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Abstract

Background: The transition from a one-year to a
two-year medical internship program represents a
significant shift in medical education, aiming to
improve training quality and clinical readiness.
While these reforms are increasingly adopted, they
face challenges that must be addressed to support
successful implementation. This study examines
faculty perspectives on the transition process,
focusing on key challenges and opportunities
associated with extended internship programs.
Methods: We conducted a cross-sectional, survey-
based study from October 2022 to October 2023,
using both quantitative and qualitative methods. A
total of 319 faculty members from 17 medical
schools participated, providing insights into critical
aspects of the transition. Results: The study
revealed several challenges: 68% of faculty
reported infrastructure inadequacies for a two-year
program, with public colleges and training hospitals
highlighting limited physical and technological
resources. Furthermore, 73% of respondents
identified a need for qualified supervisors and
emphasized upskilling existing faculty for effective
mentorship. Concerns over training quality were
also noted, with 65% rating the current one-year

program as “fair” or “inadequate.” Ethical
considerations were highlighted by 90% of
respondents, who were uncertain about clear
guidelines for intern well-being, while 98%
indicated an absence of effective information
systems to track intern progress. From these
findings, we developed a systems-thinking
framework across three levels—macro (national
policies and strategies), meso (institutional
resources and quality assurance), and micro
(program-specific supervision and curriculum).
This framework addresses these challenges
comprehensively, offering strategies for sustainable
improvement. Discussion: The results indicate that
transitioning to a two-year internship requires
substantial resource investments, robust supervision
structures, and ethical safeguards. The systems
framework provides a multi-level approach that can
guide similar reforms in diverse settings, focusing
on quality improvement and coordinated efforts
among stakeholders.
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Background

A medical internship is a crucial phase in a
physician's training, bridging the gap between
medical education and independent practice. It
provides practical training under supervision,
offering essential support, feedback, teaching, and
assessment.! However, the effectiveness of this
phase varies, impacting the preparedness of new
physicians.??
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Traditionally, medical internships last one year,
following six years of medical school. This format
allows graduates practical experience across various
specialties. However, in response to changes in
healthcare and education, countries like Brazil,
Egypt, South Africa, and the UK have shifted to a
two-year medical internship.* The UK implemented
the two-year Modernising Medical Careers (MMC)
foundation program in 2005, emphasizing high-
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quality training, enhanced supervision, and
continuous competency development. This shift
aimed to reduce the service delivery burden on
trainees, focusing instead on their progression
toward the Certificate of Completion of Training
(CCT).s

Extending the internship from one to two years
creates some challenges, particularly resistance
from faculty members. This reluctance is explained
by the status quo bias, a preference for maintaining
existing practices.®® To mitigate this resistance, it is
vital to engage faculty in the reform process,
allocate time for discussion, clarify objectives, and
establish success measures.’

The internship structure has remained largely
unchanged and unreviewed for nearly 30 years.'”
While there is research on graduates' perceptions of
the two-year program, faculty perspectives are
understudied, especially in regions like Africa, the
Middle East, and Asia. This study addresses these
gaps by exploring faculty views on the transition
from a one-year to a two-year internship in Egypt,
where the change met resistance due to concerns
about the lack of evaluation of the one-year
program, and unclear plans for the transition.

By examining the perspectives of faculty involved
in the one-year program, this study aims to identify
challenges and barriers in the transition. The
findings will inform future policy and planning for
internship programs, ensuring smoother transitions
and more effective implementation. The primary
research question central to this study is: What
factors enhance or hinder the transition to a two-
year medical internship program, as perceived by
faculty members? This study will also develop a
framework to guide future transitions based on the
participants' responses.

Methods

Study design

This cross-sectional survey study was conducted
between October 2022 and October 2023. The
survey primarily consisted of structured, closed-
ended questions to gather quantitative data about
faculty perspectives on the transition from a one-
year to a two-year medical internship program. To
provide additional context and deeper insights, the
survey also included several open-ended questions,
with  responses analyzed thematically to
complement the quantitative findings. This
approach enabled a comprehensive understanding

of faculty members' views on factors influencing the
proposed internship program changes.

Target Population and Sampling Technique

This study employed a convenience sampling
method, recruiting participants through WhatsApp
groups that included faculty members from various
medical schools. The target population consisted of
faculty involved in the development and
implementation of the one-year medical internship
program, as well as staff from training hospitals
affiliated with Egyptian public, private, and military
medical schools.

To establish the sample size, we relied on the
population available within the identified
WhatsApp groups, which consisted of 456 faculty
members. A total of 319 respondents voluntarily
completed the survey. These participants were
categorized based on their institutional affiliations
into three groups: governmental; national (private);
and military medical schools. Specifically, the
sample included faculty from 1 military, 7 private,
and 15 public medical colleges, representing a total
of 17 medical schools out of 26. To avoid duplicate
responses, participants who belong to more than one
WhatsApp group were instructed to complete the
survey only once.

The diverse representation across these institutions
provided a broad range of perspectives. This
approach was appropriate given the exploratory
nature of the study and the feasibility of reaching
targeted participants through existing
communication channels.

Data Collection Tool and its Validation

The survey was designed based on two theoretical
frameworks: the @ WHO  Health  System
Strengthening Framework!' and the Donabedian
Framework of Healthcare Quality Assurance.!? The
final validated survey included (29) items in five
main domains: (A) Infrastructure and resources
pooling (5 items); (B) Workforce adequacy (5
items); (C) Training quality & incentivizing
supervision (12 items); (D) Ethical considerations
(3 items); and (E) Information Systems (4 items).
Each domain assessed the faculty perception of both
the one-year and two-years program. Additionally,
the survey included four open-ended “why” and
“how” questions aimed at eliciting qualitative data
to explore the reasons and mechanisms underlying
respondents' perspectives.

© Education for Health « 38:1 * (January-March 2025)

Page 32



Hamed, et al.: Medical internship program

The survey's content validation was conducted
using the Content Validity Index (CVI) to ensure
validity. A panel of four medical education experts
rated each item on a 4-point scale: 1: Not relevant;
2: Somewhat relevant; 3: Quite relevant; 4: Highly
relevant, with consensus defined as > 75%
agreement and a median score of 3 or 4.1 Inter-rater
reliability was assessed using the intraclass
correlation coefficient (ICC) through ANOVA:
Two-factor without replication.'* The survey was
piloted on 20% of the sample for clarity, and
reliability was measured using Cronbach’s Alpha,
with a threshold of > 0.75 considered acceptable.

The wvalidation results showed strong agreement
among raters. Initially, 36 items were reviewed, and
seven were removed for not meeting the CVI
threshold. Reliability analysis yielded a Cronbach’s
alpha of 0.94 for the 36-item survey and 0.89 for the
final 29-item version, indicating high internal
consistency. The ICC value of 0.774 demonstrated
good inter-rater reliability.

The survey was created and distributed using
Google Forms, which allowed for secure data
collection and easy access for participants through
the shared WhatsApp link. Survey invitations,
including a link, purpose, completion time, consent
information, and confidentiality assurances, were
sent via WhatsApp to faculty members. Weekly
reminders encouraged participation.

Data Analysis

Descriptive statistical analysis was conducted on
the collected numerical data. The data was
systematically  organized, summarized and
presented as frequencies and relative frequencies
(percentages). The qualitative data obtained from
the open-ended questions in the questionnaire was
thematically analyzed. The process involved open-
coding the data. Codes were grouped into categories
which were iteratively refined until distinct themes
emerged. Themes were then interpreted to
understand the underlying meanings related to the
study’s objectives. We then examined how these
qualitative themes aligned with quantitative survey
results, enriching our understanding of key areas
needing development for an effective internship
program transition. [See Appendix-1]

Results

I. Demographic data of participants

The total number of participants who responded to
the survey was 319 out of 456 constituting a
response rate of 70%. Most participants 181 (57%)
were affiliated with public medical colleges,
followed by 112 (35%) from military medical
college, and 26 (8%) from a private college and
training hospitals. Regarding academic ranks,
professors constituted the largest group, 144 (45%),
followed by lecturers, 70 (22%), training hospital
staft, 57 (18%), and assistant professors, 48 (15%).

1L Results of quantitative data

Figure 1: Respondents’ ratings of domain (A) infrastructure and resources
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Figure 2: Respondents’ ratings of domain (B) Workforce Adequacy
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Figure 3: Respondents’ ratings of domain (C) training quality & incentivizing supervision
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Figure 4: Respondents’ ratings of domain (C) training quality & incentivizing supervision (cont.)
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Figure 5: Respondents’ ratings of domain (D) ethical considerations
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Figure 6: Respondents’ ratings of domain (E) information systems
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III.  Results of qualitative data

Analysis of the responses to the four open-ended
questions revealed several key themes. The first
question focused on actions needed to improve
internship training. Respondents emphasized the
necessity of robust supervision, structured
competency-based  training, and  effective
assessment methods. They highlighted the
importance of increased clinical exposure,
enhanced resources (faculty and equipment), clear
regulations, accountability, active intern
involvement, and a focus on quality improvement.
The second question addressed the benefits of
extending the internship to two years. Respondents
noted enhanced clinical exposure, better
competency development, more specialty training
opportunities, and reduced pressure on healthcare
services. Improved communication skills, increased
time for community service, and better career
choices for interns were also mentioned. However,
a minority viewed the extension as unnecessary.
The third question explored curriculum
considerations for priority health problems.
Respondents stressed the need for competency-
based training, linking the curriculum to community
health needs, and emphasizing common illnesses
and national health issues. They recommended a
case-based approach, participation in health
campaigns,  adherence  to  evidence-based
guidelines, and effective mentorship through
portfolios or logbooks. The fourth question asked
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about resources needed for effective internship
training. Respondents called for financial resources
to incentivize faculty, well-trained clinical staff,
competent leadership, and collaboration between
institutions. They also emphasized the need for IT
resources like online platforms and simulation
centers, improved hospital infrastructure, and a
central information system.

IV- Integrating qualitative and quantitative
results in the framework [See Appendix-1]

In this study, integrating qualitative and quantitative
findings enabled a comprehensive understanding of
the requirements and complexities of transitioning
to a two-year medical internship program.
Quantitative results underscored the need for
enhanced clinical exposure, faculty development,
structured mentorship, and robust infrastructure.
The qualitative insights added depth to these
findings, revealing specific faculty perspectives on
how to address these needs effectively.

For instance, quantitative data highlighted the need
for improved supervision and competency
development. Qualitative responses contextualized
these results, with participants describing practical

solutions, such as increased workplace-based
assessments, faculty training, and structured
competency-based programs. This alignment

between quantitative priorities and qualitative
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descriptions highlighted the theme of robust
supervision, directly feeding into the micro-level
framework components of supervision quality and
curriculum design. Similarly, the quantitative
demand for a community-focused curriculum was
enriched by qualitative insights suggesting case-
based learning and public health campaigns as
actionable methods to achieve this aim. This
interplay between qualitative and quantitative
results reinforced the macro-level framework
components, such as healthcare system integration
and national policy alignment, fostering a
curriculum that addresses both community needs
and clinical competencies.

The cross-cutting themes, including continuous
quality, flexibility, and evidence-based decision-
making, emerged as essential for supporting each
framework level. Quantitative findings indicated
high support for flexible training durations and
continuous improvement, while qualitative data
reinforced this with practical strategies for

adaptability, quality assurance, and equity in
training opportunities. Together, these integrated
results reflect a coherent systems-thinking approach
that bridges educational and healthcare needs across
institutional, organizational, and national levels.

Systems Framework for Transitioning to Two-
Year Medical Internship Program

The analysis yielded a comprehensive systems-
thinking framework for transitioning from a one-
year to a two-year program. This framework is
structured across three interconnected levels: macro
(national/system-wide); meso (institutional/
organizational); and micro (individual/program-
specific). These levels are unified by five cross-
cutting themes as shown in Figure 7. This multi-
level, integrated approach reflects the complex
interplay of factors involved in successfully
implementing and sustaining an extended internship
program, emphasizing the need for coordinated
efforts across all levels of the healthcare and
educational systems.

Figure 7: Systems Framework for Transitioning to Two-Year Medical Internship Program
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Discussion

This study offers a foundation for enhancing the
two-year medical internship program to improve
both medical education and healthcare delivery,
particularly in similar contexts worldwide.

Infrastructure and Resources

While faculty considered the current infrastructure
adequate for a one-year internship, they expressed
concerns about its sufficiency for a two-year
program, reflecting the “quality chasm™ often seen
between best practices and resource constraints in
real-world settings.’®  Expanding human,
technological, and financial resources aligns with
WHO and Donabedian recommendations for
scaling health professional education.''> Sharma
and Cotton have noted that “Healthcare quality and
resource constraints are often mutually exclusive,”
underscoring the challenge of expanding the
program.'® Faculty awareness of the risks of
stretched resources highlights the need for careful
planning to maintain educational quality during the
transition.'”

Strategies like comprehensive needs assessments
and phased transitions could help manage resource
requirements effectively. Institutions may also
benefit from inter-institutional resource sharing,
increased use of technology-enhanced learning, and
stakeholder engagement to ensure effective
resource allocation. Additionally, partnerships with
local and international organizations can extend
resource capabilities and provide diverse rotation
experiences for interns. Notably, continuous
monitoring and evaluation systems are crucial for
assessing resource adequacy throughout the
transition. '

Workforce Adequacy

Faculty prioritized enhancing supervision skills
over simply increasing the number of supervisors,
likely due to cost-effectiveness and the continuity
provided by well-trained staff.”® Addressing
workforce  adequacy  requires  multifaceted
strategies, including faculty development programs
focused on supervision and workload redistribution
through clinician teaching roles or dedicated
supervisory positions to prevent burnout.'®?!
Technology and simulation-based training can
further optimize faculty time and resources.?” Slavin
and colleagues suggest that support systems for
students, including mental health and stress
management resources, can prevent burnout—
similar measures could help faculty as well.?

Long-term strategies are also essential for
sustaining workforce adequacy. These include
creating career pathways that reward teaching and
supervision, potentially revising promotion criteria
to value educational contributions.?* Partnering with
other healthcare institutions for shared teaching
responsibilities can also help balance workloads and
prevent faculty fatigue.?

Training Quality and Incentivizing Supervision

The perception of the current one-year program as
only "fair" by 65% of respondents highlights the
need for quality improvements, aligning with
WHO’s emphasis on training and supervision
standards.?® Anticipated overlap of one- and two-
year programs raises concerns about stretched
faculty resources and compromised quality, echoing
Tekian and Artino's findings on challenges in
maintaining quality with expanding class sizes.?”’

To address these concerns and workforce
maldistribution, innovative strategies are needed. A
centralized body for recruiting, managing, and
incentivizing a pool of supervisors could
standardize training quality, as seen in the United
Kingdom.”® Formal workload reduction systems,
like the U.S. Academic Education Value Unit
(EVU), could ease faculty burdens.”” Cross-
institutional mentorship, using virtual and periodic
in-person mentoring, could bring expertise to
underserved areas.* Competency-based
progression, which optimizes resources and
shortens training for high-performing interns, has
shown promise and requires a robust assessment
system.'®*!32 Networks of training sites that share
resources and rotate trainees can also balance
educational opportunities and supervision quality.*?

Incentives for supervisors could include financial
rewards, career advancement opportunities, access
to training or conferences, public recognition, and
flexible scheduling to prevent burnout.?2"243435 The
Ministry of Health (MoH) could play a pivotal role
by establishing a national quality assurance
framework, funding incentives and supervisor
training, and coordinating with medical schools.
Policies for protected teaching time, a supervisor
database, and international partnerships would
further strengthen the system. This comprehensive
approach ensures continuous quality improvement
and equitable resource distribution in medical
education reform.'”
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Ethical Considerations

The uncertainty around ethical guidelines for the
current one-year internship program—indicated by
90% of respondents—reveals a significant gap in
the ethical foundation of medical education, raising
concerns for the proposed two-year program as
well. Dyrbye et al. (2014) emphasized that burnout
and mental health issues among medical trainees
can adversely affect both personal well-being and
patient care quality, highlighting the need to
prioritize intern welfare in program expansion.*
These ethical issues are fundamental to both the
WHO and Donabedian frameworks, which stress
the importance of ethical standards and fair
practices in healthcare education.’’® The Australian
Medical Council similarly emphasizes clear ethical
guidelines and support systems to protect trainees’
well-being.*

Key elements for robust ethical guidelines should
include fair treatment, manageable workloads,
reporting mechanisms, and patient safety
protections. The involvement of ethicists,
educators, trainees, and patient advocates can
ensure relevance and comprehensiveness.*’ Well-
being programs focused on mental health, stress
management, and work-life balance, such as regular
check-ins, counseling, and resilience workshops,
have proven effective in medical training settings.*!
Additionally, financial considerations should be
carefully managed to prevent undue burdens on
interns.*

Information Systems

The lack of awareness (98% of respondents) about
an information system for the one-year program
reveals a significant deficiency in data management
and program monitoring. This gap is concerning,
given the crucial role health information systems
play in improving services, as emphasized by the
WHO framework.* The recognition by 64-67% of
respondents of the need for efficient systems in the
two-year program reflects an understanding of the
complex data needs for extended training and the
potential for such systems to enhance educational
outcomes. Effective information systems can
support competency-based education by enabling
personalized learning pathways and real-time
feedback for learners and educators.” These
systems are also key for accountability and
continuous quality improvement, essential elements
of the Donabedian Framework.’” The Australian
Medical Council similarly stresses the importance
of integrated systems for tracking progress and
ensuring data integrity, aligning with global

standards education

programs.*

for high-quality medical

To address these concerns, a comprehensive needs
assessment should be conducted with input from
educators, administrators, interns, and IT
specialists. This assessment should focus on
competency tracking, supervision monitoring,
performance analytics, and data sharing across
institutions.** The information system must
integrate seamlessly with existing hospital and
educational systems to ensure efficient data flow
and avoid redundant data entry, creating a complete
view of intern performance and program
effectiveness.*” Given the sensitive nature of the
data, robust security measures such as encryption,
access controls, and compliance with data
protection regulations are essential.* User-friendly
interfaces should be prioritized to improve adoption
rates and ensure high-quality data input from
faculty, administrators, and interns.* Real-time
analytics and reporting capabilities are also critical
for timely interventions and continuous program
improvement, aligning with competency-based
medical education principles.* Comprehensive
training programs and ongoing technical support
will ensure effective system use and data integrity.*
Finally, adherence to international interoperability
standards will facilitate future collaborations and
data sharing with other institutions or health
systems.*’48

Systems Framework for Transitioning to Two-Year
Medical Internship Program

The systems framework developed for this
transition is structured across macro, meso, and
micro levels, following a systems-thinking
approach. This highlights how interventions at one
level impact others, emphasizing the need for a
holistic strategy. The framework outlines the
interconnected nature of these interventions, where
"National Policies & Governance" at the macro
level links to "Resource Management" and "Quality
Assurance" at the meso level, which in turn
connects to elements at the micro level.'"'2

The transition to a two-year internship program
relies on several cross-cutting themes. Continuous
quality improvement involves regularly updating
policies, refining practices, and revising curriculum
content to ensure alignment with best practices.
Stakeholder engagement and communication are
essential, requiring input from all parties, including
health bodies, policymakers, faculty, and interns.
Clear communication ensures smooth
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implementation. Evidence-based decision making
is vital for informed policy decisions, resource
allocation, and curriculum refinement, using
research, data, and performance feedback.
Flexibility and adaptability allow policies and
systems to accommodate regional and contextual
variations, ensuring the program adapts to changes
while meeting interns’ individual needs. Equity and
accessibility guarantee that all interns have fair
opportunities, addressing workforce imbalances and
ensuring equitable resource allocation without
causing undue financial or personal burdens.'?

By integrating these themes, policymakers can take
evidence-based decisions for an inclusive transition
to a two-year program. This framework aligns with
the WHO!! and the Donabedian Frameworks,'? both
used as lenses in this study.

Conclusion and Recommendations

This study highlights key factors related to the
extension of intern training, including resource
allocation, workforce development, training quality,
ethics, and information systems. The systems
framework proposes a comprehensive approach
with interventions at macro, meso, and micro levels.

Strategies include improving infrastructure,
supervision skills, and information systems,
addressing  ethical concerns, and ensuring

continuous quality improvement. Success will
require strong collaboration among policymakers,
medical schools, healthcare institutions, and other
stakeholders. By tackling these challenges, medical
internship  programs could be significantly
improved.

Based on our study findings, we propose the
following  practical =~ recommendations  for
operationalizing the framework:

At the macro level, implementation should begin
with establishing a national steering committee
comprising representatives from medical schools,
teaching hospitals, and regulatory bodies to oversee
the transition process. This committee would be
responsible for developing standardized national
guidelines for competency assessment and
supervision requirements.

Additionally, policies should be created to ensure
equitable distribution of training opportunities
between urban and rural areas, supported by a
national digital platform for tracking intern progress
and program outcomes. At the meso level,
institutions  should form transition teams

responsible for local implementation and resource
allocation. Teaching hospitals should develop
partnerships to share training capacity and
expertise, while implementing standardized quality
metrics for monitoring program effectiveness.

Faculty development programs focused on
supervision and assessment skills are essential,
alongside establishing institutional information
systems that integrate with the national platform. At
the micro level, structured supervision models
with clear roles and responsibilities should be
designed and implemented.

Competency-based portfolios tracking intern
progress should be developed complemented by
mentorship programs pairing experienced faculty
with new supervisors. Regular feedback
mechanisms between interns and supervisors
should be established, along with regular program
evaluation cycles incorporating stakeholder
feedback.

The implementation of cross-cutting themes
requires careful attention. To ensure equity and
accessibility, institutions should develop distance
learning components for rural areas, create
incentive systems for faculty working in
underserved areas, and ensure equal access to
learning resources across training sites. Continuous
quality improvement should be maintained through
regular program review cycles, systematic data
collection for outcomes assessment, and creating
feedback loops between all system levels.
Flexibility and adaptability can be achieved by
designing modular curriculum components that
can be modified based on local needs, creating
contingency plans for resource constraints, and
allowing for institutional innovations within the
national framework. Evidence-based decision-
making should be supported through research
partnerships to study implementation outcomes,
creating databases for tracking program metrics,
and regular review and incorporation of
international best practices.

Limitations of the study

While our sample of 319 participants achieved a
high response rate of 70%, the use of convenience
sampling through WhatsApp groups may have
introduced selection bias that affects the
interpretation of our findings. Although we
achieved representation across public (57%),
military (35%), and private (8%) institutions, the
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distribution might not perfectly mirror the actual
proportion of faculty across these sectors in Egypt.

The academic rank distribution showed strong
representation from professors (45%) and lecturers
(22%), suggesting that our WhatsApp sampling
approach successfully reached senior faculty
members, contrary to potential concerns about
digital platform bias. However, the use of
WhatsApp groups for recruitment might have
systematically excluded faculty members who are
less engaged with digital communication platforms.
This could mean our findings may not fully capture
perspectives from more traditionally oriented
faculty.

Additionally, faculty members who chose to
respond might have had stronger opinions about the
internship program, potentially leading to more
polarized findings that might not represent more
moderate viewpoints. While the high response rate
and diverse representation across academic ranks
partially mitigate these concerns, the findings
should still be interpreted within the context of these
sampling limitations. The study's focus on faculty
perspectives, while valuable, means we lack
insights from other key stakeholders, including
interns, patients, and hospital administrators. Future
research should consider employing multiple
recruitment methods beyond digital platforms and
include a more structured sampling approach, such
as stratified random sampling based on institutional
type and faculty rank, to ensure proportional
representation across all sectors. To minimize
duplicate responses, participants were instructed to
complete the survey only once if they belonged to
multiple WhatsApp groups, though this could not be
verified due to the anonymous nature of data
collection.

Future Studies

Future research should conduct a longitudinal
assessment of the two-year internship program,
focusing on intern performance and well-being,
patient care quality, and impacts on the healthcare
system. A detailed cost-benefit analysis is necessary
to evaluate both direct and indirect costs and
potential long-term benefits. We recommend
conducting a comprehensive national study utilizing
the Supreme Council of Universities' official faculty
databases as a systematic sampling frame. This
would allow for a more representative assessment

of faculty perspectives across all medical education
sectors in Egypt and could provide policymakers
with robust evidence for national-level decisions
regarding the internship program.
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Appendix 1: Comprehensive Table for Coding to Themes and Framework Levels

Open-Ended Question

Example Codes

Categories

Themes

Framework Levels

1. Actions needed to improve

“Workplace-based

Supervision, Training,

Robust supervision,

Micro: Supervision Quality,

internship training assessments,” “training of ~ |Assessment competency-based training, |Curriculum Design
supervisors,” “structured effective assessment
program” methods
“Increase resources,” “clear [Resources, Accountability, (Enhanced resources and Meso: Resource
regulations,” “intern Intern Involvement accountability Management, Workforce
accountability” Development
“Quality improvement,” Quality Focus, Active Focus on quality Cross-cutting: Continuous
“active involvement” Engagement improvement Quality

2. Benefits of extending
internship to 2 years

“More clinical experience,”
“better competency
development,” “more
specialties”

Clinical Exposure,
Competency, Specialty
Training

Enhanced clinical exposure
and competencies

Micro: Trainee/Trainer Well-
being, Curriculum Design

“Improved communication
skills,” “career choices”

Communication Skills,
Career Preparation

Better career readiness

Cross-cutting: Flexibility and
Adaptability

“Community service”

Community Service

Increase in community
orientation

Macro: Healthcare System
Integration

3. Curriculum for priority
health problems

“Community needs,”
“‘common illnesses,”
“competency-based training”

Health Needs, Common
Illnesses, Competency
Training

Linking curriculum to
community health

Macro: National Policies,
Healthcare Integration

“Case-based approach,”

Case-Based, Campaigns

Community-oriented

Meso: Quality Assurance,

“health campaigns” _ i curriculum i Information Systems
“Evidence-based Guidelines, Mentorship Evidence-based and guided [Cross-cutting: Evidence-
guidelines,” “mentorship” mentorship based Decision-Making

4. Resources needed for
effective training

“Financial incentives,”
“well-trained clinical staft,”
“central information system”

Financial Resources,
Training Resources, IT
Infrastructure

Financial and human
resources support

Meso: Resource
Management, Information
Systems

“Collaboration between
institutions,” “IT resources”

Collaboration, Technology

Institutional and technology
support

Macro: Partnerships,
Governance
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