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Abstract
A study to gain insights into
Why there are a shortage of Registrars in the Medical Directorate of a Non Dublin
Academic Teaching Hospital
The retention of high quality NCHD’s is essential for the reform of the Irish Health Services
and a critical component of hospital performance and quality patient care (Humphries, 2015).
This research topic relates to the academic area of Talent Management which recognises that
the success of any health service is dependent on “the appropriate number of specialist, who
possess the required skills and competencies to deliver high quality and safe care, and whose
training is matched to the model of healthcare delivery in Ireland regardless of location”
(HSE, 2015; Humphries, 2015).The economic downturn had a significant impact on both
individual doctor’s working lives and retention in Ireland which has impacted hospitals
around the country. This study found “the acquisition and transfer of knowledge and skills
for the purpose of career development” (Guth et al, 2008 p. 830). However, it also found that
if external factors are not present dissatisfaction will occur which has will impact filling
vacant posts.
The researcher conducted a semi-structured focus group and a semi-structured interview with
a Consultant Physician in order to gain insight into what attracted them to the hospital and what
influenced their decision to stay or leave. The overall result showed that working conditions,
career progression and mobility were key factors in the retention of doctors. A two tiered
training system of training and non-training posts was a key factor in intention to leave.
The main factors that influenced doctors staying were work life balance, remuneration and
completing Membership of the Royal College of Surgeon in Ireland exams which would make
them eligible for Higher Specialist Training.
The consultant outlined that “retention was an issue at national level and attraction was an issue
at local level”. Further he outlined that a lot of factors relation to the retention of doctors “were
out of our control”, however, for the ones that were within our control he recommended
reviewing working condition in the form of twelve hour rosters.
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CHAPTER ONE
Introduction
Ireland has the largest amount of medical graduates and the fourth highest amount of trained
doctors to supply the Irish health services in the Organisation for Economic Co-operation and
Development (OECD) (OECD, 2015). Currently there are 20,473 non-consultant hospital
doctors (NCHD) employed in the Irish health services demonstrating a rise of 47% since 1993
(MCI, 2016). This represents largescale investment in the Irish Health Services during the
economic boom whereby the health budget quadrupled between 1997 and 2007, (Department
of Health, 2010; Burke and Pentony, 2011). Furthermore additional NCHDs were funded to
meet legislative requirements and compliance under the European Working Time Directive
(EWTD) (Hanly, 2003).

To meet the demand for doctors in Ireland international graduate

recruitment more than doubled between 2000 and 2008 meaning that Ireland is the second
highest recipient of IMG in the OECD, (OECD, 2015; Tyrrell et al., 2016: MCI, 2016).
In 2008 Ireland’s health services suffered significantly as a result of the global economic crisis.
With 2.3 billion euro cut from the health services budget the medical workforce faced a
reduction in pay of up to 30% and a recruitment embargo under the Financial Emergency
Measures in Public Interest (Government of Ireland, 2009). A high court case followed
initiated by Non-Consultant Hospital Doctors claiming breach of contract for non-payment of
allowances. Further consequences of cutbacks, which were evident in the system by 2010,
were longer waiting times for patients and unfilled vacant medical posts (Burke et al., 2014,
IMO, 2013).
Against the backdrop of extremely challenging economic and fiscal conditions the Minister for
Health in 2012 launched a strategic framework setting out reform for future health (Department
of Health, 2011). The strategy recognised that the success of any health service in providing
high quality patient centred care is dependent on the availability of trained doctors with the
necessary skills and competencies (Humphries et al., 2015). As a result a strategic working
group comprising of representatives from the Department of Health (DOH), Health Service
Executive and Consultant representatives was established to engage with key stakeholders to
develop a retention strategy to stop the outward migration of Irish Medical Graduates. Key
stakeholders consisted of trainee doctors, health union representative bodies and the Irish
College of General Practitioners.
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The recommendations from this group became known as the MacCraith report named after its
chairman Prof. Brian MacCraith President of Dublin City University.
Views expressed by Trainee NCHDs highlighted difficulties with recruitment and retention
resulting from dissatisfaction with flexible working arrangements, lack of resources for clinical
roles and an unsupportive culture from HSE management (Macraith, 2016). Furthermore,
trainees highlighted dissatisfaction with the lack of promotional opportunities due to a shortage
of Consultant posts. Additionally, they felt singled out unfairly during the economic downturn
due to a 30% reduction for new entrant consultants recruited after October, 2012 (DEPR, 2013).
With pay and working conditions featuring strongly, this report echoes findings from
throughout the literature review that job dissatisfaction is a source of intention to leave the
organisation (Nazim, 2008). Additionally, lack of opportunities for career development and
advancement are strong contributors to employee dissatisfaction which impacts engagement
and performance (Gunnigal et al., 2006).
However, despite the implementation of a number of recommendations this report has fallen
short of expectations as there has been no positive impact on doctors in their day to day working
lives (MacCraith, 2016). Working conditions and lack of career progression are still cited as
reasons for emigration of Irish medical graduates. (MCI, 2016). Nonetheless, the Department
of Health continues to cite the implementation of the remaining recommendation as a solution
to rebuilding and reforming the health services (Health Statement of Strategy 2016 – 2019).
Arguably the recommendations that have been implemented in the past have not been sufficient
to retain Irish medical graduates. Evidence from the Medical Council of Ireland shows that
35% of Irish medical graduates between the ages of 20 and 24 years intend to emigrate in the
future because of better working conditions and career opportunities (MCI, 2015). In order to
fill the vacant positions that graduates leave behind, Ireland has become the second highest
dependency on internationally trained medical graduates (IMG) in the OECD (MCI, 2016;
OECD, 2015) which is second to New Zealand who has 44% (Gauld, 2015). IMG represents
37.9 % of the Irish Non-Consultant Hospital Doctors (NCHD) workforce, 13.2% of whom are
European Union (EU) citizens while the remaining 24.6% come from non EU countries
including: Eastern Mediterranean (15.1%): Africa (5.5%); South East Asia (2.5%); Western
Pacific (.9%) and the Americas (.6%). This demonstrates that Ireland is attracting and
recruiting a significant amount of doctors from abroad, however, on the other hand represents
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a large scale retention crisis as Ireland is failing to retain Irish trained medical graduates (IMO,
2013).
The aim of this research is to investigate why there is a shortage of Registrars in the Medical
Directorate of a Non Dublin Academic Teaching Hospital. This research topic relates to the
academic area of Talent Management which recognises that the success of any health service
is dependent on “the appropriate number of specialist, who possess the required skills and
competencies to deliver high quality and safe care, and whose training is matched to the model
of healthcare delivery in Ireland regardless of location” (HSE, 2015; Humphries, 2015).
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CHPATER TWO
2.0

LITERATURE REVIEW

The literature review will focus on reviewing the relevant theories and concepts of doctor
retention and turnover and the impact this has on retaining Medical Registrars in a Non Dublin
Academic Teaching Hospital. The literature review will begin by focussing on the concept of
turnover and retention
2.1

Role of Medical Registrar

Registrars are (NCHD’s) who practice under the supervision of a Consultant. (Grant and
Goddard, 2012 p. 12) consider the role of the Medical Registrar to be the most difficult in the
hospital. This is because they are “charged with leading the acute intake of all medical patients
to the hospital when on-call, being the referring doctor for the entire hospital, a general practice
helpline, counsellor for distressed relatives and gatekeeper of the medical assessment unit”
The career pathway of Medical Registrars start with a one year internship which allows them
to be placed onto the general division of the Medical Council of Ireland (MCI) which is the
regulatory body of the medical profession. Subsequently, Registrars take up a two year Basic
Training Scheme (BTS) post recruited by the Royal College of Physicians of Ireland (RCPI)
which allows them to compete for Higher Specialist Training (HST). Gaining access to the
HST scheme is highly competitive with limited places going to Irish and European graduates
first under European employment law and then the remaining to non EU nationals. Training
takes approximately 4-6 years and usually entails travelling abroad for a 1 – 2 year fellowship.
Registrars on HST are referred to as Specialist Registrars (SpR’s) and rotate between hospitals
every 12 to 24 months. This is in order to gain sufficient patient exposure and training
experience to qualify them to become a consultant.

Affiliated RCPI Consultant Trainers

provide trainees with guidance and mentorship throughout their training.
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Conversely, registrars who do not qualify for HST are recruited directly by each hospital to
posts known as non-training or service posts.

These doctors do not have a predetermined

career path laid down by the RCPI. These doctors may apply to the Medical Council to have
their experience ratified as equivalent to specialist training, however, many remain on the
general register of the Medical Council and do not qualify for a consultant post under the Health
Service Executive (HSE) guidelines. Overall, this represents a mismatched two tiered system
of postgraduate training for medical registrars. Mitchel et al., (2013) argue that non-training
posts are a source of inefficiency and poor quality training. Moreover, MCI (2016) intelligence
survey highlights that 76.8% of International Medical Graduates fill these non-training posts
and subsequently are not in formal training posts under the governance of the Royal College
of Physicians.
Although SpR’s are transient they cannot be eliminated from this study as they represent
succession planning for future consultant posts. Even though there is a higher ratio of SpR’s
to consultant posts in Ireland there are currently 370 vacant consultant posts. This represents
15% of all consultant posts in Ireland. (Gilligan, 2017 p. 1) argues that one can only conclude
“Ireland is an unattractive place to be a senior medical specialist”. This has resulted in one
hundred and twenty eight doctors working as consultants in Ireland who are not properly
specialist trained (Wall, 2017).
Therefore, as the competition for newly qualified consultants increases it is important to obtain
the perceptions and opinions of all Medical Registrars regardless of their training status. As a
result this will influence attracting and retaining high quality registrars to staff the hospital
which is a critical component of quality patient care.
From the literature two concepts have emerged as key factors for academic discussion in
relation to staff shortages; retention and turnover. It is recommended by Maertz and Campion
(1998) that these two concepts should be studied together. The next sections will outline the
concept and theory behind these topics and how they influence this study.

5

2.2

Retention

In literature the concept of retention refers to the number of employees who stay in an
organisation and an organisation’s capacity to keep them (Philip, 2003). Similarly, (Dey, 2009,
p. 45) defines retention as “a management initiative through company policies to create a high
degree of employee satisfaction with the ultimate motive of retaining employees”. According
to (Sinha and Sinha, 2012 p. 146) retention is a complex concept with no single recipe for
keeping employees with a company. As evident in the introduction retention of high quality
NCHD’s is essential for the reform of the Irish Health Services and a critical component of
hospital performance and quality patient care. Findings by the MCI reported that retention is
driven by perception of quality of learning environment, wellbeing, experience of bullying or
harassment (MCI, 2016). Studies by Onah and Anikwe (2016) have also indicated that
retention is driven by several key factors which ought to be managed congruently. They are
organizational culture, communication, strategy, pay and benefits, flexible work schedule and
career development systems. Equally, NCHD’s personally reported difficulties in the areas of
flexible working, lack of resources, unsupportive culture and lack of promotional opportunities
due to a shortage of consultant posts in relation to recruitment and retention (MacCraith, 2016).
Employee retention is an essential element of talent management which ensures “the
appropriate number of specialist, who possess the required skills and competencies to deliver
high quality and safe care, and whose training is matched to the model of healthcare delivery
in Ireland regardless of location” (HSE, 2015).
2.3

Turnover

Employee turnover is defined as an employee’s decision to leave the organisation (Nazim,
2008). In a general context Griffeth and Hom (2000) outline three dimensions of turnover
which has implications for an organisations retention strategy. Firstly voluntary turnover is an
employee’s intention to exit an organisation due to factors such as job dissatisfaction.
Conversely, involuntary turnover may be initiated by the organisation due to poor job
performance. Secondly, unavoidable turnover occurs for reasons that an organisation may not
be able to influence such as health, on the other hand, avoidable turnover results due to
perceived better opportunities in another organisation (El-Ramly, 2012).

Finally, not all

turnover is equal, depending on the nature of the separation turnover can be either functional
or dysfunctional Parker et al., (2011). Dysfunctional turnover occurs when high performing
employees leave the organisation impacting negatively on performance (Dey, 2009).
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(Griffeth and Hom 2010) argue that turnover maybe worthwhile in order to make way for new
talent to rise to the top. Likewise, (Jelfs et al., 2014 p. 346) states that “staff turnover is a
natural and necessary process in all health care organisations”. This is true in relation to SpR’s
as they leave voluntary to move along a carefully planned career pathway. However, their
counterparts in non-training posts may experience involuntary turnover due to non-renewal of
contracts. Although they may leave voluntarily due to job dissatisfaction or to pursue better
training in another hospital or another country. In this case this leads to avoidable turnover
(Simon et al., 2010). In this case turnover of talented non-trainees is considered dysfunctional
resulting in the indirect costs of work disruptions and loss of knowledge which is a significant
issue for the hospital (Allen et al., 2010).
Evidence of direct costs of turnover in the HSE is well publicised as filling vacant posts with
agency doctors cost the health budget two hundred million euro for the first half of 2016
(Broughan, 2016). Notwithstanding the cost of vacant posts the impact on staff morale and
reputation of the hospital is less quantifiable.
Overall the concept of turnover is complex and multifaceted with different employees
representing different values to the organisation, therefore resulting in different strategic
measures in order to reduce turnover (Allen et al., 2010). Furthermore, Anvari et al., (2013)
retaining high quality doctors impacts attracting high quality people in the future. However,
as the number of non-training posts in the hospital far outweighs training posts it is vital that
all talented registrars are treated equally regardless of their training status.
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2.4

Model of Turnover

Holtom et al., (2008) outlines that turnover research today originates from March and Simon,
(1958) Theory of Equilibrium. This model proposes job satisfaction and perceived job
alternatives as determinants of turnover. Turnover research was progressed by Lee and
Mitchell, (1999) by introducing the Voluntary Unfolding Model which evaluated the
psychological decision making process in leaving rather than the source. The model outlines
that there are four steps to be taken in the decision to leave. This model was used to support a
study by Donnelly and Quirin (2006) on voluntary leavers. The study found that 91% of
voluntary leavers identified that a particular jarring event contributed to their decision to leave.
According to Becker and Cropanzano, (2011), a jarring event known as a shock is the first step
of the unfolding model. The second step involves a plan of action known as a script. The third
path is image violation which is a mismatch between individual values and goal attainment
with organisational goals. Finally, path four is initiated by job dissatisfaction whereby an
employee will leave with no job alternative. This model has implications for doctors in nontraining posts as job satisfaction has been associated with intentions to leave and can be viewed
as a shock event which sets the decision to leave in motion.
However, literature has critically assessed the voluntary model as focusing on the permanent
ending of the relationship between leavers and the organisation. Shipp et al., (2014) argue that
an employee who quits may return in the future and uses the analogy of a "Boomerang" for
rehires and "Alumni" for those who do not return. Shipp et al., (2014) concludes that
Boomerangs are more likely to return as they left earlier in their tenure (path one or two) where
job satisfaction was not an issue. Conversely “Alumni” left at path four where job
dissatisfaction was a factor so therefore the return of Alumni was negative. Either way staying
in touch with employees who leave provide a valuable network for potential recruitment.
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The Voluntary Unfolding Model

Source: Lee and Mitchell Model of Turnover (1999) p. 451
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2.5

The Development of Turnover Theories

The voluntary turnover theory has relevance to this study as the literature shows that job
satisfaction and intention to leave are inter-related. Jiang (2015) states that in order to
understand the unpredictability of staff turnover one must understand the theory surrounding
it. This section will focus on the theories that are relevant to this study.
2.6

Economic Theory

Economic theory considers turnover in terms of supply and demand which are external forces
to the organisation (Maertz and Champion, 2001). One common ground that all research
conducted has agreed on is that global demand for doctors far outweighs supply with a talent
shortage of 4.3 million doctors predicted worldwide by 2020 (Scheffler, 2008).
2.7

Psychological Theory

Psychological models examine “how personal characteristics, perceptions and attitudes
towards work shape employees responses to the workplace, leading to certain behavioural
outcomes” (Burns, 2015 p. 15).
2.7.1 Motivation
Motivation suggests that the environment influences employee’s behaviour in relation to
intention to leave. According to (Pinder, 1998 p. 11) work motivation is defined as “a set of
energetic forces that originates both within as well as beyond an individual’s being, to initiate
work-related behaviour, and to determine its form, direction, intensity and duration”.
Maslow’s Hierarchy of Needs Theory is depicted by a pyramid and determines that every
individuals has five sets of goals referred to as basic needs. They are physiological, security,
love, esteem and self-actualisation. This theory has been employed by academics in the area of
retention and turnover and has implications for the management of employees.
A study of allied health care professionals in a rural setting in New South Wales used Maslow’s
Hierarchy of Needs to form a quantitative survey (Stagnitti et al., 2006). Results show that
workers satisfied their basic needs for security through an orientation programme at the start
of a new job, a clear job description of tasks to be performed, management support, work life
balance and a career pathway. As a result this led to their social or belonging need being met
which positively related to intention to stay. Moreover, the study found that younger workers
were more likely to leave after a shorter period as their needs were not being met. By providing
adequate induction, career guidance and education hospital management can meet the needs of
10

medical doctors to ensure that they reach their potential during their time at the hospital.
Similar to Stagnitti et al. (2006), Hancock et al. (2009) employed Maslow’s theory in a study
of doctors working in a rural setting and found that “sense of place, community participation
and familiarity” were reasons for doctors returning to work in their place of birth (p.1368).

2.7.2 Job Satisfaction
According to (Dolea, 2005) job satisfaction is a multifaceted construct that includes motivators
which are internal values and hygiene factors which are external values. In comparison to
Maslow’s theory the seminal work of Herzberg (1966) identified the independent relationship
between motivation and job satisfaction. Sutherland et al., (2004) outlined that in order to
understand turnover one must look at the causes. This can be viewed from a theoretical
perspective in terms of job satisfaction which is an individual’s emotional response to current
job conditions (Alshallah, 2004). Similarly, (Filho, 2016 p. 2) outlines how factors that
influence satisfaction are found internally and include “psychological attributes of the job
relating to nature, ability and recognition”.

On the other hand factors which lead to

dissatisfaction are extrinsic to the job and include “pay, working conditions and hours of work”.
Thus we can see that although external variables do not motivate they must be present in the
workplace to make employees satisfied.
Blevin, (2013) employed the theory of Motivation in considering the importance of job
satisfaction in relation to providing quality patient care. Similar to Blevin (2013), Humphries
et al., (2015) employed Herzberg’s theory in a recent study to examine hygiene factors that
have contributed to medical doctor’s decision to leave the country. The survey concluded that
extrinsic factors such as poor working conditions, inadequate training and low wages as reasons
for emigration.

As doctors had already emigrated, intrinsic factors were vindicated by

motivators in the destination country including improved working condition and better support
in training and research and from senior medical staff. This is supported by Hayes et al., (2015)
who outlines that excessive workloads low pay and long working hours were among various
reasons for doctor’s intention to leave hospitals in Ireland. The challenge for organisations is
to increase job satisfaction by focussing on motivators which will increase motivation and
intention to stay. Furthermore, factors contributed these factors to sources of stressors in the
environment for Specialist Registrars and Medical Consultants. As job stress is found to be a
significant factor in voluntary turnover the next section will look at stress
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2.7.3 Stress
Hayes et al., (2015) conducted a Delphi Qualitative Study which identified 10 top stressors
among SpRs which impacts negatively on job satisfaction and intention to stay. In summary,
stressors included staff shortages, contractual issues, work-life balance, lack of resources to
implement the EWTD, poor perception in the media and patient demands. The stressors
identified permit the focus on direct and indirect influences of turnover. This allows for the
development of strategic actions which will inform management’s processes and policies
leading to increased job satisfaction and reduced turnover. These stressors can be viewed in
accordance with the Model of Voluntary Turnover whereby stressors are “shocks” in the
environment which can initiate the decision to leave. These shocks are within the control of
management to rectify and by doing so may rebuild the trust between management and
NCHD’s which has suffered over the last number of year (Siebert et al., 2015). Limitations
exist in the work carried out by Hayes et al., (2015) in relation to stressors because only SpRs
were surveyed. By doing so the study excluded doctors in non-training posts who may have
experienced different stressors as a result of their training status and tenure. Humphries et al,
(2013) carried out a qualitative study to assess the thoughts and feelings of IMG who came to
Ireland in search of postgraduate training and career progression. Findings included “limited
career opportunities, stalled career progression and the perception of filling posts which Irish
graduates did not want” (p.). This can be viewed in terms of person organisation fit which
will be discussed in the next section. Moreover, trainees supported in achieving long term
career goals report higher wellbeing, better quality of life and better health and consequently
are less likely to leave (MCI, 2016).
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2.8

Person-Environment Fit Model

Person environment fit implies congruence between individual variables such as needs or
values and both individual and organisation outcomes for example higher performance and
higher satisfaction (Latham and Pinder, 2005). Theoretically, P-E fit implies that a mismatch
between the individual and the environmental characteristics could initiate a shock event and
thus intention to leave. For example if an employee’s knowledge, expertise and talents are not
utilised achieving success would be difficult and dissatisfaction could induce turnover
intention. (Chuang et al., 2016 p.), state that P-E is multidimensional as “individuals are nested
in multiple aspects of an environment”. Firstly Person-Job Fit (P-J Fit) refers to knowledge,
skills and ability and is grounded in the education and experience of the individual (Christen
and Wright, 2011). If misaligned this could potentially cause stress to the individual which
would lead to poor performance. In the same line (Maynard and Parfyonova, 2013 p. 435)
used this model and found that employees value work that utilizes their skills and also found
that over qualification was linked to future actual turnover behaviour. Secondly, Person
Organisation Fit is (P-O fit) acknowledge the fit between an individual and their organisation
in relation to values and goals which can result in job satisfaction. Research from the literature
review has shown the emergence of a mismatched two tiered system of postgraduate medical
education which is not only a source of inefficiency and poor quality training but also a source
of dissatisfaction for medical doctors (Mitchel et al. 2013).
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2.9

Non-Training Posts

Although all doctors are in training and are responsible as member of the Medical Council to
maintain their professional development many doctors are in formal supervised training posts
which come under the governance of the postgraduate training colleges. Investigation, by the
MCI (2016), intelligence highlights that 76.8% of IMG are not in recognised training schemes.
According to Siar (2013) this is a double edged sword as lack of career progression represents
deskilling for the IMG and loss of talent for the receiving country. This can be viewed in terms
of person job fit whereby the employee’s knowledge, skills and ability are not being
progressed. This is a potential cause of stress as the employee is dissatisfied with the work
environment, he is powerless to change the situation and hence has no other recourse than to
leave for a better environment. This can be viewed in terms of the Voluntary Model of
Turnover whereby dissatisfaction leads to the psychological decision to leave which
subsequently initiates a plan. Conversely, where career progression is supported morale and
commitment increases which impacts positively on intention to stay (CIPD, 2011).
Furthermore, where basic needs are not met through career progression intention to leave is
high. Finding show that trainees who were indecisive about their career path and had high
intentions to leave Ireland (MCI, 2016). Additionally, trainees who were indecisive about their
career rated their learning environments, quality of life and well-being less favourable than
trainees who were secure in their career intentions.

The challenge for management is to

implement strategies which enable employees to fully achieve their goals by providing rewards
including career development, learning and autonomy.
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2.10

Previous studies on retention of Medical Doctors

It has to be noted from the outset that migration of Irish doctors is not a new phenomenon.
Historically Mejia, (1978) stated that there were less Irish doctors living in Ireland than in
foreign countries. Furthermore, back as far as 1993 34% of all doctors in Ireland were from
non EU countries which represents 4% less than today (MCI, 2016).

What has changed,

however, is failure to retain Irish trained doctors has led to the over-reliance on IMG in order
to deliver a safe quality health care system (Bidwell, et al, 2013).
Doctors are competing on the global stage with a highly valuable commodity in their
professional qualification (Marchal et al., 2003). (Eastwood, 2005 p.1893) portrayed this
movement as a “Medical Carousel” of mobile doctors in search of the best “standard of
training, more attractive salaries and working conditions, and a higher standard of living”.
However, Brugha et al., (2016) found that almost fifty per cent of doctors who migrated to
Ireland had intentions to migrate onwards because of lack of career progression opportunities
for them in Ireland.
The Irish Medical Organisation (IMO) has consistently argued that Ireland has a retention issue
rather than a recruitment issue (IMO, 2011). Similarly Humphries (2013) argue that emphasis
has been placed on replacing health workers rather than changing their conditions which they
are dissatisfied with. It is without doubt that there is an urgent need to focus on the retention of
Irish Medical Graduates who are instrumental in delivering the highest quality and standard of
health care to patients (Sohag et al., 2012; MCI 2015; Hayes, 2015).
Similar to Humphries et al., (2013), Bruce-Brand et al., (2012) conducted a study of Irish
trained doctors who had emigrated. The study found lack of training and career opportunities,
clearly define career pathways, environmental factors such as long work hours and work related
stress and wage cuts were also determinants of turnover. In turn this argument was previously
portrayed by Connell (2008) and generates the idea that the economic downturn of 2008
brought about a new carousel of doctors from developed countries in search of higher salaries
that they had become accustomed to during the boom time.
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This is supported by (Gauld et al., 2015 p.1.) who conducted a survey to understand the reasons
why doctors left the National Health Services in England for New Zealand and found work
place and funding pressure in the NHS as reasons for leaving the UK. Although, Bruce et al.,
(2012); utilized a qualitative approach it is limited as it focussed on the extrinsic factors as
reasons for job dissatisfaction and emigration.

Kelleher et al., (2013) concurred with the

extrinsic factors, however further identified internal psychological attributes of the job which
left doctors feeling undervalued and demoralised.

These were mitigated by environmental

factors in the country of emigration which gave them a “degree of autonomy and responsibility,
an opportunity to enhance their ability and skills in order to reach their full potential. This can
be viewed in terms of job environment fit.
The next section will look at the theory of Knowledge Workers in an attempt to explore and
understand why there is a shortage Medical Registrars in a NDATH. Therefore this represents
the gap for this research to be conducted within a NDATH.
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2.11

Knowledge Workers

Donnelly (2009) suggests that characteristics of a doctor which include being well educated,
highly qualified and mobile are consistent with Knowledge Workers (KW). This term was first
used by Drucker (1974) to describe employees who carry knowledge as a powerful resource
which they, rather than the organisation, own. In the same line (Guth et al, 2008 p. 830) states
that highly skilled workers are motivated by the “acquisition and transfer of knowledge and
skills” for the purpose of career development. (Koslowsky et al., 2012) outline that Knowledge
Workers take control of their own career development and employability which is achieved
through self-awareness and communicating sufficiently with fellow workers. Moreover,
Johnson (2014) compare hospitals to “Knowledge Hubs” where the medical profession are
trained, carry out research and improve the health of patients.
From a Person-Environment fit perspective KW have substantially different expectations of
their employer than ordinary workers in terms of how they are managed (Edgar et al., 2015).
Further, in a study of KW Edgar et al, (2015) highlight the pivotal role of front line managers
in their performance and state that building trust and rapport with KW’s is difficult but
essential. What is more, Siebert et al., (2015) argue that trust has suffered in recent years due
to the economic crash and reduced job security and because organisations are unable to provide
guaranteed old style relational contacts. Van Langeveld (2013) argues that this can be viewed
in terms of Self Determination Theory which posits that KW’s are intrinsically motivated.
Further, KW flourish when three psychological factors are present namely, autonomy,
relatedness and competence. A study carried out by Hirschler, (2013) found that the need for
autonomy and competence have the most powerful influence on intrinsic motivation. Strategic
actions include high quality appraisal, personal development and other human resource
management techniques.
Although, Drucker, (1998) outlines that KW are motivated more by intrinsic challenges of
the work rather than financial gain. Wada et al., (2009) found that income fairness had a
negative impact on doctors in Japan between private and public hospitals. Furthermore, this
is in keeping with Hertzberg’s motivation theory whereby absence of a motivator leads to
dissatisfaction.
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(Kelloway and Barling, 2000 P. 13) state that KW’s relationship with management “reflects
KW’s belief that management is sufficiently skilled to justify employees’ confidence in their
actions”. Hayes et al, (2015) observed that there is a poor view of management among SpR
and questions if “the poor view of the quality of management a true reflection of the poor
performance of a manager or representative of poor understanding among specialist trainees of
the demands and constraints under which managers operate” Traditionally, Friedson (1970)
argued that managements’ responsibility was to ensure the dominant profession (physicians)
had the resources and facilities to carry out their role. It was further identified that physicians
held the power and were loyal to their profession rather than bureaucratic control (p. 6).
Moreover, (De Burca, 2003 p. 38) outlined that Health systems are “difficult, complex and
challenging to manage”. Furthermore, Burke et al., (2014) states that since the economic
downturn in 2008 there has been increased hospital activity with a lot less money. Further,
findings show that the system can no longer do more with less and doctors are now at breaking
point and doing less with less (Burke et al., 2014; Duddy, 2017).
Lee-Kelley et al., (2007) cites Senge (1959) Learning Organisation Model as a way to increase
worker empowerment, autonomy and self-determination which impacts positively on job
satisfaction. Developing a culture of learning by introducing new skills and ways of viewing
the organisation must be developed in order to retain Knowledge Workers. According to
Garvin (1993) the learning organisation is an innovative model where employees continuously
learn and develop in order to obtain their goals. Senges model includes five elements; personal
mastery; a commitment to life-long learning, shared vision; a commitment to long vision,
shared mental model; creates an openness to change, team learning; a process of bringing the
team together to attain goals and system thinking; is the ability to see the big picture and coming
together to make change happen. (Nelson and McCann, 2010) states that this can be achieved
through a strategically proactive Human Resource unit that creates a learning culture that
encourages collaboration, teamwork and respect for people.
The next section will discuss the psychological contract and the changes brought about as a
result of health care reform and changes to career paths.
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2.12

Psychological Contract

Malik and Khalid (2016) argue that changes to the employee and employer relationship
represents a breach in the psychological contract. This is described by (Rousseau, 1989) as the
evaluation of the reciprocal relationship among rights, duties, responsibilities and obligations
of the employee as well as the employer. Furthermore, studies demonstrate a correlation
between breach of psychological contract and engagement which impacts negatively on
retention (Malik and Khalid, 2016).
Although New Public Management (NPM) has attempted to improve state efficiency by
placing private business practices into public services it has impacted negatively on the
working lives of doctors, (IPA, 2014). It is evident that this new imperative has impacted
doctor’s job satisfaction by decreasing medical autonomy through increased regulation,
guidelines and accountability therefore eroding their control over their professional lives
(Edwards et al., 2016). Furthermore, (McGowan et al., 2013 p.3) argue “that greater acuity
among patient population has placed a heavier and more challenging workload on hospital
doctors”. This is evident in the promise of Health Care Reform (2012 – 2015) which states
that the need for change is related to “meeting patient’s expectations, budgets and waiting
lists”.
A further change to the psychological contract has been identified by Biemann et al., (2012)
who outlines how career systems in recent years have given way to the concept of the “free
agent”. Employees are now responsible for managing their own boundary-less career as
opposed to the “organisational man” who spent many years in one company. This concept has
implications on turnover as previously careers involved “structured and relatively predictable
sequence of interrelated jobs, usually with increasing prestige over time” (McDonald et al.,
2005 p.4). However, a study of career mobility of four generation of professionals i.e. matures
(1946); baby boomers (1946 – 1964); generation X (1965 – 1979); and Millennials (1980 plus),
Lyons et al., (2015) found that significant changes were found in job mobility with the youngest
professionals being the most mobile. However, findings suggest that there has not been a
significant shift in career patterns of older generations with the traditional career are
flourishing. It could be argued that these findings coincide with those of the MCI report which
as stated in the introduction of this study show that doctors up to the age of 24 years are most
likely to emigrate. Further, implications for workforce planners indicate that managers should
consider the upward mobility of young workers by implementing more rotations and
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partnerships with other organisations. These rotations are already evident in specialist training
whereby trainees rotate on a 12 month basis and finally go on an international rotation for up
to two years at a time.
2.13

International Data:

Health Workforce Australia (2014) has identified that (IMG) are “the most flexible means of
meeting short term supply gaps and distributional issues relating to the medical workforce”.
Similarly, evidence shows that Australia is the second most preferred destination for Irish
medical graduates with the United Kingdom first and Canada third (MCI, 2016). Australian
retention initiatives from policy makers are starting to positively impact the labour market
reducing the need for IMG. These include increasing supply of domestic medical students and
implementing tax incentives for doctors who stay after graduation.
Similar to Australia, New Zealand has increased its domestic supply to labour markets by
increasing the number of medical graduates and decreasing the supply of IMG through
increasing regulations (Gauld et al., 2015). The regularisation of credentials is a “powerful
tool” for setting standards for entry into professions and ensuring quality patient care (Cheng
et al., 2012). However, (Basran and Li, 1998; Cheng et al. 2012) argue that this may not be
the case as IMG credentials are often devalued and certification becomes a barrier to
professional practice. Evidence by the OECD, (2016) has found a mismatch of 75% between
skill of health workers and requirement for the job. On the other hand, OECD (2016) also
raises the issue of skills recognition for the IMG where 50% of doctors were found to be underskilled for some of the tasks that they had to perform. This has implications for person job fit
as misalignment of knowledge, skills and ability could result in firstly having an adverse effect
on quality of patient care and secondly causing stress to the individual and poor performance.
The United Kingdom (UK) have responded to the problem of non-training posts by changing
immigration policy allowing IMG to be recruited to training posts only, (Tyrrell et al, 2016).
Despite Ireland signing up to the WHO code of practice for the protection of developing
countries and their doctors, filling non-training post with IMG represents inequality as they are
being treated less favourably than domestic trained graduates (WHO, 4.4). Edge and Hoffman
(2013), conducted a questionnaire to participants in the four large English speaking countries,
UK, America, Canada and Australia who concluded that there is very little awareness of the
Code.
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2.1.4 Attracting doctors back
Despite Ireland increasing medical graduate admission to Irish colleges by more than 50%
since 2006 this has not resulted in self-sufficiency in specialist medical training. To date the
HSE still face significant recruitment challenges (Gilligan, P. 2017). Humphries et al., (2015)
reported that the longer doctors stay abroad the less likely they are to return. In order to attract
doctors back to Ireland and compete with working conditions and career opportunities in
destination countries the HSE must improve working conditions. Additionally, it is necessary
to increase the number of consultant posts in the system in order deliver a Consultant led service
to patients rather than a consultant driven service (Hanly, 2003). This would increase the
number of training posts in order to meet the demand of the consultant led service. This will
alleviate the over reliance on NCHD’s ensuring sufficient support and more opportunities for
development and promotion.
2.1.5 Literature Conclusion
There is a gap in the literature examining why there is a shortage of doctors in a NDATH.
The literature review has sought to provide the context for this proposed study. Retention of
doctors has been subject to a lot of attention both in the media and by academics who relate it
poor working conditions, emigration of doctors and underperformance of the Health Services.
This study has integrated the model of voluntary turnover with the concept of retention and
turnover by using economic and psychological theory. This is in order to understand what
attracts a doctor to join the hospital, why they stay and the reason they leave.
Literature has shown that doctors are highly mobile and combined with their training and
education are highly sought after globally. This has created a medical carousel of doctors
moving around the world in search of a better standard of training and living conditions
(Eastwood, 2005). Literature has shown that Irish doctors are part of this carousel too with
the UK and Australia their country of choice.
There is strong evidence in the Irish literature of a two tiered system of registrar training,
those on training schemes and those who are not on a scheme. Those who are not on the
training scheme have limited career progression. From this the theory of motivation and job
satisfaction are critical to the study of doctors in relation to turnover and retention. Irish
literature focuses on the external factors of job satisfaction in terms of working conditions
and organisational factors. Evidence shows that doctors on training schemes are more
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satisfied with their working conditions than their counterparts who are not (MCI, 2016). This
implies that SpRs voluntarily leave the hospital in order to fulfil intrinsic needs which is “the
acquisition and transfer of knowledge and skills for the purpose of career development”
(Guth et al, 2008 p. 830). This can be viewed in terms of Drucker’s theory on Knowledge
Workers.
This highlights the gap in the literature. Most Irish Literature focuses on the extrinsic factor
of job satisfaction with one study specifically identifying the stressors (Hayes, 2015). There
has been little study on the intrinsic factors that lead to job satisfaction. By using Drucker’s
theory this study explores the characteristics of doctors in terms of knowledge workers and
highlights that acquisition of knowledge and career progression are the variables to job
satisfaction and turnover which can also be termed mobility (Drucker, 1974).
Although, the literature on KW has shown that doctors are motivated by intrinsic factors it
also shows that if external factors are not present dissatisfaction will occur. From this it is
evident that external factors such as working conditions are critical in order to ensure job
satisfaction and retention of medical registrars. The literature also highlights the pivotal role
of management in KW performance and the changes that have been brought to the
psychological contract over the last 10 years.
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Chapter Three – Research Question
From the literature presented it is clear that shortage of doctors is a problem to the delivery of
safe health care. The overall aim of this research is to investigate why there is a shortage of
NCHD at Registrar level in the Medical Directorate of a NDATH. The analysis and findings
of this research will aim to add to the Irish Literature based on the topic of retention and doctors
within the Medical Profession. Alongside this, recommendations for how to potentially attract
and retain medical Registrars within the environment of a NDATH. In order to achieve the
aim of the study, it is essential to establish objectives which are evident below:
The key aim of this study is to investigate and explore why there is a shortage of NonConsultant Hospital Doctors (NCHD’s) at Registrar level in the Medical Directive of an acute
Non Dublin Academic Hospital. This will be addressed by considering the relevant objectives.
Objective 1:

To establish Medical Registrars views on their intention to leave or stay in
the hospital

Objective 2:

To identify the factors influencing registrars reasons for staying and leaving

Objective 3:

Investigate the factors influencing career progression

Objective 4:

To establish a consultant’s view on retention and turnover in a NDATH
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Chapter Four: Methodology
4.1

Introduction

The Literature Review has discussed, compared and evaluated a substantial amount of
secondary data in the form of relevant literature from experts in the field of retention. The
purpose of this chapter is to outline and explain the approach taken to the research and to
provide an understanding of how the research was collected and presented. This study will
attempt to determine if the results support the findings in the literature by exploring whether
there is a link between motivation, job satisfaction and career progression and intention to
leave.
This chapter outlines the methodology adopted in this research project. The purpose of this
chapter is to identify how the researcher defined research, outline the research stages, compare
alternative frameworks in order to formulate a research strategy. This will detail the approach
taken to understand, collect and present the research obtained in support of this dissertation.
Secondly, it will justify the paradigms used to fully investigate the philosophical positioning
and alternative methodologies chosen to construct a Research Design. This will aim to fully
investigate alternative methodologies and decide between Qualitative, Quantitative and mixed
method approaches. This will be justified and critiqued and a clear understanding of the
importance of a robust approach to undertaking the study. The ethical consideration framing
the research and the limitation of the research will be discussed. Additionally, the sampling
technique research instrument and procedure for data collection and analysis will be clearly
articulated.
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4.1

The Research Process

For the purpose of this research the “Research Onion” will be used as a road map to design a
method to address the objectives of this research (Saunders et al., 2012), (Figure 1). This
approach represents logical stages that must be adopted to formulate an effective and efficient
method. Defining the philosophical stance enables the researcher to establish the research
approach. In turn this allows the researcher to embrace a research strategy that will determine
the plan of action in order to answer the research question. Finally, the time horizon the
research will be conducted in. This approach is supported by (Opie et al., 2004; Wheeldon and
Ahlberg, 2011), who defines methodology as a “design, strategy or plan of action to gather and
analyse data which should form a discussion as to the philosophical nature of knowledge and
how this is framed through your research”. However, (Creswell, 2012 p. 47) argues that the
“initial plan cannot be tightly prescribed” due to the fact that the plan may change once the
researcher starts to gather the data from the participants. This is supported by Crotty, (1998)
who breaks down research in a more simplistic manner of four interconnected elements which
serves as a useful approach to looking at social research methods such as the question posed
by the Researcher. They are the theory of knowledge, the philosophical stance, plan of action
and the technique employed.
Figure 1.

philosophical stance

Approaches

Strategies

Choice

Time Horizons

Techniques

Source:

The Onion Approach. Source: Saunders et al., (2012).
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4.2

Research Philosophy

The following section will seek to justify the paradigms used to fully investigate the
philosophical positioning of this research.
According to (Saunders et al., 2012 p. 132) research philosophy “relates to the development of
knowledge and the nature of that knowledge”. This is achieved through a systematic and
methodical process of inquiry and investigation grounded in three research philosophy
components namely; epistemology, ontology and axiology (Collis and Hussey, 2013).
Epistemology is the area concerned with the nature of acceptable knowledge in a field of study
also known as the “world view”. The fundamental epistemological question is “whether this
view can and should be studied according to the same principles and ethos as the natural
sciences” (Saunders et al., 2009, p.112).
Ontology is concerned with the nature of reality and focuses on what exists. This raises the
question to how the researcher interprets and understands reality (Lincoln and Guba, 2000).
From a philosophical perspective ontology can be either subjective as the interaction is with
human beings or objective as the interaction is with objects (Usher, 1996). Kehily, (2012)
uses the analogy of a house and outlines if ontology is the foundations epistemology is the
rising walls. We can only construct how knowledge is acquired (epistemology) if we build on
what is out there to know (ontology).
Finally, axiology examines personal judgement about the values of the Researcher which gives
the research credibility (Heron & Reason, 1997). As a result this demonstrates the objectives
and value of the research which can ultimately influence change.
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4.3

Research Paradigm

The positioning of the research is steered by the amalgamation of all three philosophical
components which determines the orientations of the researcher. Creswell (2003) describes
this stage as the research paradigm which is the personal beliefs, perceptions and assumptions
of the researcher.

This is evident in the research phenomena being examined where,

philosophically, the researcher makes choices to inform the best method to be adopted in order
to answer the research question driving the study. Collis and Hussey (2013) describes the two
core paradigms as either positivist or interpretivist.
Ontologically, the positivist views social reality as external and objective by epistemologically
using numerical methods and statistical technique such as questionnaires or surveys.
Axiologically the Researcher remains separate from the research to measure social phenomena
in a value-free way (Anderson, 2013). Conversely, ontologically the Interpretivist’s viewpoint
of the world is subjective and acknowledges individuals perceptions of the world.
Epistemologically the Researcher tries to assess this reality by qualitative methods such as
interviews or observations. Axiologically, the Researcher is value bound and cannot be
separated from the research (Scotland, 2012).
4.3.1 Paradigm Wars
“Paradigm Wars” have raged between the two approaches with one dismissing the strength of
the other (Guba & Lincoln, 1994). (Miles and Huberman, 1994 p. 100) argues that to a practical
pragmatist “all this is mumbo jumbo and does not get the job done”. Based on this assumption
a “third way” or “middle way” was identified, namely pragmatism. This was to ensure
congruency. As a result, it can be determined that there may be more than one method needed
to answer a particular part of the research question. This allows the strength of one approach
of “what works” to offset the limitation of the other allowing the Researcher to use a mixed
method approach to answers the question (Doyle et al., 2009).
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4.4

Research Approach

Peeling away the layers of the Research Onion reveals a further consideration in the research
process which is the Researcher’s approach to theory. According to (Abbott and McKinley,
2013, p. 22) “theory is the basic block of social science helping to structure the ways in which
we view how and why things work together”. Furthermore it is noted that “theory links
concepts”. As a result, researchers can build theories consisting of “constructs linked together
by propositions that have an underlying coherent logic and related assumptions” (Davis and
Bingham, 2009 p. 481). These two approaches to research are inductive and deductive.
A deductive approach is grounded in the epistemology of science which involves developing
theories that can be tested and drives knowledge of individual phenomena from universal laws
(Yin, 2014). The deductive approach can be classified as a positivist approach and the method
of data collection is quantitative (Bryman, 2008). The Researcher is detached from the
phenomena being studied enabling generalisation of findings through a large sample size
(Saunders et al., 2009). Conversely, the inductive approach is grounded in the epistemology
of social science which involves developing theory from observations of a limited number of
events where conclusions are drawn. Researchers using an inductive approach are concerned
with the context of events, therefore, a small sample of subjects may be more appropriate. The
inductive approach can be classified as interpretivist and uses qualitative methods.
The philosophies discussed above assist in developing the strategy for the method of data
collection; this can be categorised as Qualitative, Quantitative or Mixed Method approaches to
research. These approaches will be discussed in the next section
4.4.1 Quantitative Method
Quantitative research is usually deductive in nature and ordinarily focuses on the compilation
of numerical data (Saunders et al., 2009). Quantitative research philosophically underpins
positivism and assumes that there is only one objective reality. In turn this is grounded in
theories that can be tested and explained (Quinnlan, 2011). There is strong evidence in the
literature review of a dominant positivist paradigm favouring Quantitative data collection in
job retention and turnover research for medical doctors (O’Cathain et al., 2004). For example,
Gouda, (2015) conducted an online cross sectional survey to ascertain the emigration intention
of Irish medical students. A response rate of 37% was lower than a similar UK study which a
posted questionnaire to medical students. Despite the use of surveys and questionnaires poor
response rates from medical doctors are well documented leading to limitations including non28

respondent bias and increased risk of invalidity (Bell, 2007; Scott et al., 2011; Yarger et al.,
2013).
4.3.2 Limitations of Quantitative Method
According to Saunders, (2009) objectivity should not always be relied upon as subjectivity and
interpretation that Qualitative Research brings has its advantages. Additionally, response rates
to questionnaires or surveys can be low from the medical profession thereby introducing nonrespondent bias (Scott, 2011). Furthermore, data collected through quantitative methods such
as questionnaires make it impossible to clarify participant’s responses and gain a deeper
understanding of the findings. However, attempts have been made to reduce this limitation of
quantitative research by adding open ended questions to questionnaires or surveys resulting in
quasi qualitative data. (O’Caithin et al., 2004) argues that this too has its limitations due to a
short response space that does not qualify for the conceptual richness obtained from qualitative
research. (Goldacre et al., 2003) used open ended questions in a quantitative survey of all
medical doctors who qualified from any United Kingdom medical school over a seven year
period. This was to ascertain career intentions and views on their training and work. As a
result, a significant theme emerged consisting of a negative image in the media of medical
doctors which resulted in low morale and future career intentions of high school students. Low
morale is consistent with job dissatisfaction and intention to leave (Mosadeghrad et al., 2008).
While this study shows there is undoubtedly an advantage to the use of open ended questions,
there is a dilemma whether or not this data should be analysed quantitatively or qualitatively
(O’Caithin et al., 2004).
4.4.3 Qualitative Research Methods
Qualitative methods rely on non-scientific research methods which underpins the interpretivist
view of the world. This involves an inductive approach which works from the ground up
seeking to understand individual’s perception and experience of the environment in which they
operate (Guba & Lincoln, 1994; Scotland, 2012).
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4.4.4 Limitations of Qualitative Research Methods
Denzin and Lincoln, (2013) states that qualitative “data collected is too influenced by external
cultural and political factors and therefore provides a humanistic soft scientific commentary”.
As a result this data is unsuitable for those who legislate for social policy.
4.4.5 Mixed Method
According to (Creswell et al., 2011) by employing two or more research techniques this off
sets the disadvantages of using individual approaches. Mixed methods gain the advantages of
combining both methods in order to give a more diverse set of sources. This view is supported
by (Anderson, 2009) and (Creswell et al., 2012) who further state that a mixed method approach
can provide a more a more thorough analysis of results and findings.
Creswell, (2012) identified four main approaches of mixed method research.

Firstly,

convergent parallel mixed methods allow the researcher to bring together qualitative and
quantitative research designed to carry out a comprehensive analysis. Secondly, explanatory
sequential mixed method approach allows the researcher to carry out and analyse quantitative
research before using the results as a starting point for qualitative. Marchal et al., (2012) argue
that this method risks placing qualitative data into the “positive box” by trying to quantitatively
verify the data found. Notwithstanding, this quantitative data presented in strategic reports
provide useful statistical data on doctor retention and turnover (MCI), (NDTP) (MacCraith)
(IMO).

Thirdly, exploratory sequential mixed methods starts by conducting qualitative

research to explore participant’s views and subsequently uses this information to build research
“qualitative research findings can enhance quantitative survey data by placing the latter into
real social contexts and enhancing understanding of relevant social processes”. This was
evident in the National Survey on health and wellbeing of doctors where a Delphi process
obtained a detailed description of work stressors (Hayes et al., 2015). Finally, transformative
mixed methods is an advanced matrix for research collection and analysis drawing on social
justice or power for the perspective within the design and have standardised characteristics.
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4.3.6 Rationale for Research Approach for this study
The Researcher followed the following steps in making the decision to utilise qualitative
method approach. This was to enable the researcher to explore the opinions and perceptions
of participants in an attempt to identify and extract common themes.
Firstly, the researcher considered the ontological perspective of the research and determined
that it was subjectivism as it considers that “social phenomena developed in social contexts
and that individuals and groups create, in part, their own reality” (Quinlan, 2011, p. 96). This
is relevant to this study as the researcher seeks to understand why medical registrars are
attracted to this hospital. The study also seeks to understand their experience of working in the
hospital which leads to their decision to stay or leave.
Secondly, the researcher considered the epistemological perspective of the research and
determined that this study is grounded in the paradigm of interpretivist. This is because it
acknowledges the medical registrar’s perceptions and opinions of the world. Medical registrars
are seen in terms of social actors by the researcher who seeks to understand their view of the
world they live in (Saunders, 2009).
Thirdly, axiologically the researcher will take an empathetic position in the approach to the
research. The researcher values the role of the medical registrar in the hospital setting as they
play a vital role in the safe delivery of patient care. Finally, an inductive approach was taken
because the researcher sought to collect and analyse data in order to build and develop theories.
Furthermore, qualitative methods of research can result in strategy development and policy
implementation. This is achieved by interpreting the views of key stakeholders through
describing the environment in which policies will be implemented. (Anderson C. 2010;
Carlsen, 2011).

As a result there is potential to develop an understanding between doctors

and key decision makers in order to influence changes to work structures and systems (Watt et
al., 2008). Overall, (Holloway et al., 2016 p. 12) states that “qualitative researchers adopt a
person-centred and holistic perspective which helps develop an understanding of human
experience”.
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4.5

Research Strategy

The research strategy sets out a plan of action which links the philosophy and subsequent
choice of methods to collect and analyse data in order to answer the research question and
objectives (Denzin et al., 2008; Saunders et al., 2012).

For example, Guest et al., (2013)

outlines that qualitative studies can be phenomenology, ethnography, inductive thematic
analysis, grounded theory and case study. Thematic analysis consists of analysing and
interpreting data and identify themes which is one of the most common qualitative data analysis
methods employed in the social sciences (Guest et al., 2013). Further, Thematic analysis
facilitated a flexible approach to the exploration and interpretation of the data.

Thematic

Analysis has been has been selected for this study.
Although grounded theory is a type of applied inductive thematic analysis it was not selected
as it requires exhaustive comparisons between small units of texts and it can be quite time
consuming. A general inductive thematic analysis gave the researcher flexibility not available
in grounded theory or other strategies. Similarly, ethnography as a strategy which tracks both
groups and individuals in their natural setting, typically for long periods, was not used. This
was considered inappropriate for ethical reasons as it would involve contact with patients which
would be considered high risk.
4.6

Research Design

The research design of this study is Qualitative. Qualitative methods facilitate the aim of this
research which is to investigate and explore why there is a shortage of Non-Consultant Hospital
Doctors (NCHD’s) at Registrar level in the Medical Directive of Non-Dublin Academic
Hospitals. The Researcher used the themes which emerged from the literature review to
conduct a focus group. Two focus groups were conducted in order to reach saturation. The
data from the focus group was then organised inductively by categorising themes using
thematic analysis (Creswell, 2012).
A further stage of analysis took place involving presenting the main findings from the literature
and the focus groups to a Consultant who is a practicing physician and also involved with the
selection of trainees with one of the main colleges. This ensured a practical contribution by
subjecting the findings from the focus group to scrutiny. This helped to assess relevance and
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practicality of the study. The two data collection methods will be discussed in relation to this
study.
4.6.1 Focus Group
According to (Wilkinson, 2004; Onwuegbuzie et al., 2009) a focus group is “a qualitative
research technique set about collecting qualitative data through face to face interaction and
discussion with a small informal group around a predetermined topic or set of issues raised by
the Researcher”. The focus group was used because it allowed for informal discussion to take
place in a safe non-judgemental environment (Krueger et al., 2014). This allows the Researcher
to understand and explore the everyday discussion. This interaction is the “Hall Mark” of the
research methodology making it unique and less easily accessible by any other qualitative
methods (Kitzenger, 1995). Sagoe (2012) outlines that no other research method can tap into
everyday communication such as arguing, joking and teasing as a way of stimulating thinking
and discussion in order to generate ideas on their values and beliefs. Furthermore, it was more
beneficial as it achieved a small scale insightful single method study rather than a large-scale
study that may not be finished in the time scale allocated for the study. This is a view supported
by (Greenbaum, 1998; Holloway et al., 2016) who further states that novice researchers tend
to be overambitious resulting in research not being complete or failing to produce any new
insight into the topic. Questions for the focus group were based on themes which emerged
from the literature review.
4.6.2 Limitation of Focus Groups
Sagoe (2012) states that there are two limitations to the focus group namely the basic nature of
the group discussion and the Moderator. Although synergy is one of the strengths of the focus
group, it can also contribute to its weakness as interaction and communication can result in
more critical comments than those that are found in individual interviews. (Carlsen et al., 2011)
states that “focus group interactions may encourage participants to exaggerate their views in a
negative direction and furthermore use the group as a platform for complaining about unjust
practices”. Furthermore, dominant participants may sway less vocal members of the focus
group leading to bias which results in statements that are in line with group norms (Kitzenger,
1995; Greenbaum, 1998; Wong, 2008; Sagoe, 2012;)
The role of the researcher is to recruit for the group, which may be difficult to assemble, so
therefore it is necessary to over recruit in the event that participants do not turn up. According
to (Onwuegbuzie et al., 2009) the ideal number of candidates is between 6 and 9, however, a
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mini focus group can be conducted with as little as 3 or 4. The researcher must also act as the
moderator which may be difficult as it takes experience to control the group by actively
encouraging participants to get involved (Sagoe, 2012).
4.6.3 Interviews
It is acknowledged from the literature review that the preferred qualitative data collection
method is interviews either structured or semi-structured (Berg et al., 2004; Marshall et al.,
2014).

There are three types of research interviews: unstructured, semi-structured and

structured, (Naoum, 2007). The type of question used determines the classification of the
interview. Closed questions which involve a specific set of questions results in a structured
interview. Open-ended questions allows the interviewees to expand the direction of the
interview resulting in an unstructured interview. A semi structured interview combine a mix
of open ended question and closed ended questions. In particular the use of semi structured
interviews provide a flexible guide by using open ended questions which allows the interviewer
to vary the questions slightly between participants and probe interesting responses (Pope et al.,
2002; Quinlan 2011). Furthermore, Fern et al., (1992) identifies that more ideas are generated
from one to one interviews than any other form of qualitative research. The questions for the
interviews with the policy maker have been informed by the data collected from the focus
group. Open ended questions formed the basis for the interview which gave the Researcher
the opportunity to collect detailed information and be in control of the interview process.
Limitation of interviews that can be identified for each type of interview structure is that it is
time consuming both in the process and in transcribing and can allow for bias by the researcher
when interpreting the data.
4.6.4 Using data from Quantitative Survey
Although quantitative methods cannot reach aspects of complex behaviours, attitudes and
interactions this large body of information creates a basis for further research to be conducted
(Pope & Mays, 1995, p. 44). This is a view supported by (Bowling, 2014 p. 2) who notes that
“qualitative research findings can enhance quantitative survey data by placing the latter into
real social contexts and enhancing understanding of relevant social processes”. From this the
recently conducted Medical Council of Ireland (MCI) survey “Your Training Counts”, issued
to all registered doctors, provided strong findings on career intentions, retention and emigration
plans (MCI, 2015).

As a result this research will use the findings from the survey to
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complement and support the findings from the focus groups therefore leading to more holistic
research (Holloway, 2016).
Focus Group Questions
1. What brought you to this Hospital
2. What might make you or your colleagues leave this hospital
3. What specific things about your job make you want to stay working here
4. How important is continuous professional development to you
5. Would you leave your job to pursue a better career path
6. Would you recommend the hospital to a friend

Interview Questions
1. What does retention mean to you?
2. What are your views on the teaching and training that Medical Registrars receive in
Hospital
3. How do you feel about non-training posts versus training posts
4. What are your views on the working environment of medical registrars

4.7

the

Research sample

Convenience sampling was used as the researcher needed access to individuals working in the
organisation. The sample size was small approximately thirty. Qualitative research is better
for sample size as it increases the chances of gaining more participants to the study (Krueger,
2000; Holloway, 2016). Participants were recruited through an invitation via email to all
medical registrars in the NDATH and was entirely voluntary.

Recruitment criteria for the

focus groups required that the participants were registrars from the Medical Division the
hospital that they all worked in. Participants for the study were purposefully selected as they
represent a speciality which is plagued with a shortage of registrars which impacts on their
daily working lives. Furthermore, vacant posts are filled with agency doctors which are costly
to the hospital. Both focus groups were held in a private room in the main hospital. All
participants knew each other. As the focus group took place during lunch time a light lunch
was provided.
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4.8

Data Analysis

For the focus groups the interviews were recorded with the permission of the participants using
a Dictaphone. The length of each focus group varied between forty five minutes and one hour.
For the semi structured interview the researcher took manual notes. The length of time was 1
hour. Interview questions were based on research objectives and an analysis of the relevant
literature (Becker et al., 2011).
The strategy identified for this study is thematic analysis which consists of analysing and
interpreting data and identify themes (Guest et al., 2011). Furthermore, thematic analysis is
one of the most common qualitative data analysis methods employed in the social sciences
(Guest et al., 2013). Thematic analysis facilitated a flexible approach to the exploration and
interpretation of the data. This resulted in four major themes as follows: recruitment, career
progression, mobility, working conditions and retention.
Braun and Clarke (2006 p. 87) identify logical stages to thematic analysis. Phase one, the
researcher familiarises themselves with the data by transcribing the focus group recording and
the notes from the semi-structured interview. Secondly, the researcher generated codes for each
theme by drafting a spreadsheet and coding all the relevant data. Thirdly the researcher
searches for themes. 16 themes were initially found in the data. Fourthly the researcher
reviewed all the themes which narrowed them down into four overarching themes. Finally, a
table was set up in excel which allowed the quotes from the focus group to be entered under
each heading. The themes were subsequently used to form part of the questions used in the
semi-structured interview with the consultant.
4.9

Quality Validity and Reliability

One area that both qualitative and quantitative research share with each other is a commitment
to the rigorous collection of high quality data and honest reporting (Grudens et al., 2004). The
challenge to the researcher in this study is to produce research whereby the evidence and
conclusion can stand up to close scrutiny of the scientific canons of inquiry i.e. validity and
reliability (Saunders et al., 2012). In order to ensure validity and reliability for the focus group
a participant volunteered to read the transcript of the meeting. As the tape was transcribed
directly word for word there were very few changes.
(Mays and Pope, 2000) suggest the researcher ask the following three questions to determine
whether the conclusions of a qualitative study are valid:
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How well does this analysis explain why people behave in the way they do?



How comprehensible would this explanation be to a thoughtful participant in the
setting?


4.10

How well does the explanation cohere with what we already know?
Time Horizons

This study is a cross sectional study as it was an observational study which collected and
analysed data from a population in a specific point in time (Mann, 2003)
4.11

Ethical Considerations:

The ethics submission for this study was considered low risk because the purpose was to study
the perceptions of everyday working lives rather than patients or clinical action.

The

anonymity of the participant and interviewee were ensured by applying a code to the interview
and participant’s names. Consent was obtained from each participant prior to the interview
with full details for the proposed research provided by email.

Participants were given a

guarantee that no information in relation to their response would be given to management. All
documents and cassette tapes will be held by the Researcher and not released to a third party.
The email sent to the participants inviting them to the focus group had a covering explanation
identifying the researcher and the purpose of the research. Participation was voluntary.
4.12

Limitations

Although the focus group produced some excellent data, the inexperience of the researcher in
the role of mediator resulted in questions not being probed further. Also the researcher felt that
one of the focus groups were conscious that the researcher was from the HR department and
may not have answered the questions totally honestly.
It is acknowledged by the researcher that the sample size of participants are not guaranteed to
be representative of all registrars in both training and non-training posts and maybe biased
towards one set. This is a limitation of qualitative research and in particular a focus groups
whereby participants are invited to attend. The researcher was not sure who would turn up on
the on the day. The use of individual semi-structured interviews may have resulted in the
researcher targeting an equal number of both medical registrars in training and non-training
posts. Despite this limitation, it is one of few studies which combine both training and nontraining registrars from the same hospital. This identified common themes which can
potentially influence local retention policies.
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Due to time constraints and the work schedule of both the researcher and policy maker it was
not possible to interview them. This has left some unanswered questions in relation to the
reason why there are non-training posts in the system. Also it has resulted in the loss of an
opportunity to explore possible solutions to ensuring that highly qualified IMG gain access to
SpR schemes. Further research is needed in this area.
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Chapter Five
5.0

Introduction

The aim of this chapter is to present the findings of the research undertaken within a NDATH.
This was achieved through conducting two semi structured focus groups with medical
registrars and one semi structured interview with a consultant physician in the senior role of
decision maker and policy maker. The focus group questions were developed to reflect the
research aims and objectives and analysis of relevant literature. Emerging themes from the
focus groups formed the research questions for the semi structured interview. The following
sections outline the main themes and subthemes emerging from analysis of the interview
transcripts.
The overall aim of the research aim is to gain insight into the reasons why there are a shortage
of registrars in the Medical Director of a NDATH. The research objectives are to establish
medical registrars’ views on their intention to leave or stay and identify the factors that
influence this decision.
Thematic Analysis provided four key overarching themes as follows:





Theme 1
Theme 2
Theme 3
Theme 4

Career progression for medical registrars
Mobility
Retention
Working Conditions

This section will present the key findings under each thematic heading. Reference will be made
to the relevant literature.
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5.1

Theme 1

Career Progression

The participants were first asked what brought them to work in the NDATH. Most Registrars
said that they came because a family member or a friend recommended the hospital to them.
While others had worked previously in the hospital as a more junior grade and returned to take
up a more senior post. “I was an Intern here and I did my SHO training here so I suppose I
was comfortable with the hospital and felt that it would be a good fit for me”.
Findings echo those of the Person-Environment Fit Model which implies a match between the
needs and values of the individual and the environment which results in higher performance
(Latham and Pinder, 2005). For the participants who had previously worked at a lower grade
taking up a posts represents career progression albeit in a non-training post. “Where career
progression is supported morale and commitment increases which impacts positively on
intention to stay” (CIPD, 2011).
However, there was quite a large degree of variety in participants reported perception of career
progression. One of the main negative impacts on career progression is the ability to obtain a
specialist registrar post. This results in many registrars working in non-training or service posts
indefinitely. Some participants in training posts expressed the view that not having an EU
passport limited their chances of getting onto a training scheme. This feeling of unfairness was
summed up by one contributor as “if you don’t have an EU passport you are at the bottom of
the pile”.
These findings can be related to regulation of immigration policy by the United Kingdom
whereby only IMG can only be recruited to training posts thereby matching skills to the
requirement of the job. The literature views this in terms of person job fit which suggests if
misaligned this could potentially cause stress to the individual which would lead to poor
performance (Christensen and Wright, 2011).
Other participants said that it was “who you know” and “the speciality you were in” that gave
you the greatest advantage. There was also a strong sense that if you worked in a particular
part of Ireland you had a greater chance of getting the scheme “Doctors from Hospital x always
got a place”. There was a feeling that by applying to schemes that had fewer applicants gave
you a better chance of securing a place regardless of your nationality. “There is a lot of
shortages on X scheme now a days, it is also a good profession”.
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Another participant felt that it was merit based on the criteria of having relevant exams. “I
don’t have any contacts, but, I am sure that I will get my exams and I will reach the eligibility
criteria”. For other participants they had not thought about specialist training as they had not
completed the relevant exams. “I haven’t thought about specialist training yet until I finish my
Membership of the Royal College of Ireland (MRCPI) exams”.
Thus there was a strong sense from medical registrars that career progression is dependent on
a number of variables including who you know, where you work, the training scheme you apply
for and completion of MRCPI exams. A number of registrars were happy to continue to work
in the hospital regardless of their chance of getting on a scheme.
From the literature there is evidence of a two tiered mismatched system of postgraduate
education between training and non-training posts which is a cause of dissatisfaction among
medical doctors (Mitchel et al., 2013).
5.1.1 Compatibility with Irish System
Participants described how they were dissatisfied that their training and experience from their
home country was not compatible with the Irish training system. This leads to a lack of career
progression, uncertainty about the future and disillusionment when they come to Ireland. “It is
very demoralising for people who have put a lot of work in abroad to come here and it is like
nothing”.
A participant described how they had completed their exams in their home country which made
them eligible for the specialist register of the Medical Council of Ireland. As they were already
on the specialist register they were eligible to apply for a consultant post, however, as they had
not completed their specialist training in Ireland their experience was not actually sufficient to
make them, generally suitable for the post.
Another participant explained that the Irish system is very different than many European
countries. “It is a system that you cannot compare to the rest of Europe”. Irish trained Medical
Registrars treat every medical patient and are qualified in both a speciality and general internal
medicine. “We are a Jack of all trades”.

“My specialist colleagues outside Ireland are

horrified, because they never have to carry a stroke bleep or deal with a seizure, Specialist
Registrars only have to work with their specialty”. A participant who moved from mainland
Europe said “There is a lot of things that I have not seen here”. “In my Department my
consultants know a lot about everything and sometimes we do not have enough time to learn”.
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Another participant found that they were not working in the speciality that they trained and
feared that they would become deskilled if they did not get back into it.
As highlighted above the literature highlights a mismatched two tiered system which impacts
person organisation fit and person job fit. However, it does not highlight a mismatched third
tier which is incompatibility of IMG health care system with the Irish health care system. This
may result in a jarring event taking place which could initiate a shock resulting in voluntary
turnover (Donnelly and Querin, 2006). Results from the literature show that a thorough
orientation is necessary for new members of staff in order to satisfy their need for security
which is a basic need on Maslow’s hierarchy of needs (Stagnitti et al., 2006)
A participant who is a SpR felt that more exposure to other specialties during the year rotation
would be more beneficial. “It is a very good place to do your general medicine training. You
get very practical experience than in a tertiary hospital”. This participant had concern for
fellow colleagues who could not access specialist training schemes. “I think the career path
for non-trainees people is difficult. The system does not take into account training from abroad.
For example, there are people who worked in France and have all the experience, but, they
have to start from scratch when they arrive here”.
Many participants interjected expressed the view that moving around hospitals had a negative
impact on their professional experience as they could not build up a rapport with other staff in
the hospital. “In my hospital at home you know that when you have a problem who to ask and
they know who you are and trust you and how you work”.
These findings support the literature that job satisfaction, motivation and career progression
are factors in retention of doctors.
5.1.2 Eligibility criteria
Education training and teaching sessions were available, but difficult to attend because of the
work load. “The main difficulty attending is that there is nobody available to cover you service
while you are away”. Some doctors felt that being unable to bring in food or drink to teaching
sessions affected their attendance especially when training sessions took place at lunch time.
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5.2

Theme 2:

Mobility.

One of the main characteristics of career progression is moving from hospital to hospital or
from country to country. Some participants had moved to Ireland from the Americas, Asia,
Eastern Europe and Central Europe and had different perceptions of moving between hospitals
in Ireland.
These finding support the literature regarding the concept of a Medical Carousel of mobile
doctors who come in search of the “best standard of training, more attractive salaries and
working conditions” (Guth et al., 2008 p. 830).
Once participants arrived in Ireland they had a different perception of internal mobility between
hospitals.
One participant was concerned that “Everyone is moving all the time and it is hard to quantify
the reasons why”.
Another participant argued that moving to a different hospital was related to career progression.
“Leaving the Hospital is just to progress, to gain more training in the hope of getting SpR
scheme”. This is confirmed by one participant who is leaving to go to a DATH. “I am going
to a DATH to work in X. speciality to gain more training and experience in the hope of getting
a place on a scheme”.
Another participant expressed that they did not have big ambitions to move and wanted to work
in a fixed team. “If I have something to learn and a consultant to teach me then I will move,
but, just not because of a bigger hospital”.
Ireland’s training was compared to the UK which involves moving around a number of
hospitals. However, hospitals in the UK are all within the same deanery which involves
moving less and travelling a shorter distance. An Irish trainee explained that Ireland is too
small to have specialties and is heavily reliant on trainees to cover the service. “If we weren’t
moving around everybody would be in a Dublin Academic Teaching Hospital”.

There was

a strong sense among the group that if you stay in the one place you will not get on. “You need
to get to know more people as there is not just one person on the interview panel for SpR
schemes”.
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The literature views doctors who move for the purpose of career progression as Knowledge
Worker. KW take control of their own career development and employability (Koslowsky et
al., 2012).
5.3

Theme 3:

Retention

Participants described the reason why they stay in a NDATH as prioritising family. “I have
everything that I want here, for my kids, for my family, for myself and my career profession
as well”. There was a strong sense among some participants that these doctors were being left
out from a career point of view because they did not move to other hospitals. It was also felt
that they were putting their career on hold. Some participants stated that “Doctors who stay in
a NDATH for more than one year are putting their careers on hold and prioritising their
family”.
It was further stated that doctors who decide to stay in the hospital because they have children
have an opportunity to leave when their children change from primary to secondary school so
that their education is not disrupted. “Non EU doctors who are leaving Ireland are either going
home or moving to another country because their children are in between primary and
secondary school”.
Participants related that staying around long enough in a NDATH may result in career
progression, but this is not guaranteed. “If you stay in the same place you may be bumped up
to be a consultant eventually”. Another participant described salary as the reason for remaining
as a Registrar in the same hospital. “Some doctors don’t mind being Registrar all their lives
because in comparison to their home country they earn ten times more so it does not matter if
they do not move”.
This supports the findings in the literature which shows that workers satisfy their need for
security through a sense of “community, participation and community” (Hancock et al., 2006
p. 1)
5.4

Theme 4

Working Conditions

Many participants felt that the hospital was a good place to work “basically it is a job, medicine
is medicine it is difficult when you are on-call at night because it is busy and the following day
when you are post call you have a lot of patients to look after”.
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Participants described a very good working environment in the Department they work in. This
is linked to the support they receive from their consultants and the nursing staff. “I think it is
the best Department in the hospital, they are very supportive here”.
5.4.1 On-call
Other participants reacted as they felt that on call at night was a difficult time for them.
Participants discussed the lack of support at night and considered this an issue. “Obviously
you have your Consultant to go to, but you just need another specialty registrar just to say yes
that is the story that is the case like a Neurology on call Registrar”. Another participant reacted
and outlined how they contact a registrar in the necessary speciality from another hospital and
don’t find any difficulty in that approach. They further outlined how other DATH had only
one Registrar on call at night and this hospital had two. Another participant felt that they had
enough experience to deal a situation and therefore it was not a problem for them “I am 33
years of age and by now I have enough experience to make a decision on my own at night or
to decide to wait until the morning”. However, they did acknowledge that “it is daunting for
a new registrar to the system where they do not have the experience to say yes this is fine it is
not going to be a problem until the morning”. Another participant felt unsupported on their
first night as registrar on call. Some of the participants outlined that they did not leave the
hospital after their shift ended due to workload. “More often than not do we leave after our
shift as there are so many patients to be admitted”.
5.4.2 Rosters
Many participants felt that it was a good place to work and would recommend the hospital to
a friend. There was one issue however, the on call roster. “If you ask someone if they
recommend a place the first thing they will ask is how frequent is the call and are you told far
in advance when you are on call. Participants related the lack of notice for rosters which
impacted on work life balance. “Not being able to plan your life is crazy”.
It is evident in the literature in relation to Hertzberg’s hygiene factor that if extrinsic factors
such as good working conditions are not present they lead to job dissatisfaction and intention
to leave (Humphries, 2015).
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5.5

Further stage of analysis – assessment of findings from Consultant

The methodology chapter outlined that as part of the qualitative research approach a Consultant
would be interviewed. This involved presenting the main findings from the literature review
and the themes from the semi-structured focus groups. This was in order to assess the relevance
and practicality of the study. As the interview was semi structured the questions did not take
the same sequence as the focus group.
5.5.1 Theme 4:

Retention

The Consultant believed that retention is an issue at national level and attraction is the issue at
local level. The consultant stated that “the wrong question is being asked here, it is not is there
a retention issue it should be is there an attraction issue. There are two levels to this problem,
national and local. At local level the issue is about attracting the highest quality doctors in
order to provide the best patient care and at a national level it is necessary to retain a sufficient
supply of doctors to staff our hospitals”.
5.5.2 Theme 1:

Career Progression

There was a general acceptance by IMG that it is difficult to obtain a place on the Specialist
Training Schemes.

There was a strong sense from these medical registrars that career

progression is dependent on a number of variables including who you know, where you work,
the training scheme you apply for and completion of MRCPI exams.
The consultant refuted these issues and outlined that “there are factors out of the control of the
hospital” including;
One of the challenge for the hospital is legislation and the economic factor of supply and
demand. The consultant stated that “The challenge of European legislation dictates that
European doctors are offered places on training schemes above their counterparts from Non
EU countries. For example if there are eight places on a Specialist Scheme and a Non EU
doctor is number six he cannot be appointed if there are other EU doctors on the panel after
him. For example the number of places on x scheme is not sufficient because of the number of
EU applicants received”. EU doctors are taking their pick”.
The consultant also stated that labour markets are dictating the availability of doctors. “Our
hands are tied because of the market place. Currently there is a short supply of doctors in the
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system to choose from and demand is high. Working conditions are perceived to be poor and
this is taking them out of the country”.
This is evident in the literature as demand far outweighs supply of medical doctors worldwide
(WHO, 2006).
The nationally agreed contract between government and NCHD’s cannot be changed.
Hospitals cannot renegotiate contracts or change any term or condition that would entice a
registrar to work in a NDATH. Most NCHD’s want to live in Dublin and the commute from
the city is costly and time consuming. “Our hands are tied because of the nationally agreed
contract between the government and the NCHD’s. “We are unable to pay doctors beyond the
terms and conditions of the contract. Like give them a weighting for living outside Dublin like
they do in London”.
Consultant led teaching for Membership exams is evident in the hospital, however, the
consultant outlined that it is poorly attended. “Teaching is provided, but it is ad-hoc with few
doctors turning up”.
5.5.2.1 Career progression:

Change to structure of training

The consultant described that a further factor outside the control of the NDATH is the change
to training. “It is becoming more difficult to fill BST schemes and General Practitioner (GP)
schemes. Doctors are taking time out after their intern year because they have more choice.
They feel what is the rush? In my day it would be career suicide if you did not go straight into
the BST after the Intern year. You could forget about getting a HST in Ireland after you
returned. Nowadays more choices exist after the Intern year”.
5.5.2.2 Career progression

Change to Commitment

The factors raised in the literature in relation to change to the psychological contract were
highlighted to the consultant. The consultant extended the findings and raised a very significant
factor about commitment to the vocation had also changed. “It is a different generation and
there is less need to be as committed as the previous generation. Today NCHDs have a better
work life balance than consultants had in previous generations”.
The Consultant stated that young doctors today want to balance their life and their job. They
no longer want to spend long hours working. “When I came to a NDATH as an NCHD it was
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because I was from the area, part of the community, I had a vocation, doctors no longer have a
vocation”. “The golden age of being a doctor is gone”.
The changes outlined above can be viewed in terms of the psychological contract and the
concept of the free agent who change jobs (Biemann et al., 2012). This is especially true for
younger junior doctors known as millennials who are more mobile than their older counterparts
(Lyons et al., 2015).
5.5.2.3 Career progression:

Non-Training posts

The literature Review highlighted that there are not enough trainers in the system to increase
the number of training posts. “This is not the case, there is an oversupply of trainers willing
and ready to take up the opportunity to mentor trainees. The RCPI approve the number of
training posts so that is out of our hands”.
The consultant refuted claims that there was a shortage of trainers as the reasons for there being
not enough training posts in the system.
5.5.3 Theme 3:

Retention

Doctors are prepared to stay in the one place for a number of years for family reasons.
The consultant outlined that “IMG are earning more money than they would at home so they
are happy to stay here. However, it was felt that some of the turnover was functional whereby
contracts were not extended. “For training purposes it is essential that doctors get as much
training as possible and this entails moving to different hospital. One year is a sufficient
amount of time to be spent in one hospital before moving on”.
There is a problem that doctors who have not completed their training can become consultants
eventually. “No qualification – No consultant. It is not good practice to have doctors working
as consultants who are not on the specialist register of the Medical Council of Ireland”.
The consultant supported claims that doctors should not become a consultant unless they have
been through the proper training.

5.5.3.1 Retention:

Vacant Posts
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Vacant posts are currently being filled by agency locums at present costing the hospital millions
of euro per year. “This is a short term solution to a long term problem, long term planning
needed to ensure continuity of patient care”.
Many doctors have opted for the agency doctor route whereby they are not attached to any
hospital. “There is a lot of money to be earned through agency work”.
5.5.4. Theme 4:

Working Conditions

It is essential to create an environment that will attract doctors back from abroad. The
consultant outlined that there are two levels; organisational and personal. “The hospital need
to create the right working conditions to retain doctors, create better standards for example 12
hour shifts instead of the current 24 hour shift system. This will be much more beneficial for
the team and in the end the patient will benefit most”.
For example NDATH is comparable to Western Australia. All doctors want to go to Sydney
but there are few vacancies there. “Even though our doctors cannot go to Sydney, Perth is still
a better option for them than Ireland.

Perth hospitals have better working conditions, proper

practices, they target our SHO’s and place them on a career path”
“Where we want to get to at a local level is that registrars are willing to travel because the
consultants are worth travelling for. Systems need to be put in place to support doctors and
ensure that they have the proper facilities to enable them to carry out their role”
It has been identified that there is a three tiered system of training i.e. Specialist, non-training
posts and EU specialist trainees in the system.
“There are actually four tiers of training as there are doctors who have completed their
training prior to 2007 in their own country who are not eligible to apply for any Specialist
schemes. These doctors are in limbo. All doctors are treated equally in the hospital regardless
of their status”.
This further reiterates literatures finding that regulations are preventing doctors from
progressing in their career. Regulations have been set by the Medical Council of Ireland that
no doctor who qualified before 2005 are eligible to apply for a specialist scheme. Literature
claims that regulations are there to ensure quality patient care (Cheng et al., 2012).
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5.6

Recommendations

The consultant made recommendations for doctors who come from abroad in order that they
fit in with the Irish system;
“The college need to implement a programme for these doctor when they arrive in the country”
“A remediation programme should be provided also if one is needed”
A solution to the problem of training schemes could be solved by introducing the UK Locum
Appointment Training (LAT) post. Many doctors who do not get onto the SpR schemes in
Ireland opt to go to the UK. The LAT scheme “allows for time spent in non-training posts to
be accredited”.
“Ireland is losing a lot of good registrars to the UK. We are a stepping stone to the UK because
we have a similar system here, non EU doctors have a better chance of getting onto a training
scheme over there”.
5.7

Further investigation

The consultant raised the issue of Brexit which may be an opportunity for Ireland as Irish
doctors will no longer have open access to the UK. This would have to be investigated further.
The concept of millennials and medical doctors would have to be researched further. A
longitudinal tracking study would be beneficial.
This study also uncovered an unexpected finding which is the issue of specialist qualified EU
doctors who are eligible for consultants posts but do not have the necessary experience of the
Irish Health System. A recommendation for future research is to gain an insight into the training
needs of these doctors on arrival to the country.
I wish to acknowledge the hard work of all doctors at the NDATH in which I work. While the
medical registrars identified that working conditions are a key factor in job satisfaction and
intention to leave doctors were satisfied with the experience and staff of the hospital. In
particular the nursing staff were acknowledge as a great support. Thus it would be beneficial
to further investigate the impact of voluntary turnover on the relationships with staff members.
.
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Chapter 6

Discussion

The literature shows a strong correlation between training, career progression and voluntary
turnover and quality patient care. Chapter five presented the themes identified through
conducting two semi-structured focus groups and one semi-structured interviews and matched
them to their position in the literature.
The themes from the findings including


Career Progressions



Mobility



Retention



Working Conditions

These themes derived from data gained from two semi structured focus groups and one semi
structured interview. The questions were formed from the objectives of this study which are:
Objective 1:

To establish Medical Registrars views on their intention to leave or stay in a
NDATH

Objective 2:

To identify the factors influencing registrars reasons for staying and leaving.

Objective 3:

Investigate the factors influencing career progression

Objective 4:

To establish a consultant’s view on retention and turnover in a NDATH

The purpose of this study was to gain insights into the factors that influence why there is a
shortage of registrars in the Medical Directorate of a NDATH. So why is there a shortage of
registrars in a Medical Directorate of a NDATH?
As outlined initially retention of high quality NCHD’s is essential for the reform of the Irish
Health Services and a critical component of hospital performance and quality patient care
(Humphries, 2015). This was substantiated by the medical registrars and consultant who took
part in the study and who confirmed that retention of medical registrars is an issue but it runs
much deeper. There are a number of dichotomies in the literature and findings which have a
bearing on doctor retention which ultimately leading to a decision on “should I stay or should
I go”, “training and non-training posts”, “intrinsic and extrinsic factors” and “local and
national” which are factors in the of retention of medical doctors.
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This chapter will provide a summary of the results of the findings in relation to the research
objectives.
At the outset the literature review highlighted that doctors are highly educated and mobile with
a professional qualification that is highly sought after. The literature review conclusion
determined that intrinsic factors of knowledge acquisition and career progression were key
factors in doctor turnover. Although intrinsic factors such as the training experience in the
hospital was excellent. These factors were mitigated by extrinsic factors of working conditions
such as rosters and oncall. The consultant interviewed wisely said that the hospital does not
have a retention problem it has an attraction problem. This has been as view also taken by the
IMO for many years “Ireland has an attraction problem not a retention problem” (IMO, 2013).
This can also be viewed in terms of the Voluntary Turnover Model whereby dissatisfaction
with rosters and on-call at night time could be viewed as a shock in the system which could
ultimately lead to the psychological decision to leave (Hayes et al., 2015;Donnelly and Quirin
(2006)
Career progression was also closely associated with intention to leave. Turnover of doctors is
a natural progression ((Jelfs et al., 2014). For specialist registrars this was to enable them to
complete their training and gain experience in order to become a qualified consultant. For
doctors on non-training schemes moving was to establish a network with other consultants in
the area they wished to specialise in. This move was seen as an effort to increase their chances
of gaining a place on the Specialist Registrar Scheme. This leaves posts vacant every six to
twelve months in order to be filled again. Increasing training posts would give the hospital a
steady supply of high quality doctors which would make the hospital an attractive place to work
for more junior doctors.
Intention to stay short term was also associated with training and career progression. For
doctors in non-training posts registrar posts it constituted career progression. It also provided
an opportunity for some registrars to gain valuable experience in a small busy hospital. It also
provided an opportunity to complete MRCPI exams in order to gain access to scheme.
Registrars who wished to stay long term for family reasons, generally not ambitious and pay
was better than their home country. “I have everything that I want here, for my kids, for my
family, for myself and my career profession as well”. Factors contributing to staying were
associated with a supportive team including consultant and nursing staff. This can be viewed
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in terms of Maslow’s Motivation theory of Hierarch of Needs whereby their security needs
were met (Hancock et al. 2009)
From these findings it is evident that there are a number of tiers of post graduate training taking
place in the hospital; training posts, non-training posts, EU specialist qualified and finally the
consultant raised the fact that only doctors from Australia, New Zealand, Malaysia, Sudan and
South Africa with an internship after 2006 and Pakistan after 2008 can enter training jobs or
specialisations” (Zia, W 2015) “These doctors are in limbo”. This can be viewed in terms of
the theory of person job fit. The following are the tiers of training that are evident in the Irish
system
1. Training post - Specialist Registrar
2. Non-Training post – filling service posts
a. Studying for exams to become eligible for specialist training scheme
b. Satisfied to stay long term for work life balance / happy and salary
3. EU specialist qualified – eligible for consultant post but does not have experience of
Irish

system

4. Pre-2006 / 2008 eligibility for IMG
These tiers are a challenge to management in terms of motivation and job satisfaction. As stated
in the literature review doctors who are in training posts are more satisfied than doctors who
are not. As these doctors are already mobile as some have travelled from Asia, Americas,
Central Europe and Eastern Europe to take up posts they can equally embark onto the medical
carousel again and leave for another country.
As the consultant stated in the semi-structured interviews. There are a lot of issued out of the
control of the hospital. These were considered in terms of factors at a national level. One key
factor for example is number of approved training posts that are impacting at a local level.
However, there are factors within the control of the hospital which could have an impact on
the working lives of doctors. These include reducing onerous rosters to a two hour shift. It is
an opportunity for management to build trust with doctors.
Recommendation
By developing a culture of learning in terms of Senge, (1959) learning organisation would be
a key factor in ensuring that doctors are motivated by the “acquisition and transfer of
knowledge and skills” for the purpose of career development (Guth et al, 2008 p. 830). The
Learning Organisation Model is one of innovation and where employee continuously learn and
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develop in order to obtain their personal goals (Garvin 1993) . This can be achieved through
the establishment of a Postgraduate Department to co-ordinate the teaching and training of all
doctors in the hospital. This would provide a platform for all doctors in training to develop
their career pathways as they compete for Higher Specialist Training. The Postgraduate
Department would also be responsible for setting up an alumni database to maintain links with
all doctors who move through the hospital
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