the topic of specialty change, the following research questions were formulated:
1- What are the common themes and factors leading to choosing the first speciality?
2- Are there factors in common associated with the dissatisfaction of the first speciality
among interviewees?
3- What are the themes and factors that led to choosing the second speciality?
4- How are the themes of the first and third question different and similar?

For this dissertation and its main focus of specialty change, the first four questions were
formulated to help in exploring the common themes and factors leading to change of
specialty.

5- How do these themes and factors align with the available literature about
management and decision-making in career journeys?
6- What are the personal and social consequences of changing specialty?
7- What are the potential policy implications of the change of specialty?
8- What are the common issues in interviewee reflections on their decision to change?
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3

LITERATURE REVIEW

PURPOSE OF LITERATURE REVIEW

For this dissertation, a literature review is defined as a survey of the literature followed by a
critical appraisal of published studies and other searchable resources related to the scope of
this dissertation which is the change of career in postgraduate medical education (PGME)
(Labaree, 2009). A literature review is considered as “the foundation and inspiration for
substantial, useful research.” (Boote and Beile, 2005 p.3). It helps justify, inform and interpret
(Hart, 2018) the work presented in this dissertation.

TERMINOLOGY AND SEARCH STRATEGY

A comprehensive review was performed on PubMed on 04/04/2020 using the following
search string:
(career[All Fields] AND ("Change"[Journal] OR "change"[All Fields]) AND ("medicine"[MeSH
Terms] OR "medicine"[All Fields])) AND ("humans"[MeSH Terms] AND English[lang]).

The search terms were chosen to cover the main focus of this project, which is specialty
change. It was also chosen to keep the literature search as wide as possible. The potential
effects on policy were searched for in the returned results.

The search returned 1053 results. Only studies looking into a change of specialty were
included. After scanning the titles of these results, 260 abstracts were retrieved. In-depth
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review of these abstracts, and full texts when more clarification of methods and outcome was
needed, led to a final inclusion of 17 articles spanning a period from 1978 until 2015.

A further search was also performed in Google Scholar® to catch the maximum number of
relevant studies. The search strategy was: “specialty change” in the title of articles on
04/04/2020. The search returned 110 results. After scanning of titles, only 20 were included.
After scanning the abstracts of these 20 results eight studies were excluded leaving 12 final
included studies. These results were combined with additional results retrieved from looking
through the references of the included studies.

The number of included studies is small compared to the initial results of the literature search.
This is mainly related to the small number of studies that focussed on specialty change. Most
of the excluded articles focussed on the effects of a single intervention on choice in a single
specialty such as psychiatry, mostly in medical students (McParland et al., 2003; Maidment et
al., 2004). Some studies showed, in support of reduced stability of choice, that the attitude
towards psychiatry post-intervention tends to return to its original value over time (Creed
and Goldberg, 1987).

LITERATURE REVIEW FINDINGS

Most studies came from the US and the UK with only two studies from Europe. A summary of
the years of study and the country of origin is in table 2.
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Table 2: A summary of the years of study and the country of origin
UK
US
Europe
Rest
2010-2020 4
3
2
1
2000-2009 3
1
1990-1999
6
1
1980-1989 2
6
1970-1979 1
1
Total
10
17
2
2

Total
10
4
7
8
2
31

The results will be presented to demonstrate the prevalence and nature of specialty change,
the factors leading to change, policy implications and the potential limitations and strengths
in included studies.

3.3.1 Prevalence and nature of specialty change
Specialty choice post-graduation was described as dynamic (Mitchell, 1975; Kodama et al.,
2012; Bussche et al., 2017) with doctors changing in and out of specialities over an extended
period and even after starting independent specialist practice (Shaw, Goplen and Houston,
1996). The rate of doctors who changes specialty differs from one study to the other and can
range from 15% (Shortland et al., 2015) to 20% (Xu, Hojat and Veloski, 1994) up to 26.5%
(Jarecky et al., 1991) in those who already committed to a different specialty. And from 1050% depending on what first choice specialty was in those surveyed before commitment
(Goldacre and Lambert, 2000).

Some specialities seem to suffer less stability than others in terms of change with sometimes
contradicting findings. For example, It was reported in one study that the most commonly
changed-into specialty was General Practice (GP) (Parkhouse et al., 1981). This was opposite
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to the findings of an American study (Katz, Sarnacki and Schimpfhauser, 1984) where the most
common specialty to change away from was family medicine.

Female doctors were slightly less likely to retain choice (Goldacre and Lambert, 2000),
changing out of specialities such as paediatrics, gynaecology and internal medicine (Bussche
et al., 2017) in addition to surgery (Kodama et al., 2012). Domestic circumstances in terms of
importance as a reason for change were rated the highest by women across all specialities
(Parkhouse and Ellin, 1988). Role models were also reported to be important in addition to
the “fit” between the career path and the person’s life in females choosing academia in
medicine (Borges, Navarro and Grover, 2012).

In summary, specialty change is a dynamic process that appears to affect some specialities
more than others, ranging from 15-25% in prevalence and is reported to affect females more.

3.3.2 General reasons for a change of specialty
Reasons for change across specialties could be divided into personal attributes and
capabilities. These could be changeable such as re-appraisal of aptitudes and abilities,
additional experience in the new specialty, self-knowledge (Parkhouse and Mavis, 1978),
perception of surroundings (Mitchell, 1975), mistakes in the initial perception of specialty and
awareness of own interests and strengths (Burack et al., 1997). The rest could be considered
unchangeable such as older age (Shaw, Goplen and Houston, 1996), personality (Burns et al.,
2011) and personality traits such as openness to experience (Mullola et al., 2018), age, race,
social background and medical school scores (Mugilan, 2005).
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The second group of factors could be summarised under close-circle social factors including
altered domestic circumstances (Parkhouse and Mavis, 1978), time for family and avocational
pursuit, (Jarecky et al., 1991), lifestyle, family, finances (Burns et al., 2011).

The third group of factors is job-related. These include the type of practice (Burack et al.,
1997), work environment (Burns et al., 2011) and lack of control in the workplace (Burns et
al., 2011; Haugan, 2011).

The fourth group of factors are medical school-related including traditions and admission
policies of medical schools, curricular focus, (Markert, 1983b) clinical exposure (Markert,
1983b; Ellsbury et al., 1996; Woolf, Elton and Newport, 2015) and being an international
medical graduate (IMG) (Shaw, Goplen and Houston, 1996).

The fifth group includes system and policy-related factors such as a change in time available
for medical graduate before committing to a specialty upon the introduction of a new system
(Goldacre and Lambert, 2000); overall changes associated with the introduction of a new
system such as the effects of the introduction of MMC (Thomas, 2008; Richards et al., 2009);
and Post-graduate clinical exposure which could be counted as system-related (Parkhouse
and Ellin, 1988).

The sixth group is larger-society-related such as job market (Evans, 1993), job prestige
(Borges, Navarro and Grover, 2012) and population needs (Evans, 1993).
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An additional important external factor that was quoted in multiple studies is role models
(Markert, 1983b; Ellsbury et al., 1996; Woolf, Elton and Newport, 2015).

The last group of reasons include generalised statements such as disliking the initial specialty
choice (Katz, Sarnacki and Schimpfhauser, 1984) and faculty judgement of the student
(Mitchell, 1975).

In the process of considering a change of a specialty, other factors come into play. These
include the need for discussion with important others (Pianosi, Bethune and Hurley, 2016);
associated anxiety (Weinstein, Healy and Ender, 2002); careful analysis of professional and
personal life and long-term consequences (Lent, Brown and Hackett, 2000).

In summary, multiple reasons for changing specialty were quoted and studied in the
literature. Those can change in how influential they are in decision-making. There was not an
all-inclusive study, likely due to the large number of factors.

3.3.3 Specialty-specific reasons for change

Some studies focussed on one specialty and looked at the reasons for change. Work-life
balance was chosen as an important factor for change out of paediatrics in addition to work
variety and holistic care in the new specialty (Shortland et al., 2015). In general
practice/family medicine, factors that led to more doctors joining the specialty include job
market, earlier and more comprehensive exposure to general medical careers, the increased
prestige of general practitioners (Fein, 1995), race, old age and campus site (Mugilan, 2005).
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3.3.4 Policy implications of Specialty change and choice
Most of the studies that were included in the literature review referred to the interaction
between specialty choice and change from one hand with the training and workforce policies
on the other. This reference was mostly in the introduction and discussion of these studies.
For example, one study looks at specialty choice to assess for its interaction with jobs
availability (Harris et al., 2013). Other studies looked specifically at the effect of certain policy
changes on specialty choice and change. Those are summarised in section 1.6.1 in addition to
the system and policy-related factors in section 2.3.2.

3.3.5 The time effects
Two additional points were highlighted in the literature. The first one is that there is no cutting
point at when a choice of change should be made (Shaw, Goplen and Houston, 1996; Burns
et al., 2011). The second point is that factors responsible for change and their relative
importance change over time (Jarecky et al., 1991; Goodyear et al., 2014).

3.3.6 Strengths, weaknesses and limitations of the literature
The studies varied in their approaches to the matter of change of specialty. Most studies used
postal survey with forced-choice answers (Katz, Sarnacki and Schimpfhauser, 1984; Jarecky et
al., 1991; Shaw, Goplen and Houston, 1996; Goldacre and Lambert, 2000; Richards et al.,
2009; Bussche et al., 2017; Mullola et al., 2018). The limitations to such surveys include the
dependence of their representative value on the response rate; the lack of in-depth account
of answers; and their use of forced-choice answers which limits candidates’ contributions.
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Also, in most cases, there was no justification of the factors included in the surveys such as in
(Jarecky et al., 1991; Xu, Hojat and Veloski, 1994).

Other methodologies included open-answer surveys (Ellsbury et al., 1996); in-depth
interviews (Shortland et al., 2015); telephone interviews (Borges, Navarro and Grover, 2012);
semi-structured telephone interviews (Burns et al., 2011); focus groups (Burack et al., 1997);
and in one occasion, a personal report of events (Haugan, 2011). In almost all cases, there
were no clear details on the evidence that was used to inform the methodology and the
interview schedules.

There was also a lack of focus on the reflections of doctors who changed their speciality,
except for personal account (Haugan, 2011), after changing and the consequences of change
on them.

Further limitations to the studies reported include being performed in a different health care
system. Additionally, most studies did not follow their participants through to assess if there
was any change of specialty after joining specialty training (Markert, 1983a; Markert, 1983b;
Woolf, Elton and Newport, 2015; Goodyear et al., 2014; Fein, 1995). Or they assessed for
change of choice before commitment (Parkhouse and Ellin, 1988; Parkhouse et al., 1981).

More importantly, none of the studies described above referred to career theories outside
the field of medicine. Such lack of theoretical framework means that potential factors could
have been missed and reported factors could be less important in terms of effect.
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Finally, some of these studies were generated by working groups who are funded by
government bodies such as the Medical Career Research Group meaning that the focus might
have been more on government policy directions rather than students and doctors’ actual
reasons for the choice.

In summary, the reported studies had limitations with most studies using forced-choice postal
surveys, being undertaken in a different context and not reporting on the final destination of
their study subjects. This study attempts at addressing these limitations.

3.3.7 Summary of literature review
In summary, the literature reported on the dynamic nature of specialty change that could
take place in up to a quarter of doctors. It showed that females might be affected more than
males and some specialities might be more affected than others. It also demonstrated that
there are potentially multiple factors that affect change. These factors were grouped under
broader categories such as personal attributes, social cycle, job and system factors. There
were some limitations and weaknesses in the literature including a lack of reference to career
theories and frameworks.

There was a remarkable contrast between the medical literature on career and the
general literature both in quantity and quality. It seems that medical literature
approached the issue from a “medical” point of view looking for an objective and easy to
analyse (quantitative) approach.
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REVIEW OF THE LITERATURE INVOLVING CAREER THEORIES

In this study, due to the lack of robust theories in medical careers, a further search in the
literature was performed. The retrieved career theories were grouped under distinct sets of
factors that could affect the choice and that could change as part of a career and life journey.
These sets follow the sets of factors summarized in the literature review section 2.3.2 and
2.3.4 and both were utilized as the basis for a preliminary conceptual framework (Section 2.5)
and to guide the formulation of the interview schedule (table 3). Combining theories is known
as triangulation (Denzin, 2012). This could improve the understanding and the validity of the
research (Ngulube, Mathipa and Gumbo, 2015). Attempts have been made in the past to
combine more than one theory to explain career behaviour (Pryor, 1985). For example, the
social learning approach was combined with Gottfredson's circumscription compromise
theory (Pryor, 1985) to suggest a “grand” theory of career (Iellatchitch, Mayrhofer and Meyer,
2003).

3.4.1 Career theories in the literature
Between 1951 and 2014 there was 16 theories and frameworks to explain career choice as
opposed to one reported theory from 1900 till 1950. The presence of such a plethora of
theories and frameworks could indicate their insufficiency in explaining what they were
designed to explain leading to constant replacement or addition of further theories and
frameworks.
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It is worth noting that career choice, career change and career development could be
considered as one concept. The difference is mainly temporal: development is continuous
while choice might be at one or many points of time (Bordin, Nachmann and Segal, 1963).

Theories will be discussed and grouped based on the variables used in these theories
including mainly personal characteristics; job factors; environment and society-related
factors; person-job interactions; person-environment interactions. In addition to progression
and development of career choice; theories borrowed from other disciplines; other concepts
and special situation theories.

3.4.1.1

Personal characteristics

Most theories and frameworks focussed on personal characteristics. These included self, selfinterests and aptitudes in Parson’s trait-factor theory (Parsons, 1909). Roe’s career theory
(Roe, 1972) could be included here, it indicates that the person’s characteristics are
important. However, they are a result of interaction with parents, and they lead the person
to choose either jobs with a high or low level of human interactions based on the effect of
that relationship. The social learning theory of career decision making (Krumboltz, Mitchell
and Jones, 1976) focussed on genetics (sex and race), learning experience and work habits.
Personal characteristics such as needs, values, motivations and career-related abilities could
be used to formulate an individual concept of a career called career anchor (Schein, 1985)
that helps guiding future choices.
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Farmer, in his theory, divided personal factors into unchangeable or background factors such
as gender, race, socio-economic status, age and ability; and changeable or characteristics
such as academic self-esteem, independence, values and attributions (Farmer, 1987).
Awareness of personal characteristics was the basis of cognitive information processing
theory (Peterson, Sampson Jr. and Reardon, 1991).

Personal characteristics were divided into six vocational personality types in vocational
personalities in work environment theory (Holland, 1997). These types are the same as the
careers categories in Holland’s Hexagon: realistic, investigative, conventional, artistic, social
and enterprising (Holland, 1985). These personalities form as a result of the interaction of
hereditary characteristics and experience leading to the preference of certain interests which
in turn leads to acquiring competencies which together with interests and believes form a
personality (Holland, 1997).

3.4.1.2

Job Factors

The cognitive information processing theory (Peterson, Sampson Jr. and Reardon, 1991)
recommended knowledge of potential occupations including awareness of a schema of
organizing occupations such as Holland’s hexagon who split careers into six categories:
realistic, investigative, conventional, artistic, social and enterprising (Holland, 1985).
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3.4.1.3

Environment, society and related factors

Farmer highlighted the importance of environmental variables such as parental and teacher
support (Farmer, 1987).

3.4.1.4

Job-person interaction

Most of the theories focussed on the interaction between the person and the job as a factor
in career choice and journey such as Parson’s trait-factor theory (Parsons, 1909); adjustment
theory (Dawis, England and Lofquist, 1964) which is based on the person’s degree of
satisfaction in an environment and the satisfactoriness of the environment; and the slightly
similar Gottfredson’s Circumscription and Compromise theory (Gottfredson, 1981) in which
there is a progressive irreversible exclusion of career options that don’t fit with the perceived
self, followed by compromise when some “suitable” options are removed due to limited
accessibility (Brown and Brooks, 1996).

3.4.1.5

The person-environment interaction

The social cognitive career theory (SCCT) of career development (Lent, Brown and Hackett,
1994) utilised the conceptual model of triadic reciprocal causation between behaviour,
cognitive and other personal factors and the environment (Bandura, 1989) suggesting that
“people are both products and producers of their environment” (Wood and Bandura, 1989,
p. 362).
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This person-environment interaction was the basis of the Living Systems Theory of
Vocational Behaviour and Development (Vondracek, Ford and Porfeli, 2014) and the systems
theory framework of career development and counselling (Patton and McMahon, 2006).
Both theories are discussed in 2.4.1.7.

3.4.1.6

Progression and development of career choice

The “increased realism” theory (Ginzberg et al., 1951) postulated that career development is
a life-long process that involves compromise. The lifespan-Life space dynamic theory (Super,
1953) divided life into stages in which people assume roles from a child to pensioner these
roles are “played” on different stages such as home and work. Finally, the career construction
theory (Savickas and Porfeli, 2012) theorises that the career is part of a personal life story
(Savickas, 2011). It postulates that when job changes, a change need to take place either in
career, context or self as an adaptive response (Savickas and Porfeli, 2012). The process
repeats with every change.

3.4.1.7

Borrowed from other disciplines

Over the last twenty years, possibly due to inherent problems and limitations of previous
career-specific theories and frameworks, there have been attempts to apply theories from
other disciplines to career choice and/or to combine previous theories.

One example is the systems theory framework of career development and counselling
(Patton and McMahon, 2006). Their theory formed an umbrella theory combining almost all
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previous career theories and some modern biological science theories involving the work on
humans as living systems (Ford and Ford, 2019); developmental Systems Theory (DST) (Ford
and Lerner, 1992); and Motivational Systems Theory (MST) (Ford, 1992). The theory
suggested fifteen individual factors; both acquired such as values, interests, ability, skills, the
world of work knowledge, aptitudes and self-concept and non-acquired such as gender,
disabilities, age, ethnicity, sexual orientation, and ethnicity and a mix of both such as physical
attributes and health. This is in addition to twelve external factors including peers, geographic
location, education institutions, political decisions, media, globalisation, historical trends,
employment market, workplace, socioeconomic status, community groups and family, all
together with chance.

The authors then applied the definition of a system as a collection of interacting elements to
highlight that a holistic view of the system is required. Explaining that inspecting parts and
processes of the system in isolation cannot provide a full picture of the studied phenomena
(Von Bertalanffy, 1973).

The living systems theory (Ford and Ford, 2019) was used once more to explain career choice
in the living systems theory of vocational behaviour and development (Vondracek, Ford and
Porfeli, 2014). This theory viewed humans as living systems with the ability to self-construct.
Individuals interact with the context around them in what is called a Behaviour Episode (BE).
Experience gained from each BE can be used in future BEs. These BEs form the process used
to build work experience, help guide vocational paths and formulate career patterns
(Vondracek, Ford and Porfeli, 2014).
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Another theory that was borrowed from the mathematical discipline is Chaos Theory
(Oestreicher, 2007). It theorises that Individuals and organizations are complex dynamic
systems with highly interconnected elements. Both are unpredictable and open to external
factors. Changes in these systems could be a result of internal or external factors and could
be both gradual or sudden, mild or dramatic (Pryor and Bright, 2011). Chaos theory is based
on two principles which are nonlinearity and recursiveness. Nonlinearity means that the
results of summing up factors might not equal the expected outcome. Recursiveness means
that a change in one aspect could lead to series of, sometimes disproportionate, changes in
other aspects (Pryor and Bright, 2011). As opposed to the systems theory framework of
career development and counselling (Patton and McMahon, 2006), this theory seems like an
escape route in cases when career behaviour is not possible to explain, by calling it chaotic
(McIlveen and Patton, 2006).

One more theory borrowed from psychology is the conservation of resources (COR) theory
which postulates that humans are genetically coded to achieve, protect and nurture
resources that are of value to them. Loss, threat of loss or failure to achieve a resource, when
effort has been made, could lead to stress (Hobfoll et al., 2018). This theory offers an
interesting approach to career journey as part of a genetically-based survival function. It also
highlights the source of stress that could affect individuals ending in a career different to what
they originally wished for.
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3.4.1.8

Other concepts and special situation theories

Indecision was highlighted by some authors as an important factor that needs to be addressed
when considering career choice (Callanan and Greenhaus, 1990). Indecision results from the
uncertainty that could be tackled by collecting related information (Hershenson and Roth,
1966) and could be alleviated by keeping a positive attitude (Gelatt, 1989).

Due to changes associated with modern life, new career concepts were suggested. These
concepts include the boundaryless career highlighting a career that is free from and extends
beyond organisational boundaries and traditional career principles (Crocitto, Arthur and
Rousseau, 1998). The second concept is the protean career which is person-centred. In other
words, success and failure are defined by the person and depends on its psychological
perception of its career rather than on the organisation (Hall, 2004). The third concept is a
multidirectional career, which highlights the differences between classical linear careers and
modern multidirectional and dynamic ones with a shift from job security to increasing
employability as an aim (Baruch, 2004). The fourth concept is the kaleidoscope career model
which was suggested to describe females’ career because of the resemblance between what
women need to do with the aspects of their lives juggling them around in a way similar to
rotating glass pieces in a kaleidoscope. Those aspects are mainly authenticity, balance and
challenge. Authenticity is mainly about not losing identity, balance is about coherence
between work and out of work lives and challenge is where learning could take place together
with a chance to show autonomy, responsibility and control (Sullivan and Mainiero, 2008).
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As with kaleidoscope career which was directed towards females, a value-based theory
(Brown, 2002) mainly focuses on cultural and ethnic minorities. In this theory, values were
defines as “core beliefs that individuals experience as standards that guide how they “should”
function” (Brown, 2002, p. 468). It was theorised that work and cultural values are the main
variables in career choice (Brown, 1995).

3.4.1.9

Weaknesses and limitations

There was a number of weaknesses and limitations in the theories discussed above. For
example, the systems theory framework of career development and counselling (Patton and
McMahon, 2006) was an attempt to include every thought of factor that could play a part in
career choice. However, the inclusion of such a large number risk diluting the importance of
certain factors at the expense of others. Another example is Roe’s theory which had problems
with validation, internal consistency and not covering how career choice could go wrong
(Osipow, 1968). The attempt to apply Chaos Theory to the field of career research describing
the unpredictable nature of career journey (Oestreicher, 2007) is a hint that all suggested
theories and frameworks are not sufficient in explaining career pathways.

Finally, it is important to highlight that most career ‘theories’ do not fulfil the requirements
of the definition of a ‘good’ theory, mainly because of their inability to stand the test of reallife (Wacker, 1998) and the difficulty in defining the relationships between the described
variables (Bunge, 1967) of career theories.
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In the view of these weaknesses and limitations and the differences in contents of different
career theories and frameworks, relevant factors that were highlighted in them and the
literature review of speciality change in medicine were grouped to develop a conceptual
framework (2.5) for this study and the interview schedule (table 3).

CONCEPTUAL FRAMEWORK

A conceptual framework is defined as a result of the amalgamation of concepts that could
help understand the research problem (Imenda, 2014). Utilising the data obtained from the
literature review, an initial conceptual framework was formulated (figure 2).

In this framework, similar factors affect the choice process of the first specialty and the
change to the second specialty. However, the time spent between the first choice and the
change could affect both career choice (Ginzberg et al., 1951) and the weighting of these
factors in terms of importance such as increased importance of family (Goodyear et al., 2014).
Specialty choice and change of choice could be influenced by internal factors include
demographics such as gender (Borges, Navarro and Grover, 2012) and ethnicity (Mugilan,
2005), Inner self such as values (Mitchell, 1975) and personality (Mullola et al., 2018)
including indecision (Callanan and Greenhaus, 1990), acquired-self factors, such as learning
and experience (Parkhouse and Ellin, 1988), social-self factors, such as family commitments
(Goodyear et al., 2014) and career prestige (Fein, 1995). External factors include, for example,
job characteristics (Richards et al., 2009), job availability and job security (Burack et al., 1997)
and chance (Patton and McMahon, 2006). Career journey could be viewed as part of and
contribution to self-maturation and life story (Savickas and Porfeli, 2012).
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Figure 2: Initial conceptual framework
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4

MATERIAL AND METHODS
STUDY DESIGN

4.1.1 Study approach

The project aims at answering the research questions using a qualitative approach.

4.1.2 The constructivist paradigm of study

This study fits in the social constructivist paradigm in which realities are local, relative,
dynamic, subjective and formed by experience and social interactions (Lincoln, Lynham and
Guba, 2011). This is because this study is trying to understand the complexity of decisionmaking in individuals’ career journeys and to explore these individuals’ subjective views that
are formed and influenced by their circumstances and contexts. The significance of context
was evident from our literature review (Savickas and Porfeli, 2012).

4.1.3 The exploratory approach of study

In the absence of robust medicine-specific career theories, as it was shown in the literature
review, the study aimed to explore the process of change of specialty. This is similar to what
was done in a previous non-medical career transition study (Latack, 1984), building on
previous career theories to investigate specialty change in a specific profession and context.
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STUDY SAMPLE

4.2.1 The nature of the study sample

This study aims at exploring specialty change. As such, it requires individual doctors who
changed specialty as the sample of the study. A sample is part of the population that the
research is aiming to study (Dawson and Trapp, 2004). Sampling aims to ensure the chosen
participants are suitable for the study (Schneider et al., 2016).

4.2.2 Non-probability sampling

The sampling for this study will follow a non-probability sampling method, in which
individuals do not have the same chance of being chosen (Battaglia, Sampling and Lavrakas,
2008). This is due to the inability to identify the total population of doctors who changed
specialty, which is a prerequisite for probability sampling.

4.2.3 Snowball sampling

Snowball sampling was utilised in this study because it was reported that it could be suitable
for studies of an exploratory nature (Atkinson and Flint, 2001) where generalisation is of
lesser concern (Hendriks et al., 1992). In snowball sampling, new study candidates are
referred by current participants to the researcher (Given, 2008).
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4.2.4 Practicalities of sampling methodology

In this study, the stages of snowball sampling outlined in (Hendriks et al., 1992) were followed
whenever possible. The first stage which is called the ‘pre-zero’ involved finding out more
about the prevalence and distribution of the target population in the study area. This stage
was conducted by getting in touch with the North East Deanery for Postgraduate Medicine
and the GMC, both of which explained the practical difficulties preventing identifying and
mapping the study population. The second stage is called the ‘zero’ stage. In this stage,
randomisation should be applied, when possible, in the selection process. However, difficulty
in identifying the study population, made it impossible to randomise. Instead, the first
participants were part of the researcher’s social network. The third stage was when the
candidates suggested by the first and subsequent participants are randomised as much as
possible. Again, in this study, every candidate was able to nominate one or no further
candidate, so randomisation was not possible. The fourth step does not apply to this study
because it is applied to when more than one field worker is involved.

To summarise, for this study, instead of randomisation, the purposive sample was selected to
have one main feature: career change. Tracing how each member of the sample was
identified is possible Figure 3. the initial candidates were chosen from the researcher’s social
circle. The number of those initial candidates was six. Consequent referrals led to the
inclusion of four more candidates, with no one candidate suggesting more than one potential
candidate.
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Figure 3: Tracing of the study sample, study participants are C, F, G, H, J, L, M, M1, R, V.
Ch, Mi and Y are in the researcher social cycle

4.2.5 Sample size

The size of the sample is not as important when the researchers do not aim to generalise their
findings (Robinson, 2014), which is the case in this study, and in most qualitative research
studies (Polit and Beck, 2010). As a result, and given the limited time specified for the data
collection phase, a minimum number of candidates rather than an absolute figure was
suggested. The minimum number chosen was eight candidates, which was the most practical
due to the limited number of candidates and the difficulties encountered in contacting and
recruiting them. It was also the minimum number found in some qualitative studies in the
field of education (Guetterman, 2015).
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4.2.6 Study subjects

The subjects of the study are doctors working in the NHS in England who changed their
specialty.

Ten subjects were included. Their age range was 28-57 years with an average of 40 years.
There were 3 males and 7 females. Two candidates were adult learners of medicine having
had previous out-of-medicine careers. Three candidates were IMGs. Three doctors changed
from GP and another three changed into GP. Four candidates changed into another specialty
after finishing training in their first one.

DATA GATHERING METHODS

4.3.1 Semi-structured interview

Interviews can be seen as an effective method in exploring research participants’ viewpoints
(Burgess, 2003), which fits the purpose of this study. In this study, a semi-structured interview
method was undertaken. In this method, already identified themes, from the literature, guide
the formulation of the main interview questions and of the prompts that might be needed to
engage the interviewee and encourage more detailed responses. Those themes and
questions serve as an interviewee guide to extract the data needed to answer the research
questions (Qu and Dumay, 2011).
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Semi-structured interviews offer the advantage of giving a space of freedom for the
researcher to improvise within the explored theme and for the interviewees to use their
expressions (Qu and Dumay, 2011). It also enables reciprocity between the researcher and
the interviewee (Kallio et al., 2016).

Due to the challenging circumstances of the COVID-19 pandemic and the social distancing
rules that were implemented, the interviews are planned to be conducted via video
conferencing. This was approved by the ethical committee and facilitated by Keele University
using the Google® video conferencing tool. This tool offered comparable qualities to other
available online video conferencing tools that were shown to be viable, secure and easy to
use (Archibald et al., 2019).

Semi-structured interviews allow for a more directed information-gathering mission. An
unstructured item could be included either at the start: would you tell me about your
career journey or at the end: what would you like to add?

4.3.2 The process of interview schedule development including validation

In this project, five steps to develop semi-structured interviews were followed (Kallio et al.,
2016).

The first step was ‘Identifying the prerequisites for using semi-structured interviews’ (Kallio
et al., 2016 p2959). This was achieved by evaluating the appropriateness of semi-structured
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interview as a rigorous method to help answer research questions and was discussed in
section 3.3.1.

The second step includes deepening the understanding of the research topic by critically
appraising previous knowledge (Kallio et al., 2016) via performing a comprehensive literature
review (Krauss et al., 2009).

The third step was to use the knowledge gathered via literature review to develop a
preliminary interview guide. The preliminary interview guide for this project was developed
to help interviewees flexibly start a dialogue centred around the research questions in an
open manner that facilitate the introduction of new concepts (Kallio et al., 2016). In addition
to allowing them to narrate their story for a better account of circumstances (Cochran, 1997).
The interview schedule in this project included main questions with further pre-designed
(Whiting, 2008) follow up questions or prompts to explain the main question (Turner III, 2010)
and to keep the interview focussed on the main topics (Baumbusch, 2010). The first draft of
the interview schedule included 48 questions. The schedule was then validated by discussing
it with an expert in the field and my supervisor, streamlined and consolidated to map into the
research questions.

The fourth step was pilot testing. This was done utilising three testing techniques (Kallio et
al., 2016). The first testing was internal testing which was performed by the project
supervisor. The second test is expert testing and was achieved by sending the interview
questions to an expert in the social and medical education field to review and comment on.
The third test was field testing which was performed with a GP trainee to test real-life conduct
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of the interview (Louise Barriball and While, 1994); to check the time needed; guide any
necessary adjustments in terms of intelligibility or relevance; and to check if there were any
errors (Chenail, 2011). The fifth step which is publication was not followed at this stage.

Following the fourth step, the interview questions were fine-tuned based on the interviewee
feedback and after discussion and revalidation one more time with the project supervisor and
an expert in the field, a final version was produced.

Interviews were then conducted. Only minor adjustments via spontaneous prompts (Whiting,
2008) were used if felt necessary. Table 3 includes the final interview schedule, the prompts
and the reference to the theories and studies that the prompts and the questions were
derived from. Research question four is a comparison between replies to questions one and
three. Research question five is related to the available literature and is answered in the
discussion section.
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Table 3: Final interview questions with references and related RQs
Interview questions
How did you make up your
mind when choosing the
first specialty? (Gottfredson,
1981)

Prompts
Compromises that you had to
make (social, financial)
Consideration and prioritization
of other specialties (Peterson,
Sampson Jr. and Reardon,
1991)

Related RQ
RQ 1: What are the
common themes and
factors leading to
choosing the first
speciality?

Could you describe to me
what you thought and felt
about your first specialty
and how did that change as
time went on? (Lent, Brown
and Hackett, 1994)

Satisfaction (Dawis, England
and Lofquist, 1964),
compromise (Ginzberg et al.,
1951), interactions
(atmosphere) (Parsons, 1909)

RQ 2 Are there factors in
common associated
with the dissatisfaction
of the first speciality
among interviewees?

What happened to make
you think of changing
specialty? (Ginzberg et al.,
1951; Super, 1953)

Your values, skills, needs,
RQ 2: Are there factors
prioritisation of responsibilities. in common associated
with the dissatisfaction
of the first speciality
among interviewees?
RQ 3: What are the
themes and factors that
led to choosing the
second speciality?

How did you make up your
mind when you chose your
second specialty and how
was that different from
choosing the first specialty?
(Miller-Tiedeman, 1988)

Could you tell me more
support, feelings (Savickas and RQ 6: What are the
about the transitional period Porfeli, 2012), ease of the personal and social
between the two
process
consequences of
specialties? (Savickas and
changing speciality?
Porfeli, 2012)
Did you feel that you
needed to go back to the
beginning of the new
training programme when
you changed over?
Do you think that you could
have entered at a higher
level in the new
programme?

Were
there
required RQ 7: What are the
competencies that you already potential policy
have?
implications of the
change of specialty?
RQ 7: What are the
potential policy
implications of the
change of specialty?
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Are you satisfied with your
current specialty? Why/why
not?

Satisfaction, compromise
(Gottfredson, 1981),
interactions (Parsons, 1909)

RQ 8: What are the
common issues in
interviewee reflections
on their decision to
change?

Did you feel indecisive with
regards to your choice of
specialty and why?
(Osipow, 1999; Callanan and
Greenhaus, 1990)

Was that due to selfawareness, job-awareness,
personality, prioritisation
(Callanan and Greenhaus, 1990)
Is this indecisiveness a longterm problem?

RQ 8: What are the
common issues in
interviewee reflections
on their decision to
change?

What would be your advice
to people who are in your
place, almost wanted to
change or thinking about it?

RQ 8: What are the
common issues in
interviewee reflections
on their decision to
change?

52

DATA ANALYSIS METHOD

This study aims to explore and understand the process of change of specialty in medical
graduates using semi-structured interviews. As such, framework analysis of the extracted
data was utilized. This is because it facilitates systematic interpretation and transformation
of raw data into a conceptual explanation of the events reported by the study cohort (Furber,
2010). A framework analysis was also found to offer better rigour to qualitative studies (Ezzy,
2013).
The following steps were followed in data analysis:
1- Familiarisation process: The interviews were listened to attentively more than once to
achieve immersion (Tesch, 2013). This was done with constant reference to research
questions (Ritchie et al., 2013).
2- Once the first two interviews were analysed, the themes, quotations and timestamps
were validated by both the interviewees and my supervisor, who both agreed that the
themes extracted reflect the content of the interviews.
3- A process of charting follows in which the chunks of data that represent one theme
are grouped (Ritchie et al., 2013). By doing so, the volume of raw data is reduced.
4- The last stage is synthesizing the data (Ritchie et al., 2013). In this stage, the charts
are analysed to enable an understanding of the entire data.
5- If the same point is raised by another interviewee then a note is made of that to allow
for frequency calculation (Lacey and Luff, 2001)

Steps two and five were added to improve rigour; and to obtain an estimation of how
common each theme and category are respectively.
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ETHICAL CONSIDERATIONS

Principles of educational research ethics (Govil, 2013) were followed when relevant. The
privacy of study subjects was preserved and respected. Their autonomy was encouraged and
ensured from the time of recruitment to the conclusion of the study. Equality and diversity
principles were followed by leaving the door open for the interviewees to express their views
on the research questions and to add anything they feel important and by ensuring that
candidates were included on equal terms (Hammersley and Traianou, 2012).

Ensuring accordance with the above, the study proposal was presented to Keele’s University
School Student Project Ethics Committee (S-SPEC). Their feedback was implemented, and
their approval was obtained appendix 1.

The informed consent form and the information leaflet were designed and incorporated in
one document using the template recommended by Keele University, Appendix 2 and 3. The
form was emailed to candidates, days before the interview date with a request for them to
read, sign and return it. They were encouraged to ask any questions and the consent was
reconfirmed again verbally on the day of the interview. It was made clear that the participant
is free to withdraw at any time.
Interviews were performed virtually via google meet using the university account which was
approved by Keele’s ethical board for this study. The interviews were recorded and saved in
a password-protected University drive. The records were inaccessible to others except for
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those who are part of the research team. At the end of the study, the records will be deleted
permanently unless an audit trail is planned.

The contribution of my colleague in participating and offering suggestions in the stage of the
pilot interview schedule is acknowledged. No further ethical issues were encountered.
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LIMITATIONS, BIASES, RELIABILITY, VALIDITY, TRUSTWORTHINESS
AND REFLECTIVITY

Biases are ‘factors that create distortion and that undermine researchers’ efforts to capture
and reveal “truth in the real word” (Polit and Beck, 2009, p. 448). Bias could affect almost
every stage of qualitative research including sampling bias, data collection bias, in addition to
biases affecting interpretation and reporting of findings and finally researcher’s bias (Given,
2008).

An attempt was made to minimise biases in this study by keeping a reflective diary. My
reflections were included in text boxes and at the end of this project section 5.6. Reflexivity
means that the researcher is aware of the bidirectional interaction with the research topic, in
other words, how is it influenced by the study and how it influenced it. It also allows for
transparency regarding the researcher’s contributions to every stage of its research
(Mackieson, Shlonsky and Connolly, 2019).

As doctors, we like to think of ourselves as unbiased interviewers.
This is part of being professional with patients. However, out of medicine, it is a different
story and I needed to remind myself constantly to go back to “hospital” mode when
interviewing the study candidates.

Moreover, it is important to acknowledge that the outcome of this study is not necessarily
generalisable, although overarching principles and factors may well be found (Griffiths et al.,
1993).
56

In quantitative research, reliability and validity are two terms used to measure the research
quality. Because of the differences between quantitative and qualitative research, alternative
terms were suggested (Noble and Smith, 2015).

These terms include truth value which could be addressed by detailing the experience and
opinions of the researcher (Lincoln et al., 1985) in a form of a reflective journal or diary (Noble
and Smith, 2015). Another requirement to address truth value is by demonstrating that the
findings of the project represent the interviewees’ accounts (Lincoln et al., 1985). This
requirement was fulfilled by the willingness of interviewees to give their account of events;
ensuring extraction of all potential themes, codes and categories via listening to the
interviews multiple times; quoting the interviewees; and checking with two of the
interviewees to ensure that the extracted data represent their views (Noble and Smith, 2015).

Another term is consistency or trustworthiness which was ensured by the detailed description
of the data analysis process to enable the reader to determine its credibility. (Nowell et al.,
2017).

Furthermore, there is a requirement of neutrality, which involves separating researcher views
from those of research candidates (Noble and Smith, 2015). Neutrality was acknowledged by
separating interviewees’ views which were recorded and analysed from the researcher views
which were kept in reflective diaries (Noble and Smith, 2015).

The last requirement is applicability (Noble and Smith, 2015) which is discussed further in the
discussion section.
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Reflection should be viewed as a cycle rather than a one-off. Looking back at my earlier
reflections, one can observe the gradual increase in “involvement” from one interview to
the other rather than in the same interview and the conscious effort to minimise that.
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5

RESULTS

The interviews were analysed to extract themes, categories and codes. Quotes were also
included to illustrate the findings. The weighting of each code and category was added as
well. The weighting could be found in the full tables in appendix 4. The results are presented
and organised around the research questions.

The first four research questions include: “What are the common themes and factors leading
to choosing the first speciality?, Are there factors in common associated with the
dissatisfaction of the first speciality among interviewees?, What are the themes and factors
that led to choosing the second speciality?, How are the themes of the first and third question
different and similar?”. These four questions were included under the common themes and
factors leading to a change of a specialty. The aim was to focus the results and the consequent
discussion on the topic of change of specialty by including only relevant data.

THE COMMON THEMES AND FACTORS LEADING TO CHANGE OF
SPECIALTY (THE FIRST FOUR RQS)

The results are summarised under comparison of the reasons for joining the first and second
specialties sacrifices that doctors had to endure when joining the specialty and the direct
reasons that led them to think of and to change including luck. The detailed tables are in
appendix 4 tables a, b, c, d, e and f.
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5.1.1 Similarities and differences between reasons to join the first and the second
specialty (RQ 3)
The reasons to join a specialty seem to be different for the first and the second one. The
positive perception of what the specialty entails appears to dominate in the first “The main
things were provision of holistic care which geriatrics which I went into provided” and second
“There is still really strong affinity to the community” specialties; while training-related issues
were more prevalent in the second speciality “That time committed to training that where
there are concerns about training placements GP trainees are pulled from these placements,
and that the whole way the GP programme was set up is to train you to be a GP it is not just
to provide service to other specialities”.

Six out of ten interviewees described reasons that repelled them from other specialities. The
reasons for avoidance were both general such as not liking clinical life “I would prefer to go
back to research because I didn’t like clinical life here”, politics “There was a lot of politics in
hospital I don’t like” and hierarchy in hospitals; and specific in others such as short
consultations in general practice “I just didn’t like the 10 minutes appointments. every single
appointment would always go past 10 minutes”.

The active consideration and elimination of other specialties were common in the choice
process of the first specialty. However, when considering specialty change, only two
specialties were considered, the one that the interviewee was in and the one they are moving
into.
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5.1.2 Sacrifices when joining a specialty
Lack of support at the job was one of the main categories in the first specialty “(I was) often
the most senior person in hospital at night with regards to medicine”. Personal and family
sacrifices were common as well with a total weight of 5/10 and 4/10 respectively “I had quite
a long commute.”; “I was going with someone at the time and that kind of broke down”.

5.1.3 Reasons for change of specialty

The main reasons given by interviewees for change are job-related. Financial reasons appear
to be of less importance. Disappointment in terms of the reality of the specialty versus
expectations was the most common subcategory and was reported by 4/10 interviewees, for
example, instead of enjoying the variety of cases, the work was diminished into having to deal
with so many emergencies with hardly enough time to finish a task before moving to another
“My main reason for changing is that I felt like I was firefighting all the time I was never doing
a very complete job”. Physical (age), psychological (psychological well-being) and personalityrelated (lack of confidence) factors were also reported.
Other reported factors included luck, lack of enjoyment of the specialty and lack of first
specialty jobs close to home “The opportunities for research were really minimal if it wasn’t
zero for me”. Luck will be listed separately due to its noticeable influence on the career
journey. The rest of the reasons for change are summarised in table 4.
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Table 4: Additional reasons for change of specialty

Rows: main categories, columns: sub-categories
Specialty-specific Team-related
Financial reasons
Too much
management

Unhappy GP
practice
(colleagues)

Very demanding
academic job

Not belonging

Not enough time
for 2nd specialty
(palliative) as
GPSE
Triage heavy

Reduced hours
due to the
finance in the
department
Financial security

Training related
Irregular and
low-quality
teaching
Not being trained
(due to parttime, reducing
access to training
opportunities)
Acute medicine is
not part-time
friendly now
Acute medicine is
not familyfriendly

Lack of continuity
No holistic
approach
The
misconception of
what the job
entails
Future struggle
getting a
consultant job
Inability to help
some patients

One interviewee ended changing specialty for the second time. The reasons reported were
health-related; short consultations which is a specialty-related reason; and inability to clear
the exams of the second specialty.
Other prominent factors influencing change are policy-related factors. Policy-related factors
will be listed separately, see 4.1.4, due to their high relevance to the study aims.
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5.1.4 Luck
It was noticeable that most interviewees, including all the three IMGs, were affected by luck
one way or another during their career journey. Luck ranged from being on a personal level
“I was in maternity leave, so I was able to apply twice” to external factors “There were more
numbers of consultants and staff grades weren’t getting enough funding and the number of
hours were reduced and I didn’t have enough pay,“ to one-in-a-lifetime events such as war
“Every year I am building my knowledge and skill until things went chaotic back in (my
country), the fifth year was really depressant” and assassination “My direct supervisor was
assassinated so moved training.”

RQ 5: HOW DO THESE THEMES AND FACTORS ALIGN WITH THE
AVAILABLE LITERATURE ABOUT MANAGEMENT AND DECISIONMAKING IN CAREER JOURNEYS?

This question will be answered in the discussion section.

RQ 6: WHAT ARE THE PERSONAL AND SOCIAL CONSEQUENCES OF
CHANGING SPECIALTY?

Here both the transitional period and the time after joining the specialty are included.
Detailed responses and categories are in tables g and c in appendix 4.
5.3.1 Transitional period
Joining the second specialty was not without consequences to most interviewees. These
consequences could be considered from the time the decision was made to change, hence
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including the transitional period. Three interviewees reported that their transition from the
first speciality to the second was smooth. A similar number of interviewees mentioned that
they needed to persevere when they attempted to change because they did not achieve what
they wanted the first time. Five interviewees reported that they needed either time out of
their first specialty to think “I took out of programme experience doing research and went to
Tanzania with my husband” or try the second one or more time in their first one “Also thought
you got to stick in, you got to give this a bit more chance, you can’t call it a day after a month”.
Comments were made about the stigma of failure when asking for support “If you want
support to yourself, it is like you are sort of failing” and that support when needed is difficult
to locate “Support mechanisms out there and you can use them to your advantage…. I find
HEE website very difficult to navigate”.
5.3.2 After joining the second specialty
After joining the second specialty, consequences and sacrifices were less than what was
reported for the first specialty 4.1.1.1. Sacrifices were both person-related and job-related
with almost equal weighting. Subcategories include as missing the first specialty “I still to this
day I absolutely love psychiatry” and being away from family due to on-calls “One of the big
ones which was never an issue to me when I didn’t have children is the on-calls and every
now and then I got that niggle that sort of says if you stayed in general practice, you would
never have to work a weekend or you would never have to do a night on-call which I do now”.
There were also training-related consequences such as having to do the same placement
twice and having to go back to a junior role “I find it a little daunting to be a junior doctor
again”. Lack of support was not reported when discussing sacrifices in the second specialty.
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The interviewee who ended changing specialty for the second time reported sacrifices such
as missing the first specialty and having to deal with complaints.

RQ 7: WHAT ARE THE POTENTIAL POLICY IMPLICATIONS OF THE
CHANGE OF SPECIALTY?

These will be split into the effects of national, regional and local policies and systems that are
in place on change and the feedback given by interviewees on policies such as flexibility in
training (such as LTFT training and out of the programme (OOP) (General Medical Council,
2021)) and snakes and ladders issue. The effects of mentorship on change were reported here
as well. Detailed responses and categories are in tables h, i, j and k in appendix 4.
5.4.1 The effects of policies and systems on change of specialty
National systems in place, especially those involving national selection or even certain
specialities on a national level were reported by some interviewees as an obstacle to their
career pathways. Most of the time, it appears that even with careful planning, these systems
are prone to problems with significant impact on doctors to whom they apply. “There was a
problem with Oriel® (a national online ST employment system) that year where they give
everybody job and then the system was wrong, so they took all the jobs away and then
reissued them quite last minute”. Another obstacle was the negative impact of the Gold
Guide, a reference guide for specialty training in the UK (NHS Employers, 2019), on the ability
to avoid the snake and ladders effect “The TPD did try again to get my six months that I’ve
done at the start to be taken account of, but the College wouldn’t. They said there are very
strict rules in the Gold Guide, and they have to abide by them.” Regionally, one of the
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interviewees referred to drop-out rate as an indicator of a training system problem “The drop
out in my particular year. They lost people all along the way for variety of reasons, some
personal, some financial, some quit medicine altogether.”

5.4.2 Feedback on less than full-time training and OOP
Interviewees reported on several issues with LTFT training. For example, reduced pay, loss of
cohort, fragmentation of training and reduction in training opportunities “where the struggle
comes is in access to training opportunities because if you only there for three days a week
getting to clinic is more difficult and getting opportunities to do procedures is more difficult.”
It was also reported that some specialties (anaesthesia and GP) are more LTFT friendly than
others (Acute medicine and foundation programme) “Foundation programme is not LTFT
friendly due to fixed period before rotation (every 4 months even if you are LTFT)”. It was also
highlighted that other policies and systems changes are helping in making LTFT more
acceptable “the SHO who is there the whole week and knows all the patient that is starting
to change anyway because of how the rota works.”
OOP was mentioned frequently by interviewees, 5/10, as a way to allow for time out to try
other specialties before committing and to re-assess their career path “I took out of
programme experience doing research and went to Tanzania with my husband”.

5.4.3 Effects of snakes and ladders in PGME
It was reported by most interviewees that in specialities with short training (3-4 years) it is
acceptable to start the new specialty without accounting for previous competencies.
Comments were also made about lack of clarity, complexity and the time-limited nature of
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the process. “How it has to be exceptional circumstances and you have to be progressing to
an exceptional level”. “I did look into the scheme that was available at the time about whether
you could transfer some of your previous training, but the rules were very strict and there
was very strict timing, where you have to have been in certain time and then it did not apply
at the end”.
One interviewee described the financial consequences that could result from having to prove
the same competency more than one just because it was done out of the new specialty
training such as required courses “When you do build up your cv in order to apply for a job
you often do things like advanced communication skill courses or various courses that you
would then have to repeat as a trainee which seems absolutely ridiculous because they don’t
count them because you are not within training”. Five interviewees commented that
shortening training is not as important in short specialities “No need, short as it is (GP)”.

5.4.4 Effects of mentorship in PGME
Interviewees highlighted the importance of mentorship in their specialty choice and change.
They described their mentors in both general and specific ways. General descriptions included
descriptors such as good, nice and amazing “Just nice respiratory consultants”. Specific
descriptors included respectable, supportive and observant as described by two interviewees
“The influence of one person who I respected greatly, and I worked with right through”. Other
specific descriptors included being honest and open-minded. The main descriptor, which was
used by 4/10 interviewees was inspirational “I don’t know how many people he had inspired”.
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Interviewees also commented on the relationship with mentors. The main comment which
was made by 5/10 interviewees is that the mentor needs to know the trainee and to spend
the time necessary to get to know them “I think you almost don’t get enough time with people
for them to get to know you”.

Comments were also made that a good mentor might be sufficient to convince a trainee to
try a specialty “It was based as an F1, I was really taken by so the same consultant that
suggested that I give it a go”.

One of the issues that was highlighted by interviewees is the difficulty in achieving fairness
in exposure to mentors of each specialty. A suggested solution is to assign mentors from
generic specialties such as medicine rather than more specialised ones such as cardiology “A
lot of specialities are quite generic… if you are interested in general medicine job, does it
matter that you didn’t do cardiology versus respiratory”.
RQ 8: WHAT ARE THE COMMON ISSUES IN INTERVIEWEE REFLECTIONS
ON THEIR DECISION TO CHANGE?

The interviewees discussed some of the other related themes to specialty choice and change.
These included their suggested solutions to exposure to specialities to help with the choice,
and their account and reflections of their career journeys. Detailed responses and categories
are in tables l, m and n in appendix 4.
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5.5.1 Solutions to exposure to specialities
Interviewees commented on their experience on dealing with lack of exposure to their second
choice and other specialities. Taking a trust-grade non-training job or time out of the
programme were the most common suggestions “Doing a trust grade job …. they are getting
that experience which will help them further in their career”.

Longer and more exposure-focussed foundation years with longer placements were also
suggested to help with exposure to different specialties “my F1 certainly was very much about
just trying to do the job and survive the rota and everything else, so it doesn’t give you that
much time to really have exposure to a lot of things”; “I feel that I think we just rotate far too
quickly”.

Comments were also made about run-through programmes in terms of their suitability to
doctors who made up their minds and the importance of previous experience in these
programmes to show commitment “Run-through jobs are competitive and to get ahead in
competition you do a trust grade job”.

5.5.2 Indecisiveness
Interviewees commented on indecisiveness with four interviewees denying any. However,
even in those who said they were indecisive, their statement was followed with solutions they
implemented to deal with their perceived indecisiveness. These solutions were similar to
those who reported being decisive. “I am decisive person, if it comes to take like important
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decision in my life, I take the decision after weighing like the pros and cons”; “So, I was just
trying to weigh it all up thinking about pros and cons”. Other suggested solutions to deal with
indecisiveness were to collect more information, to discuss with family and friends and to
give more time to think about the choice “of course, it is a big decision but then I discussed it
with friends, discussed it with the family and I did think about it”.

5.5.3 The journey
The interviewees in this study reflected further on their career path and offered advice for
doctors who might find themselves in similar situations. Three of the interviewees reported
that going through the first specialty helped them become more prepared for the second one
“I think doing geriatric first made me a bit more well-rounded it is definitely given me more
research experience”.

Two interviewees commented how securing and going through the first specialty helped
them in gaining self-confidence in being able to secure their second specialty “Succeeding
once mean you can succeed second time”.

Other reflections included becoming more realistic and more aware of own limitations “When
I was much younger, I was more enthusiastic, and I didn’t know what is going to happen next.”

The change/maturation that took place during the career journey was also commented on by
5/10 interviewees. This change included a change of attitudes, priorities, perceptions and jobinterests “Looking back, not sure my perception was the same”; “My priorities had changed
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a lot to the people who were still in the programme who didn’t have children”; “I never
factored in lifestyle before this point”.

Interviewees also gave their advice to doctors who might be thinking of specialty change. This
advice included that career journey is very individual, but it helps to talk to others who did
change “Change is a unique very individualised thing”. It was also advised that it is important
and never too late to follow one’s passion “It is never too late to change your mind”. Another
advice was that starting a family is better left to the end of training and if not, then success is
not only job-related, success in raising a family is as important “Your family is your success
too”.
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6

DISCUSSION

Interviewees’ quotes are in italics inside double quotation marks.

“you can’t help someone else if you are not happy”

The prevalence of specialty change in those who are already in a specialty ranges from 15%
(Shortland et al., 2015) up to 26.5% (Jarecky et al., 1991). Specialty change could lead to a
negative impact on the quality of life of trainees (Rich et al., 2016); increased time in training
(Rimmer, 2018); and an increase in staff shortages in specialities that trainees moved from.

It was noted that conceptualising and reporting on the medical career journey was the career
journey of some authors. For example, Michael Goldacre and Trevor Lambert (Davidson,
Lambert and Goldacre, 1998; Goldacre and Lambert, 2000; Goldacre, Laxton and Lambert,
2010) and James Parkhouse (Parkhouse and Mavis, 1978; Parkhouse et al., 1981; Parkhouse
and Ellin, 1988). With relative lack of literature in medicine, this could lead to “monopoly”
bias in which one author or group of authors are given access to funding and data to report
on an issue such as the Medical Career Research Group work on medical careers (Parkhouse
et al., 1981; Goldacre, Laxton and Lambert, 2010).

The interviews in this study revealed several themes and categories with some themes having
more weight than others. Some of these themes aligned with available literature while others
did not. These themes will be discussed in light of the research questions in more details
below.
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RQS AND CORRESPONDING THEMES

6.1.1 The common themes and factors leading to change of specialty (the first four RQs)
Interviewees considered both the attractive and repellent points when choosing their first
speciality. This “bi-directional” approach to choice might help minimise the number of
potential speciality choices. This approach fits with Gottfredson’s Circumscription and
Compromise theory 1981 (Gottfredson, 1981) in which there is an irreversible elimination
process of career options that don’t fit with the perceived self. However, in one interviewee,
the elimination was reversible: “before I went to medical school, if you'd ask me, psychiatry
would be in the bottom of my list of specialities it is the one that I thought I would have liked
least, and I did work quite a lot with mental health trust before I went into medicine. So, that
was quite surprising”. Such reversibility means that either there is a problem with the theory
or that career choices in medicine undergo a different process. An alternative possibility is
that misinformed exclusions are reversible.

Job-related factors, a concept used in the Trait-Factor theory (Parsons, 1909), appeared to be
the main focus of choice, in terms of total weight, when choosing the first speciality. Weight
of factors changes when considering the second speciality. Factors related to the quality of
life and work-life balance become more prevalent such as life as a consultant, on-calls and
anti-social hours. It is difficult to assume that the change in prioritisation and the introduction
of new factors is due to natural maturation or due to a lack of awareness of the significance
of certain factors when making the first choice. There is a lack of evidence in the literature in
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terms of potential reasons behind this observation, especially in terms of possible lack of
awareness.

One of the main quoted reasons for dissatisfaction and consequently change was not being
able to do the job that the interviewee signed up expecting to be doing. “my main reason for
changing is that I felt like I was firefighting all the time I was never doing a very complete job.”

Another factor was the lack of real exposure to specialty during foundation years, which could
potentially lead to false expectations of what specialty training and practice as a consultant
entail. “I think my F1 certainly was very much about just trying to do the job and survive the
rota and everything else, so it doesn’t give you that much time to really have exposure to a lot
of things to then go on and choose what you want to do in your career”. This factor is not easy
to tackle because every stage of medicine is different from the other. Re-designing the
Foundation Programme to include structured exposures such as shadowing might be helpful.

Interviewees also reported specialty-specific factors “I think I really enjoyed A&E. the acute
medicine aspect of it. It felt a bit like a lot of it was quite triage heavy that often you would
think about”. These factors could form a focus for future research within these specialities
accepting the local and temporal nature of some of them. “The drop out in my particular year,
they lost people all along the way for variety of reasons some personal some financial some
quit medicine all together”
Increased rate of doctors wanting to change in a specialty could offer a hint to potential
repellent issues that could be addressed to reduce change rate.
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One interviewee commented that once starting to dislike the specialty, it seems to be more
likely to find more reasons to dislike it and vice versa “you look for problems everywhere”.
This seems to fit with the Living Systems Theory of Vocational Behaviour and Development
(Vondracek, Ford and Porfeli, 2014). In this theory interaction with the context leads to
experience (be it negative or positive) that is used in future interactions.

Not being able to train and be taught properly was reported as a reason as well. “the teaching
wasn’t particularly good nor was it very regular.” This is of particular importance due to
measures that are in place to ensure training standards such as Health Education England
(Health Education England, 2020).

Finally, luck appeared to play an important role in the life and career journeys of the study
interviewees. Luck, for this project, is defined as something that occurs to a subject beyond
the subject’s control (Statman, 1991; Zimmerman, 1993; Greco, 1995). Luck has affected all
of the three international medical graduates’ interviewees. IMG interviewees spanned longer
periods between their first and second choice which could explain why they were more
exposed to luck. Such lengthy time could have resulted from their IMG status as it was shown
that IMGs are 4 years older than their British graduates’ counterparts (Tiffin et al., 2014). The
closest to luck that was mentioned in career theories is chance which was referred to in the
systems theory as an influence on the process of career development (Patton and McMahon,
2006). However, there was no clear definition of chance, and it could be perceived as good
luck rather than a bidirectional influence.
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6.1.2 RQ 5: How do these themes and factors align with the available literature about
management and decision-making in career journeys?
In this part, the factors affecting career choice and change that were extracted from the
literature review will be compared with the findings of this study.

6.1.2.1

Personal attributes and capabilities

Some of the personal attributes and capabilities were reported by the interviewees such as
older age (Shaw, Goplen and Houston, 1996); personality (Burns et al., 2011); initial
perception of specialty; and awareness of own interests and strengths (Burack et al., 1997).
The significance of each of these factors differed from one interviewee to the other.
Additionally, neither race (Mugilan, 2005) nor sexuality seem to affect choice in the study
cohort.

6.1.2.2

Close-circle social factors

These factors include altered domestic circumstances (Parkhouse and Mavis, 1978), time for
family and avocational pursuit, (Jarecky et al., 1991), lifestyle, family and finances (Burns et
al., 2011). All of these were found to be very important when deciding to change and choosing
the second specialty. This could be explained to a certain extent by the age difference when
compared to doctors who are choosing their first specialty except for adult learners.
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6.1.2.3

Job-related

These include the type of practice (Burack et al., 1997), work environment (Burns et al., 2011),
lack of control in the workplace (Burns et al., 2011; Haugan, 2011). These factors were
noticeably prevalent in this study cohort with special importance paid to the teams they are
working with. Hence, it is important to highlight the team as a separate factor rather than
grouping it under more general concepts such as work environment (Burns et al., 2011).

6.1.2.4

Medical-school-related

Apart from clinical exposure (Markert, 1983b; Ellsbury et al., 1996; Woolf, Elton and Newport,
2015), no clear role for medical school was found. Exposure, especially proportionate
exposure, could be seen as nationally driven rather than University-driven. Proportionate
exposure is when Medical schools focus on one specialty more than others. “I had a lot of
experience in General practice in University”

6.1.2.5

System-related

This will be discussed under research question 7.

6.1.2.6

Larger-society-related

Factors quoted in the literature included job market (Evans, 1993), job prestige (Borges,
Navarro and Grover, 2012) and population needs (Evans, 1993). Most of these factors had an
indirect effect translating into competition ratios. However, high competition put only one
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interviewee off when considering the first choice. Two other interviewees were not deterred
when applying for their second choice even when they did not get their choice of place the
first time.

6.1.2.7

Generalised statements

This includes disliking the initial specialty choice (Katz, Sarnacki and Schimpfhauser, 1984).
Noticeably, generalised statements were prevalent in the study cohort. However, it is
important to highlight that these statements are more likely to be the doctor’s executive
summary of the process that he/she went through before choosing or changing into a
specialty. “I didn’t like that; I wasn’t enjoying the job that I was doing”

6.1.2.8

Specialty specific

In general practice/family medicine, factors that led to more doctors joining the specialty
include job market, earlier and more comprehensive exposure to general medical careers, the
increased prestige of general practitioners (Fein, 1995), race, old age and campus site
(Mugilan, 2005). In this category, increased exposure, old age and job market were of note
“as you grow older you become wise, and you realise what your limitations are”. However,
race and campus were not mentioned by this study cohort.

To summarise, there were some findings in this study that mirror the literature. However,
even with the small number of interviewees in this study, the process of change and the
career journey appears to be too versatile and individual to be moulded to fit into one theory.
This could explain why there are so many theories in this field of career.
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6.1.3 RQ 6: What are the personal and social consequences of changing specialty?
Minimal consequences were resulting from the transition between the first and second
specialty. The fear that was expressed by one interviewee mirrors what was described in the
literature (Weinstein, Healy and Ender, 2002).

After joining the second specialty, some interviewees described problems with the teams of
their first specialty but not with the second. This could be just a coincidence. However, it
could be related to the interviewees’ active consideration of the team’s dynamics in the
specialty they wanted to change to. Another possibility is that interviewees were not
considering team issues as a problem anymore as part of their career maturation. This
maturation and compromise, if it is the reason, fit with Gottfredson’s Circumscription and
Compromise theory (Brown and Brooks, 1996) in which career choice is a process that leads
to an acceptable choice rather than an ideal one.
there are always sacrifices whatever you do. Some of them are predictable some of them
are not. It is important to have enough reasons to stay from the beginning and to think
what could happen that could make me think of changing.

One of the sacrifices is out-of-job sacrifices including personal, social and family. Family
sacrifices varied from one interviewee to another. The main theme was that the presence of
children affects choice, training and interests. It was also highlighted that there are “familyfriendly” specialities which could make it more difficult for some doctors to choose the job
they enjoy at expense of their families. “I was just married to my husband and we were
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expecting some children, so I chose to go to the research root rather than the clinical root just
to provide better family life balance” In that sense, the kaleidoscope model, in which women
manage to balance work and life (Sullivan and Mainiero, 2008), appears to be challenging to
apply in medicine.

Sacrifices could be viewed as negative affecters of environment satisfactoriness leading to
personal dissatisfaction as explained in the Adjustment theory (Dawis, England and Lofquist,
1964). This theory fell short of giving more details of factors that influence satisfaction and
satisfactoriness making it more of a framework rather than a theory. It also did not highlight
the changes over time that could take place in terms of what qualifies as a sacrifice.

Moreover, there were some sacrifices specific to the second choice such as moving back to
junior rules, less pay and physical challenges.

Even with the sacrifices discussed above, all interviewees expressed their happiness and relief
for joining their current specialty “when I started, my daughter said to me I’ve never seen you
this happy for a long time”. This makes the negative effect on quality of life (Rich et al., 2016)
temporary if present at all.
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6.1.4 RQ 7: What are the potential policy implications of the change of specialty?

6.1.4.1

The effects of policies and systems on change of specialty

One of the themes that was mentioned in the literature to be of influence on medical careers
(Campbell et al., 2009) and were found when interviewing candidates is the effects of the
“System” defined as “the way of doing things” (Cambridge Dictionary, 2019). Systems were
either national, and this appears to correlate mainly with the introduction of a new
recruitment system, such as Oriel®, or a training scheme, such as MMC, or specialty-specific
where it is more related to the presence of misfunctioning systems leading to trainees’
discontent “lots of systemic problems it was taking 18 months to do an assessment”.

The potential negative aspects of the systems, while not widely prevalent, could exert
detrimental effects on some doctors’ careers “MTAS was a big issue so there was a lot of
pressure to go into a specialty”. Involving medical students and medical graduates in the
process of developing and implementing new systems might help. This, reassuringly, appears
to be taking place with the imminent introduction of SoT (The Royal College of Paediatrics
and Child Health, 2021).

The negative effects of the introduction of new systems in the workplace were described in
the literature (Haugan, 2011). The author described problems arising from the introduction
of a new IT system which negatively impacted the time spent with patients, which in addition
to other factors, made her decide to change her specialty.
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6.1.4.2

Negative consequences of LTFT training

When discussing LTFT training, some negative aspects were highlighted such as loss of
financial income and loss of continuity of trainees’ cohort. One of the options to help with
loss of income could be by offering financial support during training for LTFT trainees. Loss of
cohort was highlighted by another study looking into GP trainees who are LTFT (Rickard, Smith
and Scallan, 2012).

It was reported by one interviewee that some specialities are more friendly than others in
offering and supporting LTFT training such as anaesthesia. Surgical specialties were found to
have problems with LTFT training such as adequacy of training (Harries et al., 2015). Some of
the issues of training delivery seem to be related to LTFT training. “if you only there for three
days a week getting to clinic is more difficult and getting opportunities to do procedures is
more difficult”

Given the GMC and Royal Colleges drive to make PGME more LTFT friendly, it might be
advisable to put a review system in place to ensure that central policies are filtered down to
regional and local training bodies.

6.1.4.3

Interviewees feedback on the snakes and ladder issue

One of the themes that were commented on by the interviewees was the potential use of
previous experience to shorten training or sign off competencies. A common observation was
that the process of shortening training in the second specialty is not straightforward,
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preventing most people from attempting it. “the rules were very strict and there was very
strict timing, where you have to apply in certain time and then it did not apply at the end”.

A comment was also made that some specialities are better than others when it comes down
to counting previous experience. “GP appears to be flexible in terms of accommodating
previous experience. An accelerated training route with an early ARCP and clear process”.
General practice introduced this route to assist those who would like to accelerate their
training or shorten it by 6 months (Bell, 2016). The author went on to say that shortening
training means less time to prepare for exams. The author also echoed the findings of this
study that shortening training is not as important in short specialities. Implementing the GP
accelerated training route in other specialties might be helpful.

6.1.4.4

Mentorship

The mentorship was included under policies due to the focus of policymakers on this theme
(General Medical Council, 2013; Health Education England, 2021) and the existence of
national, regional and local mentorship schemes (Health Education England East of England,
2021).

Mentorship appeared to play a role in attracting doctors to their specialities as was mirrored
in the literature (Drolet et al., 2014; Kost et al., 2019), and in other occasions help them in the
moving process and the rest offer them a live example of how things are going to be “He tried
to get me to do out of programme experience, as in to give me the time to try A&E and if I
didn’t like it, I have the door open to do that,”
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Interviewees highlighted that successful or “good” mentors need to have personal attributes
such as honesty and should have interpersonal skills such as getting to know the mentee. This
could be added to the personality match that was reported in previous research (Stephens et
al., 2018).

It was also highlighted that it is difficult to provide fairness in mentorship exposure. “if I had
the right mentor…. I think it is a huge impact, because I think if you do a job that you really
enjoy because they inspire you to do it, I think you would change your mind. But at what point
would you stop”.

6.1.5 RQ 8: What are the common issues in interviewee reflections on their decision to
change?

6.1.5.1

Solutions to exposure

In addition to what was discussed in 5.1.1 second paragraph and 5.1.2.4, longer placements
with longer foundation years were suggested together with trust-grade jobs. The problem
with longer foundation years is that due to the service component of the job, it might not be
possible to get the true picture of what the specialty entails “you weren’t always getting the
absolute the 100% best experience that you needed because the service needed you for other
things”. The issue with trust-grade jobs is the lack of support “When I started, I had a mentor
but then it was theoretical we did meet couple of times for the first year then we met couple
of times the second year then it was forgotten”.
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6.1.5.2

Indecisiveness

It was noted that the term indecisiveness was vague when the interviewees were asked about
it. Some interviewees mentioned that they are indecisive and that they weigh the pros and
cons to deal with indecisiveness. Others mentioned they are decisive because they weigh the
pros and cons. It also became clear that all interviewees will weigh the pros and cons. In
addition to that, the impression of indecisiveness appears to arise from the speed of decisionmaking and the inclusiveness of all the possible influencing factors. In other words, the
process of decision-making could be broken down into the speed of decision making, factors
considered and associated anxiety and stress “There was a fear, what if I jumped from frying pan
into the fire”. The more knowledge of the speciality choices the doctor has (Hershenson and

Roth, 1966), the less indecisiveness there is and the less associated anxiety would be present
(Callanan and Greenhaus, 1990).

6.1.5.3

The journey and maturation

interviewees highlighted that change is not a failure and should not be viewed as such. “a lot
of medics come from that sort of thing that they have to achieve, and this is failure”

During their journeys multiple changes took place whether personal or social with reflections
and gained experience which facilitated future steps. “definitely not, also because of the level
you are at because you are like a registrar level, people took me more seriously”. “I think
doing geriatric first made me a bit more well-rounded. It has definitely given me more research
experience”
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The journey was referred to in both Career Construction Theory in which career and changes
in it are part of life story (Savickas, 2011) and the systems theory (Patton and McMahon, 2006)
in which the workplace was considered as a contributor to the individual with both exposed
to change over time.

Maturation during the career journey could also be viewed as part of Lifespan-Life space
dynamic theory (Super, 1953). However, maturation as depicted by the interviewees in this
study appears to lack the rigidity of the age ranges included in this theory. It also appears to
differ in terms of the characteristics given to each stage. For example, the establishment
stage, which takes place from the age of 25 till the age of 44, involves securing the chosen job
by increasing fitness with the workplace and the team in addition to demonstrating positive
attitudes that help in achieving progress in the workplace (Super, 1953); in this study,
however, most of the interviewees ended changing from one specialty to another instead of
establishing their positions. Life and career journey are too individual and dynamic to be
included under rigid headings. The same argument can be put forward against The theory of
“increased realism” (Ginzberg et al., 1951) which attempted to divide lifespan into specific
stages.

Maturation was explained as a process influenced by both genetics (physical) and experience
(environment) leading to variations in phenotypes (Oyama, 1982).
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Similar to medicine where there is a temporal age and a physiological age. Some graduates
are more “mature” in career choice than others. It is difficult to attribute everything to
maturity. Sometimes, this could be related to the perception of change as failure and
preference to live with a disliked job than living with a sense of failure.
The clock sometimes restarts with every new job. In other words, this career maturity could
be job-specific, for example, both doctors who came to medicine as second degree still
ended changing specialty. Other view point is that they have the personality to which
change is not a failure and thus having much lower threshold than others to change. Again,
this group is worth a study on their own: Specialty choice and change in this subgroup.

IMPLICATIONS FOR FURTHER POLICY RESEARCH AND DEVELOPMENT

One part of this project was to assess policy implications, which could be of interest to the
GMC and HEE. These could be summarised under the subheadings below.

6.2.1 Exposure
Consideration needs to be given to longer foundation programme with longer placements.
Consultants-shadowing in foundation years needs to be encouraged to gain a true experience
of specialty. Facilitation of placements in other specialties could help in increasing exposure
during foundation years.
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6.2.2 LTFT
A culture change across specialties training providers is important for Less than full-time
training. This is especially the case in acute medical specialties. This change in culture needs
to include the whole of the training structure down to departmental management and
clinicians.

It is helpful to make financial support available to LTFT trainees who might need it. A structure
to support their training need to be provided in terms of training opportunities. The
foundation programme needs to be tailored to accommodate LTFT trainees by offering longer
placements.

6.2.3 Snakes and ladders
An accelerated training route that is present in primary care to help with the transfer of
competencies appears to be of value and could be generalised to other specialties. Such
models need to be advertised so TPDs and trainees are aware of them. The process needs to
be made as straightforward as possible and following the Gold Guide.

6.2.4 New systems
When new training or employment schemes are planned to be introduced, piloting them is
advisable as well as discussions with all stakeholders. Involving doctors who changed specialty
in discussions regarding new training systems could be valuable due to their extended
experience.
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6.2.5 Mentorship and support
Support mechanisms for doctors who are thinking of change should be made accessible and
easy to locate.
Available mentorship schemes need to be independent of educational supervisors and
preferably from outside the specialty to allow for more independent and judgemental free
mentorship.

6.2.6 Other practical implications
The study highlighted the need to have more targeted representation in training matters. For
example, IMGs are included under one umbrella, which underestimates the high diversity in
this group of doctors. Additionally, due to the highly individual nature of change, predictive
models and theories might not be sufficient. This creates the need for reactive models to help
people who are progressing or changing their careers.

RESEARCH IMPLICATIONS

This study highlighted several themes that could be studied separately to explore their
importance in both specialty choice and specialty change. Such as the weight of factors
leading to change; mentorship; luck; and the relationship between exposure and choice. This
could be done both quantitatively and qualitatively. However, the study also demonstrated
the importance of qualitative studies and open questions to allow true report of factors that
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affected each study subject and to give a chance for further details. It also allows for the
emotional aspect of the issue to be explored further if necessary. Finally, the literature review
revealed a stark lack of studies from developing countries and more research on specialty
change from these countries is encouraged.

PROBLEMS AND LIMITATIONS, A REFLECTION

Lack of access to doctors who changed specialities was one of the main issues faced when
preparing this project. However, the sample for this study was relatively sufficient in light of
its exploratory nature.
The vast number of potential factors that could have been investigated was another issue.
Careful discussion with experts in the field helped to focus the interview schedule maintaining
the open nature of questions to allow for interviewees’ views to be expressed freely.

AN UPDATED CONCEPTUAL FRAMEWORK

It was clear from the results of this study that specialty change and career journeys are too
individual to be included in one theory. The closest theoretical model to explain the career
behaviour is a mixture of the systems theory framework of career development and
counselling (Patton and McMahon, 2006) which aimed to combine almost all previous career
theories and included chance and 27 personal and external factors that could influence career
choice; and Chaos Theory (Oestreicher, 2007) which can be used to explain illogical career
behaviour, by calling it chaotic (McIlveen and Patton, 2006). However, this model is still
missing luck which is bidirectional as opposed to chance which implies “good” luck; and
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weighting of factors to partially compensate for the individuality of the career journey. Based
on the above, and in absence of a dominant theory, an updated conceptual framework is
included in Figure 4. This could form the basis for a more fit for purpose theoretical
framework in the future.
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Figure 4: An updated conceptual framework
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7

CONCLUSION:

This study explores the process of change of specialty in medical graduates in England. It is
contextual in terms of place and time. However, it could help guide future research into the
matter and also it could help guide specialty trainees who are thinking of change by showing
common factors that lead to change, including the advice and reflections of those who
changed and highlighting the consequences of change from the interviewees’ point of view.
Moreover, some themes were explored and could be of value in guiding future policy-making
such as the implementation of flexibility in training and the introduction of new training
systems.

The study demonstrated that the process of choice and change is complex and individual. It
also shows that available medical literature lacks the evidence base and that literature
outside medicine could be separated into either too generalised views of career or too
detailed ones. It is important for any literature-based approach to the career to accept the
contextual limitations and to acknowledge the highly individual nature of the career journey.

92

8

REFERENCES

Archibald, M.M., Ambagtsheer, R.C., Casey, M.G. and Lawless, M. (2019) Using Zoom
Videoconferencing for Qualitative Data Collection: Perceptions and Experiences of
Researchers and Participants. International Journal of Qualitative Methods [Post-print], 18.
Available from http://journals.sagepub.com/doi/10.1177/1609406919874596. [Accessed
24th May 2021].

Atkinson, R. and Flint, J. (2001) Accessing hidden and hard-to-reach populations: Snowball
research strategies. Social research update, 33(1), pp. 1–4.

Bandura, A. (1989) Human agency in social cognitive theory. American psychologist, 44(9), pp.
1175-1184

Bannon, M. (2006) What’s happening in postgraduate medical education? Archives of disease
in childhood, 91(1), pp. 68–70.

Barber, P. (1997) The colleges, Calman, and the new deal. Lancet, 350(9083), p974.

Baruch, Y. (2004) Transforming careers:from linear to multidirectional career paths:
Organizational and individual perspectives. Career Development International, 9, pp. 58–73.

Bates, S. M. and Rogstad, K. E. (2000) Postal research: too many problems? Sexually
Transmitted Infections, 76(5), pp. 332–334.

93

Battaglia, M., Sampling, N. and Lavrakas, P. J. (2008) Encyclopedia Of Survey Research
Methods. Thousand Oaks, SAGE Publications.

Baumbusch, J. (2010) Semi-structured interviewing in practice-close research. Journal for
Specialists in Pediatric Nursing, 15(3), pp. 255-258.

Bell, A. (2016) Accreditation of transferable competences. BMJ, 353, p. i2490.

Von Bertalanffy, L. (1973) General system theory: Foundations, development, applications.
New York, Braziller Inc.

Biggs, J. S. G. (1998) A good guide for postgraduate educators: lessons learned in Britain.
Medical Teacher, 20(3), pp. 200–202.

Bonnel, P. (2003) Postal, Telephone and Face-to-face Surveys : How Comparable Are They? In
Jones, P and Stopher, P, ed, Transport Survey Quality and Innovation, London, Emerald
Publishing Limited, pp. 215-237.

Boote, D. N. and Beile, P. (2005) Scholars Before Researchers: On the Centrality of the
Dissertation Literature Review in Research Preparation. Educational Researcher. American
Educational Research Association, 34(6), pp. 3–15.

Bordin, E. S., Nachmann, B. and Segal, S. J. (1963) An articulated framework for vocational

94

development. Journal of Counseling Psychology, 10(2), pp. 107-116.

Borges, N. J., Navarro, A. M. and Grover, A. C. (2012) Women physicians: choosing a career in
academic medicine. Academic medicine : journal of the Association of American Medical
Colleges, 87(1), pp. 105–114.

British Medical Association (2017) Medical training pathway [Internet]. Available from
https://www.bma.org.uk/advice/career/studying-medicine/insiders-guide-to-medicalspecialties/medical-training-pathway [Accessed: 17th November 2019].

British Medical Association (2018) Staffing crisis in NHS laid bare, as new BMA analysis shows
that three quarters of medical specialities face shortage of doctors [Internet]. Available from
https://www.bma.org.uk/news/media-centre/press-releases/2017/september/staffingcrisis-in-nhs-laid-bare [Accessed: 17th November 2019].

Brown, D. (1995) A Values-Based Approach to Facilitating Career Transitions. The Career
Development Quarterly, 44(1), pp. 4–11.

Brown, D. ed (2002) Career Choice and Development. 4th ed. New York, John Wiley & Sons
Inc.

Brown, D. and Brooks, L. ed (1996) Career choice and development. 3rd ed. New York, John
Wiley & Sons Inc.

95

Bryman, A. (1984) The Debate about Quantitative and Qualitative Research: A Question of
Method or Epistemology? The British Journal of Sociology, 35(1), pp. 75–92.

Bryson, A., Forth, J. and Stokes, L. (2014) Does Worker Wellbeing Affect Workplace
Performance? London, Department for Business, Innovation & Skills, UK Government.

Bunge, M. A. (1967) Scientific Research: The search for system. 1st ed. New York, SpringerVerlag.

Burack, J.H., Irby, D.M., Carline, J.D., Ambrozy, D.M., Ellsbury, K.E. and Stritter, F.T. (1997) A
study of medical students’ specialty-choice pathways: trying on possible selves. Academic
Medicine, 72(6), pp. 534-541.

Burgess, R. G. ed (2003) Field Research: A Sourcebook and Field Manual. London, Taylor &
Francis Group.

Burns, H., Auvergne, L., Haynes-Maslow, L.E., Liles, E.A., Perrin, E.M. and Steiner, M.J. (2011)
A qualitative analysis of career transitions made by internal medicine-pediatrics residency
training graduates. North Carolina medical journal, 72(3), pp. 191–195.

Bussche, H., Ziegler, S., Krause-Solberg, L. and Scherer, M. (2017) Stability and change of
medical specialty of residents over four years of postgraduate training in Germany.
Gesundheitswesen, 79(10), pp. 865–870.

96

Callanan, G. A. and Greenhaus, J. H. (1990) The career indecision of managers and
professionals: Development of a scale and test of a model. Journal of Vocational Behavior.
Elsevier, 37(1), pp. 79–103.

Calman, K.C., Temple, J.G., Naysmith, R., Cairncross, R.G. and Bennett, S.J. (1999) Reforming
higher specialist training in the United Kingdom – a step along the continuum of medical
education. Medical Education, 33(1), pp. 28–33.

Cambridge

Dictionary

(2019)

Cambridge

Dictionary

[Internet].

Available

from

https://dictionary.cambridge.org/dictionary/english/work [Accessed: 20th December 2019].

Campbell, N., Sabra, A., Alderson, L. and Bull, S. (2009) Choosing a specialty. BMJ, 339, p.
b5237.

Chaal, N. (2013) We want to work and make a meaningful contribution to society. young
people say [Internet]. Available from https://www.europarl.europa.eu/news/en/pressroom/20131108IPR24219/we-want-to-work-and-make-a-meaningful-contribution-tosociety-young-people-say [Accessed: 20th December 2019].

Chan, W.C., Sunshine, J.H., Owen, J.B. and Shaffer, K.A. (1995) U.S. radiologists’ satisfaction
in their profession. Radiology, 194(3), pp. 649–656.

Chenail, R. J. (2011) Interviewing The Investigator: Strategies For Addressing Instrumentation
And Researcher Bias Concerns In Qualitative Research. Qualitative Report, 16(1), pp. 255–

97

262.

Cochran, L. (1997) Career Counseling: A Narrative Approach. Thousand Oaks, SAGE
publications.

Coffin, S. E. and Babbott, D. (1989) Early and Final Preferences for Pediatrics as a Specialty: A
Study of U.S. Medical School Graduates in 1983. Academic Medicine, 64(10), pp. 600-605.

Council of the European Union (1997) Council Directive 93/16/EEC of 5 April 1993 to facilitate
the free movement of doctors and the mutual recognition of their diplomas, certificates and
other

evidence

of

formal

qualifications

[Interne].

Available

from

https://op.europa.eu/en/publication-detail/-/publication/044a8e3e-34bf-4874-a97633a361d64577 [Accessed: 15th December 2019].

Creed, F. and Goldberg, D. (1987) Students’ attitudes towards psychiatry. Medical Education,
21(3), pp. 227–234.

Crocitto, M., Arthur, M. and Rousseau, D. (1998) The Boundaryless Career: A New
Employment Principle for a New Organizational Era. The Academy of Management Review,
23, pp. 176-178.

Cronan, J. J. (2004) The new radiology workforce: Changing expectations. Journal of the
American College of Radiology, 1(5), pp. 313–316.

98

Dalen, J. E., Ryan, K. J. and Alpert, J. S. (2017) Where have the generalists gone? They became
specialists, then subspecialists. The American journal of medicine, 130(7), pp. 766–768.

Davidson, J. M., Lambert, T. W. and Goldacre, M. J. (1998) Career pathways and destinations
18 years on among doctors who qualified in the United Kingdom in 1977: postal questionnaire
survey. BMJ (Clinical research ed.), 317(7170), pp. 1425–1428.

Davison, S. P. and Clemens, M. W. (2011) Career Evaluation and the Decision Process for
Plastic Surgery Graduates. Plastic and Reconstructive Surgery, 128(2), pp. 559-565.

Dawis, R. V, England, G. and Lofquist, L. H. (1964) A Theory Of Work Adjustment. Minnesota
Studies In Vocational Rehabilitation: XV. Minneapolis, University of Minnesota Press.

Dawson, B. and Trapp, R. G. (2004) Probability & related topics for making inferences about
data. In Basic & Clinical Biostatistics [Internet]. 4th ed. New York, McGraw-Hill Education
(LANGE Basic Science). Available from https://books.google.co.uk/books?id=p6hu-qU2zpsC
[Accessed: 15th December 2019].

Denzin, N. K. (2012) Triangulation 2.0. Journal of mixed methods researc, 6(2), pp. 80–88.

Department of Health (2017) 2017-18 Education & training placement tariffs: Tariff guidance
and

prices

from

1st

April

2017

[Internet].

Available

from

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_
data/file/629492/2017-18_ET_tariff_guidance_FINAL_July_v2.pdf

[Accessed:

17th

99

November 2019].

Drolet, B.C., Sangisetty, S., Mulvaney, P.M., Ryder, B.A. and Cioffi, W.G. (2014) A mentorshipbased preclinical elective increases exposure, confidence, and interest in surgery. The
American Journal of Surgery, 207(2), pp. 179–186.

Ellsbury, K.E., Burack, J.H., Irby, D.M., Stritter, F.T., Ambrozy, D., Carline, J.D., Guo, J. and
Schaad, D.C. (1996) The shift to primary care: emerging influences on specialty choice.
Academic Medicine, 71(10), pp. S16-S18.

Elster, J. (1986) Self-Realization in Work and Politics: The Marxist Conception of the Good Life.
Social Philosophy and Policy, 3(2), pp. 97–126.

Evans, J. M. (1993) Factors affecting migration and specialty change of physicians: An
empirical analysis of physicians’ responses to the market forces of the 1980s. PhD thesis, Saint
Louis University.

Ezzy, D. (2013) Qualitative Analysis. London, Taylor & Francis Group.

Farmer, H. S. (1987) A multivariate model for explaining gender differences in career and
achievement motivation. Educational Researcher, 16(2), pp. 5–9.

Fein, E. B. (1995) Specialty or general practice: young doctors change paths. New York Times,
16th October, p. A1.

100

Ferguson, H., Fitzgerald, J. E. and Beamish, A. (2014) Implications of the Shape of Training
Review for Surgery. Bulletin of The Royal College of Surgeons of England, 96, pp. 357–359.

Fine, G. A. (1986) Friendships in the Work Place BT. In: Derlega, V. J. and Winstead, B. A. eds.
Friendship and Social Interaction. New York, Springer, pp. 185–206.

Ford, D. H. and Lerner, R. M. (1992) Developmental systems theory: An integrative approach.
London, Sage Publications Inc.

Ford, M. E. (1992) Motivating Humans: Goals, Emotions, and Personal Agency Beliefs. London,
SAGE Publications.

Ford, M. E. and Ford, D. H. eds. (2019) Humans as Self-Constructing Living Systems: Putting
the Framework to Work. London, Taylor & Francis.

Fuller, G. (2014) Shape of Training: a view from the specialties. Clinical medicine, 14(4), pp.
357–360.

Furber, C. (2010) Framework analysis: a method for analysing qualitative data. African Journal
of Midwifery and Women’s health, 4(2), pp. 97–100.

Gelatt, H. B. (1989) Positive uncertainty: A new decision-making framework for counseling.
Journal of counseling Psychology, 36(2), pp. 252-256.

101

General Medical Council (2013) Domain 3: Communication partnership and teamwork, Good
medical

practice

[Internet].

Available

from

https://www.gmc-uk.org/ethical-

guidance/ethical-guidance-for-doctors/good-medical-practice/domain-3---communicationpartnership-and-teamwork [Accessed: 15th May 2021].

General Medical Council (2021) Flexibility in medical training – where we are [Internet].
Available from https://www.gmc-uk.org/-/media/documents/flexibility-stocktaking-paperdecember-2016_pdf-69825963.pdf [Accessed: 15th May 2021].

Ginzberg, E., Ginsburg, S. W., Axelrad, S. and Herma, J. L. (1951) Occupational choice. New
York, Columbia University Press.

Given, L. M. (2008) The Sage encyclopedia of qualitative research methods. London, Sage
publications.

Glasbey, J.C., McElnay, P., Ferguson, H.J., Gokani, V.J. and Harries, R.L. (2017) Proposals for
Shortening UK Surgical Training Will Directly Impact on Patient Safety. Annals of Surgery,
266(2), pp. e34-e35.

Goldacre, M.J., Laxton, L., Harrison, E.M., Richards, J.M., Lambert, T.W. and Parks, R.W. (2010)
Early career choices and successful career progression in surgery in the UK: prospective
cohort studies. BMC surgery, 10, p. 32.

102

Goldacre, M. J. and Lambert, T. W. (2000) Stability and change in career choices of junior
doctors: postal questionnaire surveys of the United Kingdom qualifiers of 1993. Medical
Education, 34(9), pp. 700–707.

Goldacre, M. J., Laxton, L. and Lambert, T. W. (2010) Medical graduates’ early career choices
of specialty and their eventual specialty destinations: UK prospective cohort studies. BMJ
(Clinical research ed.), 341, pp. c3199–c3199.

Goodyear, H.M., Lakshminarayana, I., Wall, D. and Bindal, T. (2014) Choosing a career in
paediatrics: do trainees’ views change over the first year of specialty training? JRSM Open,
5(9), pp. 1-3.

Gottfredson, L. S. (1981) Circumscription and compromise: A developmental theory of
occupational aspirations. Journal of Counseling psychology, 28(6), pp. 545-579.

Govil, P. (2013) Ethical considerations in educational research. International journal of
advancement in education and social sciences, 1(2), pp. 17–22.

Grant, J. R. (2007) Changing postgraduate medical education: a commentary from the United
Kingdom. Medical Journal of Australia, 186(S7), pp. S9–S13.

Greco, J. (1995) A second paradox concerning responsibility and luck. Metaphilosophy,
26(1/2), pp. 81–96.

103

Greenaway, D. (2017) Shape of trainig, Securing the future of excellent patient care [Internet].
Available

from

https://www.shapeoftraining.co.uk/static/documents/content/Shape_of_training_FINAL_R
eport.pdf_53977887.pdf [Accessed: 27th July 2019].

Griffiths, P., Gossop, M., Powis, B. and Strang, J. (1993) Reaching hidden populations of drug
users by privileged access interviewers: methodological and practical issues. Addiction,
88(12), pp. 1617–1626.

Guetterman, T.C. (2015) Descriptions of Sampling Practices Within Five Approaches to
Qualitative Research in Education and the Health Sciences. Forum Qualitative Sozialforschung
/

Forum:

Qualitative

Social

Research

[Post-print],

16

(2).

Available

from

https://www.qualitative-research.net/index.php/fqs/article/view/2290. [Accessed 24th May
2021].

Hall, D. T. (2004) The protean career: A quarter-century journey. Journal of Vocational
Behavior, 65(1), pp. 1–13.

Hammersley, M. and Traianou, A. (2012) Ethics in qualitative research: Controversies and
contexts. London, SAGE Publications Ltd.

Harries, R.L., McGoldrick, C., Mohan, H., Fitzgerald, J.E.F. and Gokani, V.J. (2015) Less Than
Full-time Training in surgical specialities: Consensus recommendations for flexible training by
the Association of Surgeons in Training. International Journal of Surgery, 23, pp. S10–S14.

104

Harris, J.E., González López-Valcárcel, B., Ortún, V. and Barber, P. (2013) Specialty choice in
times of economic crisis: a cross-sectional survey of Spanish medical students. BMJ open, 3(2),
pp. 1-12.

Hart, C. (2018) Doing a Literature Review: Releasing the Research Imagination. London, SAGE
Publications Ltd.

Haugan, K. (2011) Mid-career crisis. A family physician retreats and recharts her professional
path. Minnesota medicine, 94(1), pp. 30–31.

Hazan, C. and Shaver, P. R. (1990) Love and work: An attachment-theoretical perspective.
Journal of Personality and social Psychology, 59(2), pp. 270-280.

Health Education England (2020) Standards of Education and Training (SET) for Advanced
Practice Programmes leading to programme recognition with The Centre for Advancing
Practice

[Internet].

Available

from

https://www.hee.nhs.uk/sites/default/files/documents/June 2020 SET Existing programmes
%282%29.pdf [Accessed: 30th April 2021].

Health Education England (2021) Supporting educators and learners [Internet]. Available from
https://www.hee.nhs.uk/our-work/medicines-optimisation/supporting-educators-learners
[Accessed: 15th May 2021].

105

Health Education England East of England (2021) Existing Mentoring Schemes, Coaching And
Mentoring

[Internet].

Available

from

https://heeoe.hee.nhs.uk/quality/faculty-

development/coaching-and-mentoring/existing-mentoring-schemes [Accessed: 15th May
2021].

Hendriks, V., Blanken, P., Adriaans, N. and Hartnoll, R. (1992) Snowball sampling: A pilot study
on cocaine use. IVO, Rotterdam, Instituut voor Verslavingsonderzoek, Erasmus Universiteit.

Hershenson, D. B. and Roth, R. M. (1966) A decisional process model of vocational
development. Journal of Counseling Psychology, 13(3), pp. 368-370.

Hobfoll, S.E., Halbesleben, J., Neveu, J.-P. and Westman, M. (2018) Conservation of resources
in the organizational context: The reality of resources and their consequences. Annual Review
of Organizational Psychology and Organizational Behavior, 5, pp. 103–128.

Holland, J. (1997) Making vocational choices: A theory of vocational personalities and work
environments. 3rd ed. Florida, Psychological Assessment Resources.

Holland, J. (1985) Making vocational choices: a theory of vocational personalities and work
environments. Florida, Psychological Assessment Resources.

Holt, R. R. (2013) Freud’s Occupational Choice and the Unconscious: Reverberations of
Goethe’s “On Nature”. The Psychoanalytic Review, 100(2), pp. 239–266.

106

Iellatchitch, A., Mayrhofer, W. and Meyer, M. (2003) Career fields: a small step towards a
grand career theory? The International Journal of Human Resource Management, 14(5), pp.
728–750.

Imenda, S. (2014) Is There a Conceptual Difference between Theoretical and Conceptual
Frameworks? Journal of Social Sciences, 38(2), pp. 185–195.

Jarecky, R.K., Schwartz, R.W., Haley, J.V. and Donnelly, M.B. (1991) Stability of medical
specialty selection at the University of Kentucky. Academic Medicine, 66(12), pp.756-761.

Joint Royal Colleges of Physicians Training Board (2019) Shape of Training and the physician
training model [Internet]. Available from https://www.jrcptb.org.uk/imt [Accessed: 15th
December 2019].

Jones, T. L., Baxter, M. A. J. and Khanduja, V. (2013) A quick guide to survey research. The
Annals of The Royal College of Surgeons of England, 95(1), pp. 5–7.

Kallio, H., Pietilä, A.-M., Johnson, M. and Kangasniemi, M. (2016) Systematic methodological
review: Developing a framework for a qualitative semi-structured interview guide. Journal of
advanced nursing, 72(12), pp. 2954–2965.

Katz, L. A., Sarnacki, R. E. and Schimpfhauser, F. (1984) The role of negative factors in changes
in career selection by medical students. Academic Medicine, 59(4), pp. 285-290.

107

Kisely, S. (1993) The future of psychiatric training after the Caiman Report: a trainee’s
perspective. Psychiatric Bulletin, 17(10), pp. 610–612.

Kodama, T., Koike, S., Matsumoto, S., Ide, H., Yasunaga, H. and Imamura, T. (2012) The
working status of Japanese female physicians by area of practice: Cohort analysis of taking
leave, returning to work, and changing specialties from 1984 to 2004. Health Policy, 105(2),
pp. 214–220.

Kost, A., Bentley, A., Phillips, J., Kelly, C., Prunuske, J. and Morley, C.P. (2019) Graduating
Medical Student Perspectives on Factors Influencing Specialty Choice An AAFP National
Survey. Fam Med, 51(2):129-136.

Krauss, S., Hamzah, A., Omar, Z., Suandi, T., Ismail, I., Zahari, M. and Nor, Z. (2009) Preliminary
investigation and interview guide development for studying how Malaysian farmers’ form
their mental models of farming. The Qualitative Report, 14(2), pp. 245-260.

Krumboltz, J. D., Mitchell, A. M. and Jones, G. B. (1976) A social learning theory of career
selection. The counseling psychologist, 6(1), pp. 71–81.

Labaree, R. V (2009) Research Guides: Organizing Your Social Sciences Research Paper: Types
of

Research

Designs

[Internet].

Available

from

https://libguides.usc.edu/writingguide/researchdesigns [Accessed 20th November 2020].

108

Lacey, A. and Luff, D. (2001) Qualitative data analysis [Internet]. Yorkshire & the Humber, The
NIHR RDS for the East Midlands. Available from https://www.rds-yh.nihr.ac.uk/wpcontent/uploads/2013/05/9_Qualitative_Data_Analysis_Revision_2009.pdf [Accessed 20th
April 2021].

Latack, J. C. (1984) Career transitions within organizations: An exploratory study of work,
nonwork, and coping strategies. Organizational Behavior and Human Performance, 34(3), pp.
296–322.

Lent, R. W., Brown, S. D. and Hackett, G. (1994) Toward a Unifying Social Cognitive Theory of
Career and Academic Interest, Choice, and Performance. Journal of Vocational Behavior,
45(1), pp. 79–122.

Lent, R. W., Brown, S. D. and Hackett, G. (2000) Contextual supports and barriers to career
choice: A social cognitive analysis. Journal of counseling psychology, 47(1), pp. 36-49.

Lincoln, Y. S. and Guba, E. G. (1985) Naturalistic Inquiry. London, SAGE Publications Ltd.

Lincoln, Y. S., Lynham, S. A. and Guba, E. G. (2011) Paradigmatic controversies, contradictions,
and emerging confluences, revisited. In: Denzin, N. K. and Lincoln, Y. S. eds. The Sage
handbook of qualitative research, Los Angeles, SAGE Publications Ltd, pp. 97–128.

Louise Barriball, K. and While, A. (1994) Collecting Data using a semi-structured interview: a
discussion paper. Journal of advanced nursing, 19(2), pp. 328–335.

109

Lu, S. and Sexton, M. (2010) Career journeys and turning points of senior female managers in
small construction firms. Construction Management and Economics, 28(2), pp. 125–139.

Mackieson, P., Shlonsky, A. and Connolly, M. (2019) Increasing rigor and reducing bias in
qualitative research: A document analysis of parliamentary debates using applied thematic
analysis. Qualitative Social Work, 18(6), pp. 965–980.

Madden, G. B. P. and Madden, A. P. (2007) Has Modernising Medical Careers lost its way?
BMJ (Clinical research ed.), 335(7617), pp. 426–428.

Maidment, R., Livingston, G., Katona, C., McParland, M. and Noble, L. (2004) Change in
attitudes to psychiatry and intention to pursue psychiatry as a career in newly qualified
doctors: a follow-up of two cohorts of medical students. Medical teacher, 26(6), pp. 565–569.

Markert, R. J. (1983a) Change in specialty choice during medical school. J Fam Pract, 17, pp.
295–300.

Markert, R. J. (1983b) Stability and change of medical specialty choice in U.S. medical schools.
Academic Medicine, 58(7), pp. 589-590.

McIlveen, P. and Patton, W. (2006) A critical reflection on career development. International
Journal for Educational and Vocational Guidance, 6(1), pp. 15–27.

110

McParland, M., Noble, L.M., Livingston, G. and McManus, C. (2003) The effect of a psychiatric
attachment on students’ attitudes to and intention to pursue psychiatry as a career. Medical
Education, 37(5), pp. 447–454.

Medical

School

Council

(2020)

Specialties

[Internet].

Available

from

https://www.medschools.ac.uk/studying-medicine/after-medical-school/specialties
[Accessed: 27th August 2020].

Meghji, S., Rajan, N. and Philpott, J. (2015) ‘What does the junior contract mean for me, my
patients and the NHS? Journal of Royal Society of Medicine, 108(2), pp. 470-471.

Miller-Tiedeman, A. (1988) Lifecareer: The Quantum Leap Into a Process Theory of Career.
California, Lifecareer Foundation.

Mitchell, W. D. (1975) Medical student career choice: A conceptualization. Social Science &
Medicine, 9(11), pp. 641–653.

Mugilan, K. (2005) The influence of organizational and environmental change on specialty
choice: A retrospective study. PhD thesis,The University of Alabama at Birmingham.

Mullola, S., Hakulinen, C., Presseau, J., Gimeno Ruiz de Porras, D., Jokela, M., Hintsa, T. and
Elovainio, M. (2018) Personality traits and career choices among physicians in Finland:
employment sector, clinical patient contact, specialty and change of specialty. BMC medical
education, 18(1), p. 52.

111

Ngulube, P., Mathipa, E. R. and Gumbo, M. T. (2015) Theoretical and conceptual frameworks
in the social and management sciences. In: Mathiapa, E.R. and Gumbo, M. T. eds. Addressing
research challenges: Making headway in developing researchers. Vorna Valley, MosalaMASEDI Publishers & Booksellers, pp. 43-66.

NHS Employers (2019) Gold Guide seventh edition, Medical Workforce [Internet]. Available
from https://www.nhsemployers.org/your-workforce/plan/medical-workforce/gold-guideseventh-edition [Accessed: 15th May 2021].

NHS Employers (2021) Version 9 of the 2016 terms and conditions for doctors and dentists in
training

[Internet].

Available

from

https://www.nhsemployers.org/news/2021/04/publication-of-version-9-of-the-2016-termsand-conditions-for-doctors-and-dentists-in-training [Accessed: 30th April 2021].

Noble, H. and Smith, J. (2015) Issues of validity and reliability in qualitative research. Evidencebased nursing, 18(2), pp. 34–35.

Nowell, L.S., Norris, J.M., White, D.E. and Moules, N.J. (2017) Thematic analysis: Striving to
meet the trustworthiness criteria. International journal of qualitative methods, 16(1), pp. 113.

Oestreicher, C. (2007) A history of chaos theory. Dialogues in clinical neuroscience, 9(3), pp.

112

279–289.

Osipow, S. H. (1968) A Comparison of the Theories. In: Osipow ed. Theories of Career
Development, New York, Appleton-Century-Crofts, pp. 220-233.

Osipow, S. H. (1999) Assessing career indecision. Journal of Vocational behavior, 55(1), pp.
147–154.

Oyama, S. (1982) A reformulation of the idea of maturation. In: Bateson, P. P. G and Klopfer,
P. H. eds. Ontogeny. New York, Springer, pp. 101–131.

Parkhouse, J., Parkhouse, H. F., Hambleton, B. A. and Bullock, N. (1981) Careers of doctors
qualifying in Britain in1974: a follow-up in 1979. Health Trends, 13, pp. 51–6.

Parkhouse, J. and Ellin, D. J. (1988) Reasons for doctors’ career choice and change of choice.
British medical journal (Clinical research ed.), 296(6637), pp. 1651–1653.

Parkhouse, J. and Mavis, H. (1978) A follow-up of the career preferences of Manchester and
Sheffield graduates of 1972 and 1973. Medical Education, 12(5), pp. 377–381.

Parsons, F. (1909) Choosing a Vocation [Internet]. Steve Supple. Available from:
https://books.google.co.uk/books?id=Wl51ccQ1EBEC [Accessed: 30th April 2021].

Patel, M. (2016) Changes to postgraduate medical education in the 21st century. Clinical

113

medicine, 16(4), pp. 311–314.

Patton, W. and McMahon, M. (2006) The systems theory framework of career development
and counseling: Connecting theory and practice. International Journal for the Advancement
of Counselling, 28(2), pp. 153–166.

Peterson, G. W., Sampson Jr., J. P. and Reardon, R. C. (1991) Career development and services:
A cognitive approach. Pacific Grove, Calif, Brooks/Cole Pub.Co.

Pianosi, K., Bethune, C. and Hurley, K. F. (2016) Medical student career choice: a qualitative
study of fourth-year medical students at Memorial University, Newfoundland. CMAJ open,
4(2), pp. E147–E152.

Podnos, Y. D., Campbell, B., Wilson, S. E. and Williams, R. A. (1999) Patterns of Graduating
Medical Student Career Selections From 1993 to 1998 and Their Effect on Surgery as a Career
Choice. Archives of Surgery, 134(8), pp. 876–881.

Polit, D. and Beck, C. (2009) Essentials of Nursing Research: Appraising Evidence for Nursing
Practice. Philadelphia, Lippincott Williams & Wilkins.

Polit, D. F. and Beck, C. T. (2010) Generalization in quantitative and qualitative research:
Myths and strategies. International Journal of Nursing Studies, 47(11), pp. 1451–1458.

Pryor, R. and Bright, J. (2011) The chaos theory of careers: A new perspective on working in

114

the twenty-first century. New York, Routledge.

Pryor, R. G. L. (1985) Towards a Composite Theory of Career Development and Choice. British
Journal of Guidance & Counselling. Routledge, 13(3), pp. 225–237.

Qu, S. Q. and Dumay, J. (2011) The qualitative research interview. Qualitative research in
accounting & management, 8 (3), pp. 238–264.

Reid, C. (2002) ASME proposals for reform of SHO training: threat or opportunity for the
specialty of accident and emergency? Emergency Medicine Journal, 19(3), pp. 231–233.

Rich, A., Viney, R., Needleman, S., Griffin, A. and Woolf, K. (2016) ‘You can't be a person and
a doctor': the work–life balance of doctors in training—a qualitative study. BMJ Open, 6(12),
p. e013897.

Richards, J. M. J., Drummond, R., Murray, J., Fraser, S., MacDonald, A. and Parks, R. W. (2009)
What proportion of basic surgical trainees continue in a surgical career? A survey of the
factors which are important in influencing career decisions. The Surgeon, 7(5), pp. 270–275.

Rickard, C., Smith, T. and Scallan, S. (2012) A comparison of the learning experiences of fulltime (FT) trainees and less than full-time (LTFT) trainees in general practice. Education for
Primary Care, 23(6), pp. 399–403.

Rimmer, A. (2017) Postgraduate training will be more flexible under new standards, says

115

GMC. BMJ, p. j2585.

Rimmer, A. (2018) Should I change specialty? I’m not happy. BMJ, p. k4304.

Ritchie, J., Lewis, J., Lewis, P. of S.P.J., Nicholls, C.M. and Ormston, R. (2013) Qualitative
Research Practice: A Guide for Social Science Students and Researchers. London, SAGE
Publications.

Rittenhouse, D. R., Mertz, E., Keane, D. and Grumbach, K. (2004) No exit: an evaluation of
measures of physician attrition. Health services research, 39(5), pp. 1571–1588.

Robinson, O. C. (2014) Sampling in interview-based qualitative research: A theoretical and
practical guide. Qualitative research in psychology. Taylor & Francis, 11(1), pp. 25–41.

Rodgers, S. (2019) Four-day working week becomes Labour policy [Internt]. Available from:
https://labourlist.org/2019/09/four-day-working-week-becomes-labour-policy/

[Accessed:

20th December 2019].

Roe, A. (1972) Perspectives on vocational development. In: Whiteley, J. M. and Resnikoff, A.
ed. Perspectives on vocational development. Washington, D. C., American Personnel and
Guidance Association, pp. 61–82.

Royal College of Physicians (2019) Flexible portfolio training pathways [Internet]. Available
from

https://www.rcplondon.ac.uk/projects/outputs/flexible-portfolio-training-pathways

116

[Accessed: 17th November 2019].

Savickas, M. L. (2011) Constructing careers: actor, agent, and author. Journal of Employment
Counseling, 48(4), pp. 179–181.

Savickas, M. L. and Porfeli, E. J. (2012) Career Adapt-Abilities Scale: Construction, reliability,
and measurement equivalence across 13 countries. Journal of vocational behavior, 80(3), pp.
661–673.

Schein, E. H. (1985) Career anchors: discovering your real values. San Diego, Calif, University
Associates.

Schneider, Z., Whitehead, D., Faan, G.L. and Faan, J.H. (2016) Nursing and Midwifery
Research: Methods and Appraisal for Evidence Based Practice. Amsterdam, Elsevier Health
Sciences.

Schwartz, R.W., Jarecky, R.K., Strodel, W.E., Haley, J.V., Young, B. and Griffen, W.O. (1989)
Controllable Lifestyle: A New Factor in Career Choice by Medical Students. Journal of the
Association of American Medical Colleges, 64 (10), pp. 606–609.

Shaw, S., Goplen, G. and Houston, D. S. (1996) Career changes among Saskatchewan
physicians. CMAJ, 154(7), pp. 1035–1038.

117

Shortland, D., Roland, D., Lumsden, D.E., Ewing, C., L’Esperance, V., McColgan, M., Winch, R.
and Mahmood, S. (2015) Career intentions and choices of paediatricians entering training in
the UK. Archives of Disease in Childhood, 100 (6), pp. 537–541.

Skevington, S. M. and Böhnke, J. R. (2018) How is subjective well-being related to quality of
life? Do we need two concepts and both measures? Social Science & Medicine, 206, pp. 22–
30.

Spooner, S., Gibson, J., Rigby, D., Sutton, M., Pearson, E. and Checkland, K. (2017) Stick or
twist? Career decision-making during contractual uncertainty for NHS junior doctors. BMJ
Open, 7(1), p. e013756.

Statman, D. (1991) Moral and epistemic luck. Ratio, 4(2), pp. 146–156.

Stephens, E.H., Goldstone, A.B., Fiedler, A.G., Vardas, P.N., Pattakos, G., Lou, X., Chen, P.C.
and Tchantchaleishvili, V. (2018) Appraisal of mentorship in cardiothoracic surgery training.
The Journal of Thoracic and Cardiovascular Surgery, 156(6), pp. 2216–2223.

Sullivan, S. E. and Mainiero, L. (2008) Using the Kaleidoscope Career Model to Understand the
Changing Patterns of Women’s Careers: Designing HRD Programs That Attract and Retain
Women. Advances in Developing Human Resources. SAGE Publications, 10(1), pp. 32–49.

Super, D. E. (1953) A theory of vocational development. American psychologist, 8(5), p. 185.

118

Tardiff, K., Cella, D., Seiferth, C. and Perry, S. (1986) Selection and change of specialties by
medical school graduates. Academic Medicine, 61 (10), pp. 790–6.

Tesch, R. (2013) Qualitative Research: Analysis Types and Software. New York, Falmer Press.

The Royal College of Paediatrics and Child Health (2021) Our plans for the future shape of
training [Internet]. Available from https://www.rcpch.ac.uk/news-events/news/our-plansfuture-shape-training [Accessed: 30th April 2021].

Thomas, R. (2008) How do doctors choose their specialty: first love, arranged marriage or
second time around? And how may an affair with MMC change this? Clinical medicine, 8(5),
pp. 490–492.

Tiffin, P. A. Illing, J., Kasim, A. S. and McLachlan, J. C. (2014) Annual Review of Competence
Progression (ARCP) performance of doctors who passed Professional and Linguistic
Assessments Board (PLAB) tests compared with UK medical graduates: national data linkage
study. BMJ, 348, p. g2622.

Tooke, J. (2007) Final Report Of The Independent Inquiry Into Modernising Medical Careers
[Internet].

Available

http://www.asit.org/assets/documents/MMC_FINAL_REPORT_REVD_4jan.pdf

from
[Accessed:

17th November 2019].

Turner III, D. W. (2010) Qualitative interview design: A practical guide for novice investigators.

119

The qualitative report, 15(3), pp. 754-760.

Vondracek, F. W., Ford, D. H. and Porfeli, E. J. (2014) A living systems theory of vocational
behavior and development. Rotterdam, Sense Publishers.

Wacker, J. G. (1998) A definition of theory: research guidelines for different theory-building
research methods in operations management. Journal of Operations Management, 16(4), pp.
361–385.

Weinstein, F. M., Healy, C. C. and Ender, P. B. (2002) Career Choice Anxiety, Coping, and
Perceived Control. The Career Development Quarterly, 50(4), pp. 339–349.

Weisz, G. (2003) The emergence of medical specialization in the nineteenth century. Bulletin
of the History of Medicine, pp. 536–575.

Whiting, L. S. (2008) ‘Semi-structured interviews: Guidance for novice researchers.’, Nursing
standard, 22(23), pp. 35–40.

Wood, R. and Bandura, A. (1989) Social cognitive theory of organizational management.
Academy of management Review, 14(3), pp. 361–384.

Woolf, K., Elton, C. and Newport, M. (2015) The specialty choices of graduates from Brighton
and Sussex Medical School: a longitudinal cohort study. BMC Medical Education, 15(1), p. 46.

120

Xu, G., Hojat, M. and Veloski, J. J. (1994) Emergency medicine career change: associations
with performances in medical school and in the first postgraduate year and with
indebtedness. Academic Emergency Medicine, 1(5), pp. 443–447.

Zimmerman, M. (1993) Luck and Moral Responsibility. In Statman, D. ed. Moral luck. Albany,
State University of New York Press, pp. 217–235.

121

9

APPENDICES
APPENDIX 1: THE ETHICAL APPROVAL
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implications
Thank you for submitting your ethics application to the School Student
Project Ethics Committee (S-SPEC). Your project has been reviewed and I
am happy to confirm this project has been approved.
Please note that you must inform us of any changes or deviations to the
approved project.
Good luck with the research. Best wishes,
Dr Clive Gibson S-SPEC Chair
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APPENDIX 2: THE INFORMATION LEAFLET

INFORMATION SHEET
Study Title: Exploration of factors associated with change of specialty in postgraduate medical training
in the United Kingdom and their policy implications

Invitation

You are being invited to consider taking part in the research study Exploration of factors
associated with change of specialty in postgraduate medical training in the United Kingdom and their
policy implications. This project is being undertaken by Hassan Mohammed and Rodney Gale.
Before you decide whether or not you wish to take part, it is important for you to understand why this
research is being done and what it will involve. Please take time to read this information carefully and
discuss it with friends and relatives if you wish. Ask us if there is anything that is unclear or if you
would like more information.
Aims of the Research
The study aims to investigate, in the current context in the UK, potential factors leading to change of
specialty. It also aims to identify the effects of this change on the trainee. The study will also explore
the potential implications for GMC-related policy for flexibility in training.
Its secondary aim is to identify areas for further research in terms of career choice guidance and
training structure reforms.

Why have I been invited?
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You were invited to this study because you changed your post graduate specialty training from one
specialty to another. The selection process follows a snowball model in which another doctor who
changed specialty suggested your name as a potential participant.

Do I have to take part?
You are free to decide whether you wish to take part or not. If you do decide to take part you will be
asked to sign a consent form which will be explained to you to ensure full understanding of the process
and answer any of your questions. You are free to withdraw from this study at any time and without
giving reasons. Data will be stored electronically on a hospital computer secured by password in a
locked room. Room could be accessed by hospital staff only. Every candidate will have a subfolder in
the study folder in which his/her data would be stored. The subfolder of candidates who decide to
withdraw from the study will be deleted, this can take place at any point of the study.

What will happen if I take part?
The study team will contact you to arrange for an interview which could take place in person or via
video-link. The interview could take up to 40 minutes and would be recorded. You have the right to
stop the interview at any point.
After the interview, you will be asked to fill an online questionnaire regarding choice of specialty.

What are the benefits (if any) of taking part?
If you decide to take part in this project, this will help future doctors in their specialty selection process
and could give insight into career decision-making in postgraduate medical training. It will also help
inform policy makers in delivering more flexible training reducing the hurdles faced by those who
consider change of specialty.
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What are the risks (if any) of taking part?
Each participant in the study will be assigned a number for their electronic data. Consent forms would
be stored in a locked filing cabinet in an NHS hospital. Consent forms would be the only forms in which
candidate name is mentioned. Data will be stored electronically on a hospital computer secured by
password. A number would be generated and assigned for each candidate. A Unique Candidate
Identifier system would be used to generate candidates’ numbers.

How will information about me be used?
Data would be collected during the interview. Your data will be analysed to help investigate the process
of specialty change. Data will be stored throughout the study and will be retained for at least five years.
Following that, electronic data would be deleted and paper forms will be disposed of safely.

Who will have access to information about me?

Anonymised data would be available to the study team which include the researcher (Hassan
Mohammed), my supervisor (Dr. Rodney Gale) and the course director (Professor Janet Grant). Nonanonymised data would be available to the researcher only (Hassan Mohammed).

I do however have to work within the confines of current legislation over such matters as
privacy and confidentiality, data protection and human rights and so offers of confidentiality
may sometimes be overridden by law. For example, in circumstances whereby I am concerned
over any actual or potential harm to yourself or others I must pass this information to the
relevant authorities.
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Who is funding and organising the research?
The project is organised by the project team and is self-funded.

What if there is a problem?
If you have a concern about any aspect of this study, you may wish to speak to the researchers who
will do their best to answer your questions. You should contact <Hassan Mohammed> on <
w8r98@students.keele.ac.uk >. Alternatively, if you do not wish to contact the researcher you may
contact < Dr. Rodney Gale on rodney@cenmedic.net >.

If you remain unhappy about the research and/or wish to raise a complaint about any aspect of the
way that you have been approached or treated during the course of the study please write to Nicola
Leighton who is the University’s contact for complaints regarding research at the following address:-

Nicola Leighton
Research Governance Officer
Directorate of Engagement and Partnerships
IC2 Building
Keele University
ST5 5NH
E-mail: n.leighton@ keele.ac.uk
Tel: 01782 733306

Contact for further information
Hassan Mohammed
MSc. Student (Education for Health Professionals)
Keele University
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ST5 5NH
E-mail: w8r98@students.keele.ac.uk
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APPENDIX 3: THE CONSENT FORM

CONSENT FORM

Title of Project:

<Exploration of factors associated with change of specialty in postgraduate

medical training in the United Kingdom and their policy implications>
Name and contact details of Principal Investigator: <Hassan Mohammed, MSc. Student

(Education

for

Health

Professionals),Keele

University,

ST5

5NH,

E-mail:

w8r98@students.keele.ac.uk>

Please initial box if you agree with the statement

1.

I confirm that I have read and understood the information sheet dated 10/02/2020
(version no 1) for the above study and have had the opportunity to ask questions

2.

I understand that my participation is voluntary and that I am free to withdraw at any time.
In the event of withdrawal, and where it is possible, relevant data will also be withdrawn
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3.

I agree to take part in this study.

4.

I agree to allow the dataset collected to be used for future research projects*

5.

I agree to be contacted about possible participation in future research project*

_______________________

___________________

_____________________

Name of participant

Date

Signature

________________________

___________________

____________________

Researcher

Date

Signature

* Delete as appropriate

*please delete as appropriate
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CONSENT FORM
(for use of quotes)

Title of Project:

<Exploration of factors associated with change of specialty in postgraduate

medical training in the United Kingdom and their policy implications>
Name and contact details of Principal Investigator: <Hassan Mohammed, MSc. Student

(Education

for

Health

Professionals),Keele

University,

ST5

5NH,

E-mail:

w8r98@students.keele.ac.uk>

Please initial box if you agree with the statement

1.

I agree for my quotes to be used
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2.

I do not agree for my quotes to be used

_______________________

___________________

_____________________

Name of participant

Date

Signature

________________________

___________________

____________________

Researcher

Date

Signature
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APPENDIX 4: DETAILED TABLES OF THE RESULTS SECTION FOR
REFERENCE
Table a: Reasons for the attraction to chosen specialities
Quotes
Core categories Subcategories
Weight
Attraction points
1st speciality
Variety of cases

4/10

Holistic approach 2/10
Variety,
continuity
care
Total
6/10

of Breadth of practice 1/10
weight

General

2/10

Community feel

1/10

Continuity of care 3/10
Requires thinking 1/10
Sorting
patients
1/10
quickly
Procedural
1/10
the
weight Linking
1/10
literature together

Personal
characteristics
Total
3/10

Patients’
interaction
Total
4/10

weight

Teaching

2/10

Healthy patients

1/10

Minimal patients
2/10
contact/interaction
Patient interaction 1/10

Supportive
Team/colleagues colleagues

3/10

Dynamic
Colleagues

1/10

Educated team

1/10

Total
6/10

weight

M: It was mainly the variety.
F: The main things were provision of
holistic care which geriatrics which I
went into provided.
M: I thought the thought the breadth of
general practice is what I wanted to do
so there was a bit of everything.
G: General practice was quite a
generalist speciality then I thought I
would do that.
J: I like to have this community feel.
J: I Quite like to know what is actually
happening to the patient.
M1: I liked the thoughtfulness of it.
M1: I liked the kind of sorting things out
quite quickly.
M1: Quite procedural.
R: I liked to read literature and try to link
the literature together.
R: The only thing I was enjoying the most
is teaching undergraduate students.
H: Most of the time you are dealing with
healthy patients.
R: Especially with minimal patient
contact.
G: I liked talking to patients I like patient
interactions.
J: The culture of that speciality or
department is to say you are out to blae
and save themselves.
C: They seem like quite dynamic people.
R: You deal with students and colleagues
who are at higher education.
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Interaction
trainers

with

1/10

Part-time friendly 1/10
Social
1/10
requirements of Good for family
the speciality
Attractive hours 1/10
Total
weight:
4/10
Placements close
1/10
to home

G: It is not as lonely because you had
interactions with your trainer.
J: Training programme is used to parttime working.
R: I chose to go to the research root
rather than the clinical root just to
provide better family life balance.
G: The hours are quite attractive.

Own boss

1/10

M: Another attraction was that you tend
to be able to get placements anywhere
so like close to home so when my
children were young.
J: You can plan your clinics easier with
general practice.
J: You are your own boss.

Guaranteed job

1/10

G: I wanted to guarantee myself a job.

Easy job planning 1/10

Communication1/10
based
General
Job
Speciality training
matters
is a continuation of
1/10
Total
weight: foundation
(similar)
3/10
Being a specialist 1/10

G: I liked talking to patients I like patient
interactions.
G: You are doing these rotations that
you are used to after doing an F1 and F2.

Access
to
1/10
investigations
Possibility
of
special
interest 2/10
practice

M1: In hospital having access to lots of
investigations.
J: I have an interest in maybe taking a bit
of dermatology as part of GP.

M1: Being seen as a specialist as well.

Attraction points
2nd speciality
and Life as consultant 1/10

Social
personal
Total
4/10

Ability to travel
weight:

1/10

Work life balance 4/10
Community feel

2/10

Speciality
specific
6/10

Contents of the job 1/10

C: I suppose you think a bit more what
the job involves as a consultant.
F: I was also very keen to travel.
F: I think that it made significant
difference, changing speciality, to my
work-life balance.
G: There is still really strong affinity to
the community.
M1: I think it is quite like a lot of
problem-solving
decision-making
balancing risk and benefit, talking to
patients about what they want and
about how their illnesses have impact
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Holistic approach 1/10

Clinic-based

1/10

Safe practice
1/10
Make a difference
1/10
(to patients)
Patients’
management

Team-related
4/10

1/10

Variety of cases
4/10
Interaction
with
1/10
colleagues
Team
working
(being part of a 2/10
team)
Team support
4/10
Training close to
3/10
home
Well-designed
1/10
assessment system

Training-related
7/10

Support
trainees

Being valued

for

1/10

1/10

on their day-to-day life and their family
network.
M1: I think it has really satisfied that
desire to have a more holistic approach
for patients, which is really good.
R: My life as a GP was mainly clinicbased so I would see patients with the
management plan and send them home
and arrange f/u which I liked about it.
L: Ironically felt safer.
L: You can make a massive difference to
the patient you are dealing with.
G: I just felt there was something special
about the way that palliative care team
manage patients so that made me
choose a palliative care job.
G: I love the variety.
G: It is not as lonely because you had
interactions with your trainer.
M: I think, psychiatry. one of the
attractions for is very much team-based
and I like working in a team.
L: I was well supported by A&E team.
R: They gave me training post far away
from here and I declined the offer.
M1: The essence of that is assessing
your clinical skills and the portfolio is
more about assessing your team
working ability your ability to be an
empathetic listener.
M1: That time committed to training
that where there are concerns about
training placements GP trainees are
pulled from these placements, and that
the whole way the GP programme was
set up is to train you to be a GP it is not
just to provide service to other
specialities.
M1: It felt like I was valued, that my
previous experience was valued and
that was not something that was, it was
not a negative, it was actually a positive,
which I think is part of how I felt
throughout the whole of GP training so
far is that I am valued.
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Access to research
2/10
and academia

Short training

5/10

Lack
of
Attraction points
management (As a 1/10
3rd speciality
staff grade)

R: There is an option of doing like extra
year of GP training to be an academic GP
so this will give you a mix of the clinical
and research in the same time which I
think it will be optimal for me.
H: Training years are few, only three
years and this is a major factor for me.
V: I know my own weaknesses and
shortcomings and I know that I won’t be
a good manager.

Table b: Reasons for the avoidance of other specialities
Total
Quotes
Core categories Sub-categories
weight
Repellent points
when
considering
other choices
first speciality
Politics
in
J: There was a lot of politics in hospital I
1/10
hospitals
don’t like.
F: I think I was seeing how medicine was
Nights oncall as
changing and that more and more
2/10
consultants
consultants would probably be up at night
and I am not sure I wanted that in the future.
J: A consultant leads and everybody follows
The hierarchy in
1/10
and the registrar behind then it is the SHOs
hospitals
then it is the F1.
C: Didn’t really suit me as a person everyone
Quick decisions 1/10
quite direct quite decisive, they don’t think
about stuff too much.
C: Very competitive.
Very competitive 1/10
Requirement of
1/10
manual dexterity
Repellent points Not liking clinical
1/10
2nd speciality
life
Short
consultations
with patients

1/10

G: I probably lack manual dexterity to do
surgery I was never a natural when I went to
theatre and it just didn’t feel like something
I was ever going to excel in.
R: I would prefer to go back to research
because I didn’t like clinical life here.
V: I would probably have given it up because
the reason being, I just didn’t like the 10
minutes appointments. every single
appointment would always go past 10
minutes.
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Too
much
1/10
management

V: You know, and they want a lot of
managerial responsibilities as well. You can’t
be a GP just do clinical and not do anything
with managerial, there is a lot of
management involved in GP.

Table c: Sacrifices when joining a specialty:
Core categories Sub-categories

Total weight Quotes

Sacrifices for 1st
specialty
Lack of support
from
seniors 2/10
(oncalls)
Lack of support
1/10
(mentorship)
No
socialising
with colleagues 1/10
due to children
Team issues
Total
6/10

LTFT due to
children: loss of 1/10
weight:
cohort
Limited
interactions with 1/10
colleagues
Working alone

1/10

Awful experience
as
medical
1/10
student (lack of
social contact)
Long commute
Personal
Total
5/10

1/10

Reduced QoL due
to
expense 1/10
(London)
weight:
Not interested in
1/10
it at start

F: Often the most senior person in
hospital at night with regards to
medicine.
L: Nobody from entire of the psych world
ever asked me to justify or to give
reasons on why I wanted to leave.
M1: I didn’t have the time for just that
informal socialising that you may be
doing.
M1: Losing that cohort that you start out
with who provide kind of comparison, I
guess. You often start with the same
people.
G: I was seeing a lot of patients, but I did
not see much of my colleagues and I
found that aspect of general practice
quite difficult.
J: The one thing I won’t like about GP is
the lone working… I would like to work
with other GPs.
L: My psychiatry experience during
medical school nearly put me off
psychiatry. I didn’t see anybody for three
weeks.
C: I had quite a long commute.
C: The quality of life in London is
definitely less good.
R: So, I went for master’s degree in
clinical pharmacology. However, I wasn’t
really interested in that field, but it was
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Social sacrifices
1/10
(Exams)
Doing
medical
rotation (oncalls)
3/10
(busy
job/oncalls)
Break
in
a
1/10
relationship
Be away from
family
and 1/10
children
Moving
with
Family
family
so
1/10
Total
weight: changing
university
4/10
Having children
fragmented
1/10
training

Lack of medical
1/10
exposure
Specialty
specific
Total
4/10

weight:

GP as a failure

Limited research
1/10
facility

Short training

Job-specific
Total
3/10

weight:

1/10

1/10

Not being able to
advocate
for 1/10
patients
Not doing the job
1/10
properly

the best field that can give me more time
for my family and children.
M1: I did MRCP part one in F2 and I did
part 2 then as well, so during f2 I put in a
lot of effort and made social sacrifices in
that sense for studying.
F: You spend a lot of time oncall as a
medical reg.

C: I was going with someone at the time
and that kind of broke down.
H: To be in training I have to be away
from my family and that was for four of
the five years of my specialty.
R: There was a compromise because I
changed the university then and again it
was just following my husband, following
my family.
M1: My training becomes quite
fragmented in a sense after CT1 because
I had my first child. So, I had a year off and
then came back to anaesthetic and ITU,
did some of it part-time and some of it
full-time.
L: You will be the manager of nurse-led
team who will go out and do all these
assessments and feedback to you and
then you prescribe the drugs.
J: People assumption that you have failed
so you became a GP.
R: I was happy to a degree then because
research facilities were very limited in my
country so the only thing, I was enjoying
the most is teaching undergraduate
students.
G: The training is quite short because you
only have the three years.
L: I couldn’t advocate enough for the
patients.
M1: Going into medicine as a part-time
SHO was really rubbish, I felt that I was
disadvantaging the ward. I was never put
in a job share so if I was not there, there
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War leading to
1/10
lack of training

was a gap at the end of the week or the
beginning of the week when I wasn’t
there; and I felt like people were
constantly asking why I was part-time.
H: Every year I am building my knowledge
and skill until things went chaotic back in
Iraq, the fifth year was really depressant.

Sacrifices with
2nd specialty
Lack
of
excitement

the

1/10

Lack of interest 1/10
Personal
Total
5/10

weight:

Specialty
related
Total
2/10

weight:

Health issues due
1/10
to stress

Still misses first
3/10
specialty
Responsibility
(patient
1/10
decisions)
Politics in the
1/10
department
Three reflections
1/10
a week

Being part time 1/10

Family
Total
4/10

weight:

Family
responsibility
when
training/oncall

1/10

Anti-social hours 2/10

F: I did at one point enjoy the excitement
of being in A&E resuscitation.
V: He knew that I was not interested so
he made me see that if you are not
interested don’t do it.
V: I've always managed with one
medication. but when I was in training,
the stress it was causing me, and I didn’t
like the training programme and I had to
go on two medications because I got
really unwell.
L: I still to this day I absolutely love
psychiatry.
L: You are responsible for the decisions
related to that particular patient.
L: At the moment there is a lot of politics
in the department.
V: You have to do three reflections every
week and all that, it is very very, it is
ridiculous.
R: So again because of my children, I am
going to be a part-time trainee so this is
another compromise instead of doing
three years I will be doing four years or
more.
G: One of the big ones which was never
an issue to me when I didn’t have
children is the oncalls and every now and
then I got that niggle that sort of says if
you stayed in general practice, you would
never have to work a weekend or you
would never have to do a night oncall
which I do now.
L: Even though it is worse in terms of
antisocial hours.
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Having to do
similar
placement twice
1/10
(once as GP
trainee and one
as Psychiatry)

Less pay when
1/10
Training related training
Total
3/10

weight:
Physical
challenges

1/10

Moving back to
2/10
junior role

3rd Missing
specialty

Sacrifices
specialty

first

1/10

Dealing
with
patents’
1/10
complaints

Table d: Reasons for change of specialty
Total
Core categories Sub-categories
weight
Reasons
change to
specialty
Job
not
expected
Total
4/10

M: I think the only one that really came
to mind was I done that six-month job in
old age psychiatry and you only need six
months in total in your training but then I
needed to do another six months
because it wasn’t counted from the GP
side, so I suppose that was the only
compromise.
M: I would say is for me I was in a position
where I could make these decisions in
terms of you know like taking more time
and perhaps getting paid less.
R: From clinical point of view, I think it is
suitable for me but from age point of
view it is not, because sometimes being
an f2 is physically demanding so I find it
sometimes difficult to handle it at this
time of my life.
H: It is going to be a little bit challenging
on me because I’ve been working in a
senior role. Years make the difference, so
I find it a little daunting to be a junior
doctor again.
V: Even now sometimes, I keep teasing
them, when you run out of all consultants
just give me a shout I will come and work
for you.
V: So that is I mean, so the complaint rate
is very high in psychiatry, that is the only
thing.

Quotes

for
2nd
as

Inability to do a
proper job due
4/10
to
lack
of
weight:
support

F: My main reason for changing is that I felt like
I was firefighting all the time I was never doing
a very complete job.
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Too
much
1/10
management
Very
demanding
academic job

1/10

Not
enough
time for 2nd
specialty
1/10
(palliative) as
GPSE

1/10

Triage heavy
Specialty-specific
Total
5/10

weight:
Lack
continuity

of

1/10

No
holistic
1/10
approach
Misconception
of what the job 1/10
entails
Future struggle
getting
a 1/10
consultant job
Inability to help
1/10
some patients

Other factors
Total
3/10

weight:

Lack
of
1/10
enjoyment
Lack
of
progress (after
1/10
moving to the
UK)
Scholarship
PhD to the UK 1/10
(luck)
Tough on family 1/10

L: You will be the manager of nurse-led team
who will go out and do all these assessments
and feed back to you and then you prescribe
the drugs.
R: Maybe a little bit because it was
overwhelming if I compare it to academic life in
my country it is very demanding.
G: So, I enjoyed the general practice but the
palliative care in general practice that I did I
didn’t have enough time to do it I felt properly
and that frustrated me.
M1: I think I really enjoyed A&E. the acute
medicine aspect of it. It felt a bit like a lot of it
was quite triage heavy that often you would
think about.
M1: So, the kind of things I really liked is seeing
somebody say who is new acute kidney injury
and thinking what might be going on here and
what might be the diagnosis be and often by
the time you started investigating, they moved
on, so you never really got an answer there
wasn’t a sense of continuity.
M1: The specialty wasn’t really set up to look
after them properly because in fact, they
needed a much more holistic approach that the
specialty offers.
M1: I probably had slight misconception of
what it was, but I don’t think it was mis-sold
C: It is not just worth it. I don’t want to fight all
way through of what has been a struggle and
then struggle to get a consultant job.
C: Sometimes you see people that have
neurological symptoms but no particular signs.
L: I didn’t like that; I wasn’t enjoying the job
that I was doing.
H: It is a stagnant job.

R: What happened after that is the biggest
decision in my life. I got scholarship to study
PhD in the UK.
R: However, it was very tough for me and my
family.
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Lack
of
academic jobs 1/10
close to home

Team-related
Total
2/10

Unhappy
GP
practice
1/10
(colleagues)

weight:
Not belonging 1/10

Reduced hours
due to finance 1/10
Financial reasons in department
Total
2/10

weight:

Financial
security

1/10

Irregular and
not
good 1/10
teaching
Not
being
trained (due to
part-time,
1/10
reducing access
to
training
opportunities)
Training-related
Total
2/10

Not
weight: trained

being

1/10

Acute medicine
is not part-time 1/10
friendly now
Medicine is not
1/10
family-friendly

R: (In The North East) The opportunities for
research were really minimal if it wasn’t zero
for me.
G: Another factor probably was the second
practice I worked in as a salaried, it was going
through a really difficult time, so that was a bit
of a push it was not a happy practice, and the
partners were having a lot of dispute.
M1: Those things that make you sort of feel like
you connect with the specialty sometimes and
give you a chance to reflect on it felt like they
were absent.
V: At one point there were south tees and
north tees plans to merge and then because
there were more numbers of consultants and
staff grades weren’t getting enough funding
and the number of hours was reduced and I
didn’t have enough pay, So for financial
reasons is why I decided to move to a clinical
branch.
G: I guess by that point I was married, and I was
in the fortunate position that I had more
financial security because there were two
incomes coming into the house.
M1: The teaching wasn’t particularly good nor
was it very regular.
M1: I think where the struggle comes is in
access to training opportunities because if you
only there for three days a week getting to
clinic is more difficult and getting opportunities
to do procedures is more difficult.
M: Sometimes the compromise it did feel like
you were filling the rota and you weren’t
always getting the absolute the 100% best
experience that you needed because the
service needed you for other things.
M1: Going into medicine as a part-time SHO
was really rubbish.
M1: My priorities had changed a lot to the
people who were still in the programme who
didn’t have children, just things like making
sure I left in time when I was working
somewhere an hour and a half away drive away
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Reasons
change to
specialty

for
Not clearing the
3rd
1/10
exams
Health issues
1/10
due to stress
Short
consultations
with patients

1/10

Not being able
1/10
to drive

from home because I have to go and pick up
like my daughter.
V: I thought after second attempt, you just like
you know, you can pass you know you had luck
in the first two times. but mine is like
completely different situation. I always see
myself as not interested.
V: GP (training) was like almost driving me
towards seeking help.
V: I would probably have given it up because
the reason being, I just didn’t like the 10
minutes appointments.
V: I would have support in terms of, it is not
practical Hassan basically, I mean even if I have
support in terms of monetary support, it is still
not practical, because I take taxis every way,
my transport is taxis.

Table e: Other factors affecting specialty change
Core
Sub-categories
categories
Personality lack of
Total
weight:
4/10

Additional
factors
Total
weight:
3/10

confidence, an
acquired trait
gained in medical
school
Life is a series of 1/10
steps that have
to be taken.

Quotes

G: I think I probably lacked confidence in my
ability.

M1: I think that I probably had never considered
the prospect of taking time between foundation
and specialty to do something else to taste it.

high achievers,
strong drive

3/10

C: A lot of medics come from that sort of thing
that they have to achieve, and this is failure.

Age

1/10

H: And my commitments towards my family, my
age.
V: I know my own weaknesses and shortcomings
and I know that I won’t be a good manager, I
haven’t got good organisational skill and I don’t
have good time management.
L: It wasn’t going to make me happy.

Job requirements 1/10

Psychological
well-being
Vicious
cycle

Total
weight
1/10

2/10

Once a choice is 2/10
made, it is very

C: Maybe even too much you know I was
probably more close-minded because there are
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difficult to
change it
Not a factor sexual
orientation

1/10

1/10

Finance

so many specialities out there that you never
consider.
J: I don’t think it affected.

F: Financially, I didn’t have an impact on my
decision making.

Table f: Luck influence on the career pathway
Core categories

Sub-categories

A person specific
Luck event

Maternity leave
leading to the
ability to afford reapplying to the
same specialty

Close social circle
luck event

Wife secured a PhD 1/10
scholarship

External luck event Exposure to
Total weight: 3/10
specialty choices
during a forced
foundation year

Total
weight
1/10

Quotes
F: I was in maternity leave, so I
was able to apply twice.

H: Left the country
And had to look after the kids.

1/10

V: I had to do one-year
foundation in which she was
exposed to psychiatry, GP and
Ortho.

An unusual job
availability

1/10

V: It just happened that there
was an available job in
biochemistry when husband
moved to Middlesbrough.

War

1/10

An assassination
led to moving to
another university

1/10

H: Every year I am building my
knowledge and skill until things
went chaotic back in (my
country), the fifth year was
really depressant.
H: My direct supervisor was
assassinated so moved training.
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A merger led to
reduced hours
forcing change

1/10

Visa leading to not
being able to apply
to training

1/10

Securing a PhD in
the UK

1/10

V: There were more numbers of
consultants and staff grades
weren’t getting enough funding
and the number of hours were
reduced and I didn’t have
enough pay, So for financial
reasons is why I decided to move
to a clinical branch.
H: I had to look for permanent
job for visa conditions.

R: What happened after that is
the biggest decision in my life. I
got scholarship to study PhD in
the UK.

Table g: Transition and transitional period categories
Total
Quotes
Core categories Sub-categories
weight

Trialling second
speciality
in- 1/10
speciality
Time out/Time in
the 1st choice
Total
5/10

Time out

1/10

Give it a bit
1/10
weight: more time

Staff grade year 2/10

Perseverance
Transition
support

Perseverance
3/10
against
competition
Systemsupport,
1/10
present
but
difficult to find

M: I got a six-month placement in the
community old age psychiatry team, and it was
then when I finally made my mind up.
F: I took out of programme experience doing
research and went to Tanzania with my husband.
C: Also thought you got to stick in, you got to
give this a bit more chance, you can’t call it a day
after a month.
G: It wasn’t a huge transition because I was
working as a staff grade for nearly a year sort of
full time in palliative care, so I was on the same
rota that I’ve been on as staff grade doing very
similar thing.
F: I knew it was very competitive... If I hadn’t
gotten it the second time around, I might feel a
bit more discouraged.
C: Support mechanisms out there and you can
use them to your advantage.
C: I find HEE website very difficult to navigate.
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Total
3/10

weight:: Seeking support

does not mean 1/10
failure
Social
support

Nature of
transition

circle

1/10

Self-support

1/10

Smooth
transition

3/10

Difficult

3/10

C: If you want support to yourself, it is like you
are sort of failing there was a realisation last year
that this is not the case at all.
H: Yes, I have few friends, actually three friends
that are from Iraq, two of them were in different
specialities, they had the same story almost as
mine.
M: I'd been sort of reading and talking to people
who worked in psychiatry.
M1: It was just kind of gradual it did not really
require me to change anything materially.
H: It is going to be a little bit challenging on me
because I’ve been working in a senior role.

Table h: The effects of systems on interviewees career paths
Core categories

Sub-categories

Total
weight

Quotes

National Systems
MTAS

1/10
Pressure to
choose a specialty
rather than
missing out

G: MTAS was a big issue so there was a
lot of pressure to go into a specialty.

ACCS

Tendency to
scrap changes
rather than fixing
them
Practically
impossible to
count previous
experience

1/10

M1: They are talking about scrapping it
and they had in some areas in the
country.

1/10

M: The TPD did try again to get my six
months that I’ve done at the start to
be taken account of, but the College
wouldn’t. They said there are very
strict rules in the Gold Guide, and they
have to abide by them.

Gold Guide
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Oriel®

Problems leading
to a last minute
note of jobs
adding to the
stress of starting
a job

1/10

C: There was a problem with oriel that
year where they give everybody job
and then the system was wrong, so
they took all the jobs away and then
reissued them quite last minute.

A&E

Previous
experience of
more than 6
months
preventing
doctors from
joining A&E

1/10

L: I had too much experience to go in
at CT1 because at the time you could
only have 6 months of A&E.

Drop out is a sign
of a problem in
the system

1/10

Badly advertised
future changes

1/10

L: The drop out in my particular year.
They lost people all along the way for
variety of reasons, some personal,
some financial, some quit medicine
altogether.
L: At the time they were talking about
dementia led services and giving all the
functional old age psychiatry back to
the adults and having a very different
old age career that did not appeal to
me in any way or shape or form.

Poorly managed
department

1/10

M1: The things that probably was
interesting about it was the way that it
was managed and the way the system
could be set up in a way to really
adequately and appropriately treat
patient and often that wasn’t the case.

High turnover of
staff is another
sign of system
problem

1/10

M1: There was often a high turnover of
staff both nursing and medical.

Regional Training
Psychiatry

Total weight: 1/10

Local and
specialty-specific
ACCS

Total weight: 1/10
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Psychiatry

Total weight: 1/10

Lack of smooth
flow of work (1st
choice)

1/10

M1: It didn’t feel like it flowed
particularly well.

Chaotic: lack of
organisation

1/10

M1: It was a chaotic holding bay, and it
was mismanaged.

Delays in
assessments

1/10

Ensuring safety

1/10

L: Lots of systemic problems it was
taking 18 months to do dementia
assessment.
L: It was more the systems that was in
place.

Table i: Views on LTFT training
Core
categories

Sub-categories

Total
weight

Quotes

Loss of cohort

1/10

M1: Losing that cohort that you start out with
who provide kind of comparison, I guess. You
often start with the same people.

Fragmentation
of training

1/10

M1: So, there was this sort of fragmentation,
which was partly due to the fact I was off but
also then the fact that just rotating really quite
frequently.

Loss of social
aspect of the
job
Less training
opportunity

1/10

M1: We didn’t really see each other very often.

1/10

M1: And I think where the struggle comes is in
access to training opportunities because if you
only there for three days a week getting to
clinic is more difficult and getting opportunities
to do procedures is more difficult.

Less money

1/10

L: LTFT Not an option due to less money.
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LTFTFriendly
versus not
friendly
specialities

Anaesthesia is
perceived as
LTFT friendly

1/10

M1: My experience of being a part-time trainee
in anaesthetic was great. I didn’t feel at all like
it impacted, that it had a bad impact, that it
was very sessional I would go in for three days a
week, no one will know I wasn’t there for the
other two days.

Acute medicine
is not

1/10

M1: Going into medicine as a part-time SHO
was really rubbish, I felt that I was
disadvantaging the ward I was never put in a
job share so if I was not there was a gap at the
end of the week or the beginning of the week
when I wasn’t there and I felt like people were
constantly asking why I was part-time.

Foundation
programme is
not

1/10

M1: Foundation programme is not LTFT friendly
due to fixed period before rotation (every 4
months even if you are LTFT).

GP is LTFT
friendly

1/10

Necessary
evil

To clear exams

1/10

M1: GP training flexibility could be because of
the emphasis on soft skills
Well-designed assessment: exams for
knowledge, training for soft skills.
V: I didn’t go part-time because of my husband,
not because of him, it was mainly because of
my exams and things, I had to go part-time
because of extension. I didn’t go part-time
because of him. It was because of it was mainly
because I had to get extension for my exams
and things like that.

Not always
necessary

Not as
important in
short
specialities
Gradual
introduction

1/10

M: Flexibility does not matter much in shorter
training schemes.

1/10

M1: I think increasingly there will be
consultants who work part-time and there will
be registrars who work part-time and that will
be just accepted more.

Brighter
future

Change in
culture

M1: Also with time, the old view that to
succeed you need to stay after hours it is going
to change.
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New contract is
helping

1/10

M1: I think the way that the medical ward
works with people there like from Monday to
Friday again is starting to change so the SHO
who is there the whole week and knows all the
patient that is starting to change anyway
because of how the rota works.

Table j: Interviewees opinions on snakes and ladders effect on PGME
Core
categories

Sub-categories

Total
weight

Quotes

Problematic
and
challenging

Lack of clarity on
the process of
shortening
training

1/10

Almost
impossible

1/10

Financial
consequences to
rigid systems

1/10

Strict and timelimited

1/10

Shortening
training might
mean losing
exposure to
necessary
competencies
A filtering
mechanism

1/10

F: I don’t think there was anything clear.
There has been quite a bit of discussion
around it in palliative medicine because there
have been few applications to shorten
training.
F: How it has to be exceptional circumstances
and you have to be progressing to an
exceptional level.
F: When you do build up your cv in order to
apply for a job you often do things like
advanced communication skill courses or
various courses that you would then have to
repeat as a trainee which seems absolutely
ridiculous because they don’t count them
because you are not within training.
M: I did look into the scheme that was
available at the time about whether you
could transfer some of your previous
training, but the rules were very strict and
there were very strict time things where you
have to have been in certain time and then it
did not apply at the end.
G; And also due to difference in exposure to
competencies between years.

Total weight:
4/10

1/10

J: Balance between ease of change and
potential negative consequences on
service/other trainees.
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Not as important
in short or
completely
different
specialities

5/10

R: No need, short as it is (GP).

1/10

G: Especially when it is a different specialty.

1/10

G: Full training is good for confidence.

Helpful to
have as a
choice

Good to have
the choice

2/10

J: It would be more attractive, it would weigh
in, it would reduce the negatives. The biggest
negative of changes is the need to start again
G: It is good to have the option of shortening.

Friendly
specialities

General practice
is LTFT friendly

1/10

M1: GP appears to be flexible in terms of
accommodating previous experience (6
months were taken off): accelerated training
route with an early ARCP and clear process.

Total
weight

Quotes

1/10
1/10

J: I had a very good mentor during medical
school who was a GP.
M1: Just nice respiratory consultants.

Charismatic

1/10

V: He was amazing.

Inspirational

4/10

V: I don’t know how many people he had
inspired.
V: He always said that, and I used to tell him
you are the actual true friend of mine,
because everybody was like you will do well

Table k: The theme of mentorship
Core categories

Sub-categories

The
personal
Characteristics
of a mentor
General
Good
descriptive
Total
weight: Nice
3/10

Specific
Descriptive
Total
6/10

weight:

Honest
frank

and 1/10
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Interactions
with mentee
Total
4/10

Observant

2/10

Respectable

2/10

Genderimpartial

1/10

Open-minded
Relatable

1/10
1/10

Supportive
(including
wellbeing)

2/10

weight:

believe
trainee

The universal
mentor
mentorship is
not enough to
choose
but
maybe enough
to try

in 1/10

More than just
superficial
knowledge of
trainee/ Insight
Time to know
the
trainee,
Knowing the
mentee:
worked
together for 4
months
Mentor
for
one, mentor
for all:
Two
preconditions to
join: Enjoy the
job
and
inspiring
mentor

3/10

2/10

you will do well you will do well. but he told
me the truth.
G: I think (he) realised that there was this
niggle that I wanted to do more palliative
care and he took me aside one day and said
if it is really niggling at you, you have to give
it a go.
G: The influence of one person who I
respected greatly, and I worked with right
through
M1: One of my supervisors said that she
would consider radiology because it was
better for women.
M1: Not fanatic of own specialty.
M1: He also like completely understood and
his wife is a GP and I think he, I don’t know,
I felt like he had kind of agree of what the
job entailed.
M1: He was just really nice really supportive.

V: He thought I will be good in psychiatry.

G: I worked with right through from being an
f2 really sort of at various times of my career
just I think gave me the confidence to say ok
I can give that a go.
M1: I think you almost don’t get enough
time with people for them to get to know
you.

1/10

V: I don’t know how many people he
inspired.

1/10

J: If I had the right mentor…. I think it is a
huge impact because I think if you do a job
that you really enjoyed because they inspire
you to do it, I think you would change your
mind.
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Total
3/10

weight: Exposure to a 1/10

mentor led to a
choice of more
exposure to a
specialty
Sometimes
1/10
supportive not
enough if the
whole rest of
the system is
not 9: 00

Fairness
exposure
mentorship
Total
3/10

L: He tried to get me to do out of programme
experience, as in to give me the time to try
A&E and if I didn’t like it, I have the door
open to do that, but the deanery flatworded him and said absolutely no.

in No need for a 1/10
to specialtyspecific mentor
weight: in
medicine.
For example, a
cardiologist for
cardiology

J: A lot of specialities are quite generic… if
you are interested in general medicine job,
does it matter that you didn’t do cardiology
versus respiratory.

Non-trainees
don’t get it

H: When I started, I had a mentor but then it
was theoretical we did meet couple of times
for the first year then we met couple of
times the second year then it was forgotten.
M1: I spoke to like really nice respiratory
registrar who I had worked with when she
was ST4, and she'd been thinking about
changing to GP at that point.
R: I have a couple of friends who are GPs
who encouraged me to go through this root
because it is better for the family.
H: I have few friends, actually three friends
that are from (my country), two of them
were in different specialities, they had the
same story almost as mine.

Stage-specific
mentors
Total
3/10

G: It was based as an f1 I was really taken by
so the same consultant that suggested that I
give it a go.

weight:

2/10

Those
who 1/10
walked
the
path before
A couple of GP 1/10
friends
Friends from 1/10
his
country
who did the
same
step
before him
Lack of formal
mentorship in
service roles
Talking
to
different
people
who
changed

M1: I spoke to a respiratory reg who became
a GP a haematology reg who became a GP
and somebody who has been an A&E reg
who changed a GP.
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Table l: Solution to increase exposure to different specialities
Core
categories
Trust-grade
jobs

Sub-categories

Total
weight
Option of trust grade 1/10

as a
transition/decision
Total weight: informing
3/10
Trust-grade jobs

Time out

Stand-alone jobs
might be an option
as well

1/10

Taking time out

1/10

Total weight: Time out after
5/10

More
exposure
Total weight:
1/10
Longer
foundation in
parent
specialities

1/10

foundation might
have helped in
exposure to other
specialities
When in doubt take
a step out and reconsider
Taking out of
programme
Pausing specialty
training
No rush: allow more
exposure time

1/10

1/10

Quotes

J: Doing a trust grade job …. they are getting that
experience which will help them further in their
career if they are deciding to do ENT.
J: You have to start early. medical school is a
prime opportunity to gain that experience in
different specialities.
M1: So, I think there is definitely would have been
an argument for me to take a standalone job, but
I think the risk of that would have been just seeing
things kind of done in the same way by the people
who you knew.
C: This year has given me a huge insight into the
world out there and what you can do.
M1: Just having a bit more time to think about it
might have been helpful.

1/10

M1: I think that I probably had never considered
the prospect of taking time between foundation
and specialty to do something else to taste it.
C: Out of programme opportunity.

1/10

C: You can pause your training.

1/10

C: I'm really pleased that I did the whole year of
neurology.

Foundation years are 1/10
too short, and
doctors are too busy
doing the service
part/ward jobs
Total weight:
rather than
3/10
experiencing the
true specialty
Longer placements 1/10
in parent-specialities

G: You have two years and I think my F1 certainly
was very much about just trying to do the job and
survive the rota and everything else, so it doesn’t
give you that much time to really have exposure
to a lot of things to then go on and choose what
you want to do in your career.

M1: But I feel that I think we just rotate far too
quickly, and I don’t think there is a necessity for
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(Medicine, surgery
etc..)

But not too long

Run-through

Run-through is a bad
option it deprives
Total weight: doctors of trying
3/10
Run-through is
suited for those who
made up their minds
In a run-through
specialty, they
should include
previous experience
as a pre-condition
Other
Change can have
comments
service
consequences

1/10

1/10

you to do a little bit here of orthopaedics a little
bit here of ENT. Actually, a lot of the skills that
you learn within the specialty are quite generic so
actually, a medical specialty for six months or 8
months or a year might give you very similar
experience to another medical specialty.
J: I don’t think there is an easy answer, because
ultimately, other than having a 5–6-year
foundation programme where you are forced to
do every specialty.
J: I think that is harder because you are
committing to 8 years contract.

1/10

J: I think if you have decided that this is your
specialty, you would be a lot happier.

1/10

Run-through jobs are competitive and to get ahead in
competition you do a trust grade job.

1/10

J: If you say you do two to three years of ENT training
and you decide you did not want it.. ...That job will go
unfilled and will have service impact of two to three
years.
C: Definitely not, also because of the level you are at
because.

A gap year is not a 1/10
good idea.
People will take you 1/10
seriously because of
the level you are at

C: You are like a registrar level; people took me more
seriously.

Table m: Indecisiveness and its possible solutions
Core categories Subcategories
Indecisiveness
Solutions

Number of Total Quotes
interviewees weight
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Considering F
short-term
goals
Reflection

J

Talking to
everyone

M1, H

Information M1
gathering
Selfeducation
M
Go for a
choice that
includes
both
Overthinking M

M
Weighing
pros and
cons
Just the way C
it is

No
indecisiveness

1/10 F: Yes, I think I felt indecisive with regards to my
first one. A way to a short-term goal which is to
travel and to do a research project that I
wanted to do.
1/10 J: I am indecisive person…. I think I can reflect
very well.
1/10 H: of course, it is a big decision but then I
discussed it with friends, discussed it with the
family and I did think about it.
1/10 M1: So that was kind of just information
gathering and educating myself about it which
is probably a good way to deal with all
indecision.
1/10 M: I didn’t know how I would make my mind
up. So that is why I decided to go with the GP
and then try and get psychiatry experience.

1/10

M: Making the decision to leave GP and going
to psychiatry, that was a big decision and took a
lot of thinking.
1/10 M: So, I was just trying to weigh it all up
thinking about pros and cons.
1/10

C: I am very indecisive) (it is) a personality trait.

The hardest one where the outcomes are ok in
both sides.

L
Trying
without
committing
(Trust-grade
job
R
No

1/10

L: There was a fear, what if I jumped from frying pan
into the fire…. which is why I chose to do the clinical
fellow.

No

G

1/10

G: I don’t think there was.

No.

V

1/10

V: I wasn’t indecisive.

No

L

1/10

L: No, I don’t think so.

R: I am decisive person, if it comes to take like
important decision in my life, I take the decision
after weighing like the pros and cons.

Total weight:
4/10
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Table n: Changes and maturation of interviewees during their career journey
Core categories

Sub-categories

Experience
gained
facilitated
securing the
second specialty

1st choice as a
preparation for
the 2nd choice

Total weight:
2/10

Total
weight
2/10

Quotes

1/10

M1: But actually, I have had six months taken
of training because I've done ACCS, I've got
MRCP I feel I’m really confident looking after
acutely unwell patients.

1/10

G: I don’t think looking back there was as
genuine pressure as we felt there was.

Securing 1st
choice, built
confidence for
2nd choice
Self-doubt

1/10

G: Succeeding once mean you can succeed
second time.

1/10

L: What if the problem is in me not in
training.

Children as a
priority

1/10

Effect of children
on the job

1/10

Lifestyle as a
priority

1/10

M1: My priorities had changed a lot to the
people who were still in the programme who
didn’t have children.
M1: I thought about the next 7-8 years of
working part-time so my eldest was going to
be starting school but my youngest. Will still
need child care. I could maybe go for four
days but if I do five days, I will never really
see them with oncalls as well.
C: I never factored in lifestyle before this
point.

Career as a
personal journey
Increased
confidence
during the
journey
Change in
attitudes during
the journey
Reflection on
choice and
interests

1/10

G: I think that was part of my journey.

1/10

G: I think GP practice gave me a lot of
confidence.

1/10

G: Referring to choosing under misperceived
pressure: Something I wouldn’t have done
when I was 25 years old.
M1: As I started to spend more time in it, I
may be reflected a little bit more on what I

1st choice
offered life and
medical
experience

Personal specific Misperception of
maturation
urgency to
(confidence)
choose
Total weight:
2/10

Change of
priorities
(Family and
Lifestyle)

Total weight:
2/10

General
maturation

Total weight:
5/10

1/10

F: I think doing geriatric first made me a bit
more well-rounded it is definitely given me
more research experience.
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Change of
perception
Wisdom
Less enthusiasm

1/10

Realistic

1/10

Age as a factor

1/10

1/10
1/10

1/10
Realisation of
limitation
1/10
A different
process of choice

Advice for
future
generation

kind of considered that I wanted and what I
thought that I would be interested in.
C: Looking back, not sure my perception was
the same.
H: As you grow older you become wise.
H: When I was much younger, I was more
enthusiastic, and I didn’t know what is going
to happen next.
H: Again, be more optimistic as you are
young.
H: It is important to think far ahead
think that would you be happy to do what
you are doing when you are fifty.
H: And you realise what your limitations are.
M: I suppose it was completely different in a
way because I picked GP before I even went
into medicine and I was so 100% sure I liked
it, and that time I thought I wouldn’t want to
do psychiatry, so I suppose it was completely
different, it was about learning about the
other specialty and then finding out that I did
really like it so different process.
L: Talk to people who’ve done it or thought
about it.

Seek previous
examples

1/10

It is personal

1/10

Do what I
couldn’t do
Job is not
everything
Training is not
family-friendly

1/10

L: Change is a unique very individualised
thing.
R: Follow your passion.

1/10

R: Your family is your success too.

1/10

R: Having a family better left till end of
training.

Better late than
never

1/10

R: It is never too late to change your mind.
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APPENDIX 5: RESEARCHER REFLECTIONS
In some Middle Eastern countries, specialty choice in most cases is by grades, specialty change
is almost unheard of. It would be interesting to investigate the matter in more depth in the
UK.

Because of my late application to join training, I feel some sympathy with those changing
specialty as they are not the same age group as those who haven’t change. While this might
affect my interaction with interviewees, I think it will also help me persevere with the
research and be more willing to deal with challenges.

In the meeting we had in November 2019, two students of my MSc. cohort have changed
specialty. This gave me some hope that sampling won’t be a problem. I was wrong. The issue
is not common with no clear access to those who changed. The first thought was the Snowball
method. Interestingly, selection bias worked well here: I tried to formulate my discussion to
suit the method. This again proved difficult. The “community” of those who changed does not
exist. I decided to try to find a record of those who changed. Attempts were made both
regionally in our deanery and nationally with the GMC without success.

As ENT doctor, we are encouraged to “advertise” our specialty. We do that both intentionally
by highlighting positive aspects and unintentionally as role models. There was some concern
that such a tendency to advertise might leak through to my interviews. However, I kept a
check on that by avoiding guiding questions that could be related to ENT such as: Do you like
a mixture of surgical and medical aspects in the specialty that you could have chosen. This is
in addition to the likeliness that those who changed twice are less likely to change a third time
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obviating the need for such advertising. Interestingly, one of the study cohort was changing
out of ENT.

We are used to interviewing patients as part of our day-to-day job. We do an average of sixty
interviews per week each lasting between 10 and 15 minutes. Such high frequency could lead
to both good and bad habits in terms of interviewing skills. For example, time pressure can
lead to more steering by the doctor; and the inherent bias of pattern recognition could lead
to more “precise” questions. Pilot interviews and guidance from my supervisors helped me
tackle such issues.
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