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Propositions

1. Intraprofessional collaboration is not learned
spontaneously - This thesis

2. Residents should both proactively share their own
expertise and proactively ask for each other’s expertise.
This is a responsibility of all parties involved: residents,
supervisors, teachers and program directors - This
thesis

3. If non-constructive power dynamics are at play, any
intraprofessional intervention and learning activity
will fail its purpose. First, the (impact of the) power
dynamics will have to be openly addressed, understood
and discussed and made constructive - This thesis

4. Implicit attitudes and beliefs - about another person or
profession- are contagious - This thesis

5. When the roles and responsibilities - of the various
professionals - are divided in a clear and functional way,
hierarchy can provide a strong foundation for (learning)
intraprofessional collaboration - This thesis

6. (learning) Intraprofessional collaboration goes beyond
empowering residents and learning new skills; it is
about establishing a culture where “I” is replaced by
“we” - This thesis

7. The lack of (learning) intraprofessional collaboration
cannot be solved by education alone; supervisors
(teams) must also continuously train themselves in
intraprofessional collaboration and reflect on their own
performance - This thesis

8. Diversity is being invited to the party; inclusion is being
asked to dance — Verna Myers

9. If everyone is moving forward together, then success
takes care of itself — Henry Ford
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Chapter 1

NEED FOR INTRAPROFESSIONAL COLLABORATION

The growing number of patients with multimorbidity and its associated complexity is
leading to a shift in demands on the healthcare system '3 as these patients need to be
seen by multiple physicians from multiple specialties. A single patient may be treated
by different physicians both in the hospital setting (e.g., medical specialists) and in the
primary care setting (primary care physicians, e.g., family physicians or elderly care
physicians)*. This requires physicians not only to be proficient in their own professional
work but also to have knowledge of the roles and expertise of other physicians and how
to collaborate with them. Unfortunately, adverse events resulting from human error are
frequently reported in healthcare®®. In this regard, deficient communication and information
transfer are often noted as issues”®. A common factor contributing to these events is
ineffective collaboration between physicians, particularly between primary care physicians
and medical specialists 7°.

The current trend, meanwhile, is to translocate parts of healthcare service provision from
the hospital to primary care if and when possible'®, leading to increased transitions of
patients and knowledge’®'"'2, As both complexity and transitions in care are related to
an increased risk of error, it is important to share knowledge and to provide coherent
and coordinated care to prevent adverse events*”'35, As proficient intraprofessional
collaboration is vital to safeguard coherent care''¢"® and to maintain quality of care™
22 therefore, optimal collaboration among physicians is becoming more and more
important'821-24,

Definitions of inter- and intraprofessional collaboration and

inter- and intraprofessional learning/education based on World Health Organization 2010 %

Interprofessional Collaboration Interprofessional collaboration occurs when
individuals from two or more different professions
(e.g., surgeon and nurse; family physician and
occupational therapist, etc.) work together with each
other and with patients/ caregivers to deliver the
highest quality of care.

Interprofessional Learning/ Education Interprofessional learning/education occurs when
individuals from two or more different professions
(e.g., surgeon and nurse; family physician and
occupational therapist, etc.) learn about, from and
with each other to promote effective collaboration
and improve health outcomes.
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General Introduction

Definitions of inter- and intraprofessional collaboration and

inter- and intraprofessional learning/education based on World Health Organization 2010 %

Intraprofessional Collaboration Intraprofessional collaboration occurs when
individuals from two or more different disciplines
within a single profession (e.g., different physicians
such as surgeon and family physician) work together
with each other and with patients/caregivers to
deliver the highest quality of care.

Intraprofessional Learning/ Education Intraprofessional learning/education occurs when
individuals from two or more different disciplines
within a single profession (e.g., different physicians
such as surgeon and family physician) learn about,
from and with each other to promote effective
collaboration and improve health outcomes

Do we really have to learn to collaborate?

Collaboration between physicians mostly occurs via remote contact tools such as
phone calls, teleconsultations or referral/discharge letters. On the one hand, this type of
contact seems to increase intraprofessional collaboration (intraPC) between physicians
(primary care and medical specialists)?. On the other hand, it creates tensions and
ambiguity regarding the division of roles and responsibilities, and the quality of such
collaboration is not always sufficient?. It may seem self-evident that physicians collaborate
intraprofessionally, but intraPC often appears to be impeded by imbalances in authority,
ignorance of other people’s roles and boundary frictions when delivering patient care?*
32 Learning to collaborate, therefore, is a necessary step in preparing physicians for
collaborative practice?®.

There is growing evidence that interprofessional learning/education positively affects
attitudes and perceptions of one another, increases collaborative knowledge and skills and
leads to changes in behavior, organizational practice and benefits to patients®**. The WHO,
therefore, has proposed a framework for action to provide policymakers with strategies and
ideas for developing interprofessional education and collaborative practice?. It has been
shown that physicians often do not deliberately learn on the job and do not adequately
recognize or exploit learning opportunities in their work-related activities®. Residents
have something to gain here because they are involved in an explicit learning process and
are expected to achieve learning goals during their postgraduate training programs?¢. As
effective intraPC has proven to be quite challenging®, the learning of such collaboration
should receive explicit attention, preferably starting in postgraduate training 8383,
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POSTGRADUATE WORKPLACE LEARNING

Postgraduate medical specialty training is predominantly workplace-based. Workplace-
based learning (WPBL) refers to learning in the clinical setting or learning on the job*#'.
This is a highly effective way of learning because of its high authenticity and the active
involvement of residents in clinical work. Key characteristics of WPBL are non-formal and
incidental learning and implicit, unstructured learning. The so-called “tacit curriculum”
plays an important role in WPBL. Workplace learning processes are mostly unintentional,
spontaneous and unplanned, happening more or less coincidentally as a result of residents’
day-to-day activities, rather than resulting from highly structured teaching programs
(formal education)**4243_ As residents are often trained in a specialty-specific “silo”, their
postgraduate workplace learning occurs in isolation from other disciplines, focusing
mainly on their own specialty*. The logistics needed to make residents from different
specialties meet are often an insurmountable barrier®, and due to clinical requirements
and curricular limitations, opportunities for residents to work and learn together and to
build intraprofessional relations in this way are limited3¢45, Intraprofessional learning,
therefore, needs to be purposely organized and formalized.

Intraprofessional learning and education

A qualitative study by Beaulieu et al. into the barriers to teaching collaboration between
general practitioners and medical specialists in the training environment showed that
intraprofessional learning has currently been formalized to a very limited extent only*. On
some occasions, there are contacts between primary care and medical specialty residents,
but these are barely used as learning opportunities®. It is known that the proximity of
different professions in shared educational and clinical spaces, direct contact, sufficient
time allocation and an individual’s interpersonal capabilities are key to building mutual
rapport?, In the absence of these conditions, negative professional stereotypes may
inadvertently be reinforced*. The distance between primary care and medical specialty as
a workplace and as a teaching environment was described as a deeply-rooted obstacle to
learning effective intraPC*. What is essential for learning intraPC is to learn in the proximity
of residents from different specialties in the same workplace, a better understanding of
each other’s roles and responsibilities and improved levels of communication364647_ [t
is precisely this proximity in the workplace setting, therefore, that we should utilize in
organizing and providing intraprofessional learning activities.

Out-of-specialty (hospital) placements

Worldwide, residents undertake placements (rotations) in specialties other than the
one they are in training for (for example, an emergency medicine resident undertaking a
placement in orthopedic surgery; a general practitioner resident undertaking a placement
in the hospital pediatrics department). During these placements, residents cross the border
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of their own specialty and gain knowledge, skills and insights into a different specialty
context. We refer to these placements as out-of-specialty placements.

In most training schemes, both medical specialty residents and primary care residents
spend considerable time in out-of-specialty placements*®%3. General practitioner training
schemes, for example, consist of hospital placements for a large or even the largest part
of their training program*®4°_ |n these hospital wards, residents from different medical
specialties and primary care specialties work in close proximity to each other for several
months or years.

The skills and competencies needed for intraPC can be formally taught during these
out-of-specialty hospital placements®, but such formalized intraprofessional learning
is currently limited*. In order to design intraprofessional learning for residents during
their out-of-specialty placements, it is important to align the intraprofessional learning
activities with those factors of out-of-specialty placements that contribute significantly
to the residents’ professional development.

Boundary crossing

Out-of-specialty placements are a special kind of workplace learning that involves
boundary crossing. According to Akkerman, the term boundary crossing describes how
professionals may need to “enter onto territory in which they are unfamiliar and, to some
significant extent therefore unqualified” and “face the challenge of negotiating and
combining ingredients from different contexts to achieve hybrid situations”®. Individuals
who operate in, and across, two or more socio-cultural work contexts are defined as
boundary crossers®. In out-of-specialty (hospital) placements, at least the primary care
residents can be seen as boundary crossers who will experience boundaries when entering
the professional domain of medical specialty residents and will face challenges in order
to collaborate effectively.

In the boundary crossing theory, constructive engagement with boundaries leads
to learning and professional development through four learning mechanisms: (a)
identification: discovering what diverse professional practices are about in relation to
one another; (b) coordination: creating cooperative and routinized exchanges between
professional practices; (c) reflection: expanding one’s perspectives on the professional
practices; and, (d) transformation: collaboration and co-development of (new) professional
practices®. If we focus on how boundary crossing learning mechanisms occur during
out-of-specialty placements, this could help to stimulate the learning of intraPC in this
complex field.
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Hierarchy and power dynamics

Physicians have traditionally been trained within a specific specialty. This creates a
boundary around accepted types of knowledge with “insiders” and “outsiders”, defined by
their ability to navigate the norms of the medical specialty group®’. Medical contexts, such
as hospitals, are intensely hierarchical contexts®*° in which intraprofessional hierarchies
among medical specialties can be clearly recognized®®'. Hierarchy is one of the most
fundamental characteristics of social and professional relationships ¢, and power can
operate by establishing and maintaining such hierarchies "¢, Power dynamics based
on traditional medical hierarchies are intrinsic to professional interaction and learning
processes'26586365 We wonder what influence power dynamics have on the learning of
intraPC between primary care and medical specialty residents during hospital placements.
To date, there is no literature on the power dynamics involved and their impact on
intraprofessional learning in these out-of-specialty placements.

What can we learn from the COVID-19 pandemic?

During this research project, the COVID-19 pandemic suddenly emerged and caused a
global health emergency®®®’. The huge influx of extremely ill patients compelled hospitals
to establish new COVID and ICU units where many physicians and residents from different
specialties had to work together in the same workplace. Working at the ICU or COVID
department may be considered as a special form of out-of-specialty placement for
residents and supervisors, with this difference that that none of the physicians at first had
any specific knowledge of the COVID disease, which developed only gradually over time.
To handle the high patient numbers and the complexity of COVID-19 patient care, effective
intraPC was needed, and the COVID-19 pandemic thus forced physicians to collaborate
intra-professionally. We had the opportunity to evaluate intraprofessional collaboration
and learning during a crisis. These lessons can provide insights for the development of
intraprofessional learning during postgraduate out-of-specialty placements in non-crisis
settings.

RESEARCH AIM

As described before, the need for intraPC learning among residents is high. It is
emphasized that postgraduate training will have to “surpass the boundaries of the
individual medical specialties” to facilitate intraPC and network development®. Guidelines
on how to realize and operationalize these ambitions are, however, lacking as evidence of
the characteristics and the process of designing and developing intraprofessional learning
activities, specifically during hospital placements, is not available.
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The overall goal of this research project was to illuminate current intraprofessional
collaborative competency development during hospital placements and to uncover
opportunities for stimulating the learning of intraPC by residents. The three aims of this
thesis were (i) to gain insight into the potential of hospital (out-of-specialty) placements for
intraPC learning. (ii) We also wanted to enhance our understanding of context, culture and
power dynamics on hospital wards and pave the way for future constructive collaborative
learning and practice. (iii) Based on these factors, we aimed to develop evidence-based
recommendations for designing postgraduate out-of-specialty placements and design
principles for intraPC learning among medical residents during hospital placements and
to develop (prototypes of) intraprofessional learning activities.

This resulted in the following research questions and goals

Questions:

1. What theoretical and/or educational frameworks are used for developing and evaluating
postgraduate medical out-of-specialty placements?

2. What factors are relevant for the learning of postgraduate medical residents during
out-of-specialty placements?

3. When and how do primary care and medical specialty residents learn intraPC during
out-of-specialty hospital placements?

4. What are opportunities for and barriers to intraPC learning during these out-of-specialty
hospital placements?

5. What lessons can we learn from the COVID crisis for intraPC learning and the
development of adaptive expertise in postgraduate training in non-crisis settings?

Goals:

6. To explore power dynamics and their impact on intraprofessional learning between
primary care and medical specialty residents during out-of-specialty hospital placements.
7. To enhance our understanding of the nature and extent of power dynamics on hospital
wards.

8.To develop and substantiate both theory-driven and context-sensitive design principles
to guide the development of intraPC educational activities during out-of-specialty hospital
placements.

9. To develop (prototypes of) intraprofessional learning activities.

Design-based research

Hospital placements are complex settings that are affected by many factors, including
stakeholders from different specialties with their different interests, interpersonal dynamics
and delicate collaboration®®”". Developing feasible and applicable intraprofessional
learning activities in such a complex context requires a systematic approach that
integrates theory and engages stakeholders to align theory with practical contexts”'74. To
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this end, a design-based research approach is useful to, first, formulate theoretical design
principles, and, second, to enrich and align these design principles with practice contexts
in close collaboration among researchers and stakeholders with different specialties”®”7®,
Within design-based research, three phases can be distinguished: (1) a preliminary phase,
(1) a prototyping phase and (lll) an assessment phase’s.

THESIS OUTLINE

In phase | (the preliminary phase) of this design-based research project, this thesis
provides knowledge of what and how residents actually learn during their hospital
placements and what intraprofessional learning improvements are needed, based on
a literature review (Chapter 2), based on observations and interviews with primary care
residents, medical specialty residents and medical specialty supervisors during hospital
placements (Chapters 3 and 4) and based on lessons learned from intraprofessional
learning during COVID-19 (Chapter 5).

Chapter 2 describes a scoping review to explore the factors that are relevant for the
learning of postgraduate medical residents during out-of-specialty placements. As we
aimed to understand the nature of these placements, based on empirical observations, we
only included original studies. A qualitative thematic analysis was performed to identify
the factors that contribute to learning during out-of-specialty placements. Theories of
workplace learning and boundary crossing were used when analyzing and structuring
the results.

Chapter 3 describes a non-participatory ethnographic research investigating facilitators
and barriers to learning intraprofessional collaboration between residents at six hospital
departments. We conducted observations and in-depth interviews with the observed
primary care and medical specialty residents and supervisors. The observations were
used to feed the interview questions. We used a template analysis method to analyze
the interviews.

Chapter 4 describes a study that builds on the study in Chapter 3. This study explores
power dynamics and the impact on intraprofessional learning between primary care and
medical specialty residents during hospital placements. Using a template analysis, we
analyzed the transcripts of observations and interviews. A critical theory paradigm was
employed, and a discourse analysis informed the data.

Chapter 5 describes a qualitative study based on sixteen semi-structured interviews with
residents and medical specialists who worked at a COVID department or Intensive Care
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Unit during the COVID pandemic. This study focuses on the adaptability and intraPC
learning of residents during a crisis. We analyzed the data by using template analysis
method.

In phase Il (the prototyping phase) of this design-based research project, the research
group developed concepts of design principles. In multiple sessions with various
stakeholders, these principles were subsequently enriched and refined into a final set of
validated theory-driven and context-sensitive design principles (Chapter 6).

Chapter 6 describes the development and substantiation of a set of twelve theory-driven
and context-sensitive design principles for intraprofessional learning among medical
residents during hospital placements. Based on the studies in Chapters 2-5, the research
team formulated nine theory-driven design principles. To enrich and consolidate these
principles, three focus group sessions with stakeholders were conducted using a Modified
Nominal Group Technique. After that, we conducted two work conferences to test the
feasibility and applicability of the design principles for developing intraprofessional
educational activities and to sharpen the principles linguistically.

In phase Il (the assessment phase), researchers together with stakeholders and patients
/caregivers developed and elaborated prototypes of educational activities based on the
design principles (see also Chapter 6).

RESEARCH CONTEXT

The studies described in this thesis were conducted in the Netherlands. After a six-year
undergraduate medical education program, almost all students who graduate from medical
school apply for postgraduate training programs in one of 33 medical care specialties (4
to 6 years), primary care specialties (3 years), or public health and a few other specialties
(2 to 4 years). Both primary care training and medical specialty training take place in a
setting where residents predominantly learn on the job.

Primary care postgraduate training

General practitioners and elderly care physicians training in the Netherlands take a three-
year competency-based program that is founded on the CanMEDS framework (Canadian
Medical Education Directives for Specialists). Each of the seven University Medical
Centers (UMCs) in the Netherlands offer general practitioner training, and five of them
also offer elderly care physician training. In years 1 and 3 of the primary care training
program, residents provide patient care in a general practice or a nursing home under
the supervision of a designated supervisor. In year 2, primary care residents undertake
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placements in hospitals (6-9 months), nursing homes (general practitioner residents)
and psychiatric outpatient clinics with different supervisors. During their out-of-specialty
hospital placements, primary care residents work together with medical specialty residents
from different specialties in the same department. The primary care residents’ program
consists of four days of practice a week. The fifth day is an academic day spent with fellow
primary care residents at the university’s training institute.

Medical specialty postgraduate training

Medical specialty training in the Netherlands involves a four- to six-year competency-based
program that is also based on the CanMEDS framework, consisting of seven competency
fields constituting the profile of a competent physician. Medical specialty residents provide
patient care in a hospital, sometimes at different departments, under the supervision of
a designated supervisor. The program consists of five days of practice a week. Medical
specialty residents get the (limited) opportunity to take courses alongside their clinical
work.

Intraprofessional learning during out of specialty placement of PC residents in
hospitals

In the Netherlands, primary care residents complete at least a six-month out-of-specialty
hospital placement, particularly at geriatrics departments and emergency departments.
The observations and interviews with primary care residents, medical specialty residents
and medical specialty supervisors were conducted during hospital placements at three
geriatrics departments and three emergency departments of five Dutch hospitals. The
interviews with residents and supervisors during COVID-19 were conducted online with
participants from ten different hospitals in the Netherlands. The focus group sessions
and work conferences with stakeholders (primary care residents and teachers, medical
specialty residents and supervisors, educationalists, researchers, patients and caregivers)
were conducted at the Radboud University Medical Center or online in the Netherlands.

RESEARCH TEAMS AND REFLEXIVITY

Conducting design-based research requires a research team in which different specialties,
experiences and areas of expertise are represented. The research teams of the respective
studies consisted of different combinations of researchers. Prior to each study, the areas
of expertise that were needed to conduct the study were identified. Each research team
included members with different academic backgrounds and multiple professions, all with
extensive experience in postgraduate medical education and in educational, qualitative
and/or quantitative research: a psychologist, educational scientists, general practitioners,
a director of the primary care specialty training program, a curriculum coordinator of
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the general practice specialty training program, a general practice specialty teacher,
a geriatrician, a pediatrician and program director of the pediatric specialty training
program, an internist and program director of postgraduate medical specialty education,
a philosopher and medical students.

Some professionals were working as supervisors, teachers or coordinators of out-of-
specialty placements. To optimize the studies for postgraduate training, the first author
regularly shared interim results with the research team members in their roles as
researchers and as stakeholders to understand whether and how the findings resonated
with their experiences in out-of-specialty placements. The authors acknowledge that their
background assumptions and perspectives have influenced their data collections and
interpretations. Particular time and attention was, therefore, paid to reflexivity in each
study and throughout the entire design-based research project.
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ABSTRACT

Context

Out-of-specialty placements (OSPs) are widely used in postgraduate medical education.
Temporarily working and learning in a different but related specialty has several presumed
benefits for trainees. However, there is a lack of empirical evidence on the optimal
structure of OSPs, and there are signs that OSPs are not optimally used. This scoping
review aimed to identify factors relevant for learning during OSPs to develop evidence-
based recommendations for designing OSPs.

Methods

PubMed, WebofScience, PsycINFO and ERIC were searched to identify empirical articles.
We extracted data by inductively coding, after which a thematic analysis was performed.
Theories of workplace learning and boundary crossing were used when analysing and
structuring the results.

Results

Of the included 40 articles, we identified six themes regarding factors relevant to
learning during OSPs: learning methodology, trainee motivation, supervisor orientation
and commitment, learning climate, organizational aspects and connection between
professional contexts. Supervision and feedback tailored to the OSP trainees’ learning/
specialty needs are crucial factors that facilitate learning. Disconnection between trainees’
professional context and OSP’s professional context inhibits learning. Analysis of results
led to an adjusted version of the 3-P model of workplace learning.

Conclusions

OSPs have the potential to enhance trainee development, but the learning opportunities
are often not optimally used. Learning during OSPs can be optimized if 1) trainees and
supervisors clearly understand both trainees’ specialty context and the OSP’s context, 2)
placement schedules provide exposure to experiences relevant for trainees, 3) supervision
and feedback are tailored to the trainees’ educational needs and 4) intraprofessional
collaboration is explicitly addressed.
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BACKGROUND

Worldwide, postgraduate medical trainees frequently undertake traineeships in other
specialties during their specialization, while little is known about the quality of these
traineeships™®. We refer to those traineeships as out-of-specialty placements (OSPs). The
reasons for offering OSPs during postgraduate training are hardly ever made explicit, but
in general, they are meant for gaining clinical experience in an environment with a high
prevalence of specific diseases®¢. Preconceptions about their presumed benefits have
become ubiquitous, despite a lack of empirical evidence on the optimal timing, structure
and nature of these placements?*57.

Evidence suggests that OSPs are not utilized optimally>”8 and that gaining knowledge
may unwantedly stagnate towards the end of them®. OSPs often lead to suboptimal
educational experiences because little attention is given to their structure and quality, thus
leading to unclear learning outcomes®3'%, One area in which OSPs are common is during
postgraduate training for general practice (GP)%*'". Pereira Gray recognized as early as in
1977 that there was a worrisome gap between the existing learning needs of GP trainees
and their actual learning experiences during hospital placements’. Subsequently, there
have been multiple calls from GP trainees and course organizers showing dissatisfaction
with OSPs over the past few decades "'375, Although propositions have been made to
adjust curricula, most GP training schemes globally still consist of OSPs for a large or even
the largest part of their training programme?¢. Most training schemes of other medical
specialties also largely consist of O0SPs™4510,

As evidence-based guidelines on how best to organize OSPs in postgraduate medical
training are lacking,?® it is unclear what aspects of OSPs considerably contribute to the
professional development of trainees. OSPs are a unique kind of workplace learning
that involves boundary crossing and inter- and intraprofessional learning; trainees cross
the border of their own specialty and learn from, with and about other professions
(interprofessional learning) and from, with and about other disciplines within a single
profession (intraprofessional learning, e.g., involving different doctors such as general
practitioners and paediatricians)'®. Possible explanatory theories and processes for
optimizing learning during OSPs are, therefore, those of workplace-learning”'8202% and
boundary crossing (see Box 1). A first step in accomplishing optimization of OSPs is
to know what factors contribute to learning during these placements. Therefore, we first
need to explore pertinent literature on factors that are relevant to learning during OSPs.

Scoping reviews assess the relevance of studies in relation to a broad research

question. They represent a methodology to map existing evidence on a specific topic
that is emerging?+?’. As literature on the topic of OSPs focuses on diverse interventions,
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programmes, approaches and methodologies, a scoping review seemed appropriate
to obtain comparative insights?®. Our purpose in conducting a scoping review was to
investigate the nature and scope of available research activity, to summarize and
disseminate research results and to outline what is already known and identify gaps in
the existing literature?*?® regarding learning during OSPs. This led to the following research
questions:

1. What theoretical and/or educational frameworks are used for developing and evaluating
OSPs?

2. What factors are relevant for the learning of postgraduate medical trainees during OSPs?

Based on these factors, this scoping review aims to develop evidence-based
recommendations for designing OSPs.

Workplace learning and boundary crossing in relation to OSP

Workplace-based learning theory shows that learning while working occurs mainly informally
through clinical activities and direct experiences, followed by processes of interpretation

and construction of meaning?®?'. Simultaneously, interacting with supervisors, inter-/
intraprofessional colleagues, peers and others is important. Workplace-based learning can be
seen as the outcome of social processes, in which social participation is essential'”'82°22 and
as the outcome of collaborative processes, in which shared responsibility between supervisors
and trainees is essential?®?2, During ‘traditional’ workplace-based learning, trainees are trained
by way of apprenticeship models,? in which supervisors are their role models of the same
specialty. OSPs, however, are a unique kind of workplace-based learning, because OSP trainees
are in training for a different specialty, which means that supervisors are role models from
within a different context and specialty. An OSP is a learning experience in a different clinical
and socio-cultural work environment in which trainees cross the border of their own specialty
and gain knowledge, skills, and insights that they need to transfer to their own (or future)
specialty context.

Working in a different socio-cultural environment has been defined by Akkerman (2011)

as boundary crossing ™. Constructive engagement with boundaries leads to learning and
professional development through the following four learning mechanisms: identification,
coordination, reflection and transformation.™ To gain an understanding of how OSPs function
and how they could be supported, we have used these theories about workplace-based
learning and boundary crossing as a lens to analyse, structure and interpret the results.

Text Box 1. Workplace learning and boundary crossing in relation to OSP
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METHODS

In conducting this study, we used a qualitative analysis method as this was in line with our
research question. We followed the six steps from ‘Arksey and O’Malley’s methodological
framework for conducting a scoping study’ as updated by Levac et al.: 1. Identifying the
research question; 2. Identifying relevant studies; 3. Study selection; 4. Charting the data;
5. Collating, summarizing and reporting the results; and 6. Consultation (optional)?. To
ensure the rigour of this research, we used the reporting guideline Preferred Reporting
Items for Systematic Reviews and Meta-Analysis Extension for Scoping Reviews (PRISMA-
ScR) as designed by Tricco et al. in 2018%. This guideline is consistent with the Joanna
Briggs Institute (JBI) guidance for scoping reviews.

The research question

We aimed to provide information on factors relevant for OSP learning, which could improve
the development and content of postgraduate training programmes and the value of
OSPs. This could help to optimize the learning outcomes and professional development
of trainees. Our aim led to the following research questions: 1. What theoretical and/or
educational frameworks are used for developing and evaluating OSPs? 2. What factors
are relevant for the learning of postgraduate medical trainees during OSPs?

Identifying relevant studies

Two authors (NL and LV) identified search terms through background searching in
PubMed, Google Scholar and relevant journals. We conducted the initial searches in
PubMed, WebofScience, ERIC and PsycINFO in 2019. A specialized research librarian
helped the authors to design the search strategies, which resulted in different search
strings. We combined the following search terms, accompanied by various synonyms: 1]
trainee, 2] rotation, 3] learning, 4] medical, 5] interprofessional, 6] social identity or cognitive
apprenticeship and 7] boundary crossing or off-service. The process was iterative, allowing
us to refine search terms and to find additional articles by snowballing on references of
included articles. The final searches were run on August 19, 2020 (see Appendix 1).

Study selection

Articles obtained by the above-mentioned searches were uploaded in Endnote to perform
the in- and exclusion process (n=2709). Additional references identified through journal
hand searching (n=11) were also uploaded in Endnote. After merging and deduplication,
two authors (NL and LV) independently screened the articles on title and abstract (n=2399).
The authors then assessed the full-text articles to determine eligibility (n=86). Articles
identified through snowballing of included articles were also uploaded in Endnote (n=3).
Authors discussed disagreements, and if there was any ambiguity about whether an article
should be included or not, the research team was consulted to achieve consensus and
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ensure consistency of approach. Table 1 describes the eligibility criteria that were used
for our exploration of the research literature. We included original articles published in
English, French, German or Dutch between 1/1999-8/2020 that focused on academic
postgraduate medical trainees who are specializing in a particular medical field, or trainees
taking an out-of-specialty traineeship in a medical institute such as a hospital or elderly
home. We included original research studies of any design: qualitative, quantitative, mixed-
methods research studies and reviews because we were looking for a broad empirical
substantiation of the factors relevant for effective learning during OSPs. As we aimed
to understand the nature of OSPs, based on empirical observations, we did not include
any other publication types?’. Articles published before 1999 were excluded because
the results described would not be recent enough to be generalized to current medical
education. Based on the abstracts, many articles were excluded because the eligibility
criteria were not met. We defined OSP as a traineeship in which trainees participate in a
specialty from other ‘Specialist Sections and Divisions’ as defined by the European Union
of Medical Specialists (UEMS)® or in another Primary Care Specialty (e.g., general practice,
elderly care practice, military medicine, hospice) than the chief specialty they are in training
for. OPS refers only to a rotation in a specialty that the trainee will never pursue. In the end,
40 studies were identified for inclusion in the final review (see Figure 1 and Appendix 2).

Eligibility criteria
Inclusion The following articles were included:

criteria Published between 1/1999-8/2020
Published in English, French, German or Dutch

Focuses on academic postgraduate medical trainees who are specializing in a
particular medical field

Trainees are taking an out-of-specialty traineeship

The traineeships take place in a medical institute such as a hospital or elderly
home

Original research studies

Studies of any design: qualitative, quantitative or mixed-methods studies

Literature reviews

Exclusion The following articles were excluded:
criteria Published before 1999
Published in a language other than either English, French, German or Dutch

Focuses on postgraduates who are not yet specializing

No full text available

Chapters of books, conference papers, white papers, letters or expert opinions

Table 1. Eligibility criteria
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Figure 1: Scoping review flow chart of the data collection and article selection process.

ERIC = Educational Resources Information Centre

* Of the 49 articles that were excluded based on full text, 22 were not about out-of-specialty
placements, 9 did not consider factors relevant to learning, 6 were not about traineeships but about
education, 4 did not meet the criteria for out-of-specialty-placements, 1 was not about trainees, 2
were about postgraduates who were not yet specializing and 5 were not empirical.

Charting the data

The qualitative data were charted and analyzed iteratively. We inductively generated a
preliminary set of codes®' by reading each study line by line, making notes, charting key
observations and revisiting the text to extract the key ideas, concepts and messages,
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based on the research question. We noted the learning outcomes of the OSPs as additional
information. In coding the articles, we focused on both the findings and the authors’
description of the observed findings. NL and LV first coded two articles independently,
then compared the results and created a preliminary code tree which was first discussed
with CF, an educationalist and researcher in the field of workplace-learning, and then by
the research team. Subsequently, six authors (NL, LV, CF, NS, BT, KV) coded the articles
using this tool. Each article was coded in ATLAS®'.T| by at least two authors in different
combinations to ensure conformity, with NL analysing all 40 articles. If new codes were
identified, they were discussed in the research team. We performed a quality assessment
of the articles to take their methodological quality into account during analysis?6?. The
methodological quality of each paper was assessed by two members of the research team
in various combinations who filled out and discussed the JBI Critical Appraisal Checklists
for Qualitative Research, Cross-Sectional Research, Cohort Studies or Systematic Reviews
and Research Syntheses®? (see Appendix 3).

Collating, summarizing and reporting the results

We performed a thematic analysis as this was a suitable method to answer our research
question®'*334 Each of the quantitative articles in this scoping review evaluated diverse,
individual programmes, which made performing one overarching quantitative synthesis
impossible. However, the Results and Discussion sections of these papers revealed
relevant qualitative data to answer our research question. We chose, therefore, to include
these qualitative data in the synthesis of our qualitative analysis®'. After we analysed all
articles, the codes were organized into overarching categories and then further structured
into major themes. We used theories of workplace learning and boundary crossing during
coding and research team discussions and while analysing and summarizing our findings.
During our discussions of the findings, Tynjéléd’s 3-P model of workplace-learning proved
to be useful as this model summarizes the presage, process and product components in a
sociocultural learning environment, including the technical-organizational environment®.

Research team and consultation

The research team comprised members from different academic backgrounds and
multiple professions?, all with extensive experience in postgraduate medical education
and in educational, qualitative and quantitative research: a psychologist and teacher in
postgraduate primary care and medical specialty training (NL), an educational scientist
in workplace-learning (CF), a GP and curriculum coordinator of GP specialty training (BT),
a GP and GP specialty teacher (KV), a pediatrician and programme director of pediatric
specialty training (JvdV), an internist and programme director of postgraduate medical
specialty education (JdG), a GP and director of primary care specialty training (NS), a
GP and educational scientist (AK) and a medical student (LV). Part of our research team
were health professionals working as supervisors, teachers or coordinators of OSPs.
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To optimize this scoping review for postgraduate training, we shared interim results
with these professionals as stakeholders to understand whether and how the findings
resonated with the stakeholders’ experiences in OSPs. All stakeholders confirmed that
the findings were consistent with their experiences; two provided suggestions to stress
the discrepancy between the mandatory placement goals and trainees’ learning needs;
one provided suggestions to extract data on intraprofessional collaboration as a learning
goal/outcome. We have incorporated these suggestions into our results and discussion.

RESULTS

Study characteristics

A total of 40 articles were included (Figure 1). One article was published in French?,
and 39 in English'34781011.14153766  Al| articles were published in academic medical
or educational journals; the majority of the included articles were published in the
UK1,‘I1,15,40,45,50,53,54,60,63 (n= ‘IO) and the USA3,4,7,8,39,43,44,47-49,51,56,59,61,62,64,65 (n= 17) |n terms of
study design, 1 article was a systematic review®?, 9 were qualitative’-71153852535558 13 were
quantitative,S,‘l 0,36,39,41,43-46,48,57.65,66‘ 17 were miXed methodSS,‘M,‘l 8,37,40,42,47,49-51,54,56,59-61,63,64 (See
Appendix 2). The majority of the mixed methods articles (n= 12) focused on qualitative
analysig?®7404249-51545659-6163 The quality of qualitative articles was largely good.t The quality
of quantitative articles was generally moderate to poor (see Appendix 3).

Theoretical and/or educational framework used in OSP articles

The majority of articles evaluating OSPs, 14 out of 40 (35%), used theories of workplace-
based learning (workplace learning, workplace based assessment or learning by
exposure)'543:44464952:5456-58606165 - A total of 11 articles (27,5 %) used an educational
framework of inter-/intraprofessional education (inter-/intraprofessional collaboration
and learning, interdisciplinary collaboration/ team learning, integrated care, integrated
teamwork) 17:3641.46-4850525865 - A total of 11 articles (27,5%) did not use or state any
theoretical or educational framework at all3411.1437-405%6266 (See appendix 2)

Factors relevant for learning

While investigating factors relevant for OSP learning, we found many factors that are
also known to be factors for workplace-learning in general, such as ‘supervised learning’.
We intentionally focused on characteristics of these that were specific for OSPs. These
characteristic factors could be organized into six major themes: 1) learning methodology;
2) trainee motivation; 3) supervisor orientation and commitment; 4) learning climate; 5)
organizational aspects and 6) connection between professional contexts.
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Theme 1: Learning methodology
Formal and informal learning were seen as important ways of
learning?®38-40444849.51,525456.57.61.626465 gand supervision and (verbal) feedback were frequently
mentioned as being the most vital for learning during OSP?537:40:5051,53,55,58,60,61,63,64,
Five articles, however, reported that OSP trainees received no supervision or feedback
and are sometimes even excluded from formal learning moments because they are not
considered as part of the team?3101437:38,
‘..rotating residents do not “deserve” didactic education because they are not long-
term members of the Emergency Department [ED]-team or because they do not see
a significant proportion of ED patients™.

Theme 2: Trainee motivation
For OSP learning to be effective, the OSP trainees’ attitude and motivation appeared
to be relevant as trainees are often expected to identify and fulfil their own learning
g oa |33,‘I 4,15,37,50,52,53,57,61 .
‘My ST1 [GP-trainee in hospital] was pro-active in seeking every possible opportunity
to learn and gain GP experience white in post [integrated training post integrating
primary and secondary care]’ %

However, OSPs are often mandatory and aiming at educational goals and objectives that
trainees do not always appear to understand 3¢375363.Consequently, it is difficult for OSP
trainees to know what to expect and how to steer their learning process.
‘The trainees should recognize the training outcomes and expectations and hence
respond with their needs so as to enhance the achievement of the program’s goals
and objectives™.

Theme 3: Supervisor orientation and commitment

A considerable part of learning, both formal and informal, occurs via supervision. It is
important, therefore, that supervisors have sufficient competencies for observing OSP
trainees on their specialty objectives, which is not always the case®%3%°, In order to tailor
the supervision and feedback to the OSP trainees’ learning needs, it is also important that
supervisors understand the context of the trainees™1537.38456063 |t was indicated in eight
articles, however, that supervisors were unfamiliar with the context, curriculum and the
standards of the trainees’ specialty 84153865 often leading to inapplicable feedback and
unmet educational needs®81438394566 Awareness of formal placement objectives can help
identify the OSP trainees’ educational needs'34104564 Moreover, supervision appeared to
occur more frequently when the contexts were understood®.
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‘When the supervisor understands the process with the [GP-Jtrainee, and
understands what the expectations are for the ARCP [Annual Review of Competence
Progression], then it [supervision] is more likely to occur’®.

Theme 4: Learning climate
The work-learning climate appeared to be a critical factor in learning. A supportive learning
environment with (intraprofessional) collaboration is a positive driving force for learning
during OSPs.
‘What GPs found useful in their Paediatric teaching [...] was a supportive learning
environment, particularly one where questions were encouraged, where good team
working was in evidence, and where there was a balance between supervision and
responsibility [...] Particularly valued was evidence of a good primary secondary
care interface™.

The learning climate is largely influenced by supervisors. Their attitude towards OSP

trainees was considered essential for the relationship between supervisors and OSP

trainees, the presence of hierarchy and the opportunities for learning?®8141537:384550,525859,63
‘Supervisors and residents [from different specialties] mentioned that the way
medical specialists speak about primary care doctors can be responsible for
creating a (un)safe work-learning climate™2.

‘..the attending physicians [during orthopaedic surgery rotation] rarely acknowledged
my [Emergency Medicine-resident] presence and they did not teach®.

‘The factors contributing to these inadequacies [in OSPs of primary health care
trainees in internal medicine and paediatrics] may be related to many factors
including [...] personal attitudes of some hospital consultants who still regard
primary health care career as inferior™*.

Theme 5: Organizational aspects
Organizational factors, such as the availability of appropriate work-learning resources
for OSP trainees 337385065 the structure of rotation and tasks and the workload of
both trainees and supervisors are of major importance as they influence exposure
and learning opportunities relevant for OSP trainees’34101537.38,40,454650-53,5556,56,60.63  QSP
funding difficulties*® and unclarity of the OSP purpose as indicated by the organization
or supervisors also contributed to lack of exposure and learning opportunities. In several
articles, suggestions were made to adjust the OSP schedule to provide exposure to
experiences that were relevant for OSP trainees’ (future) profession®1037.3849.5066
More time in [primary care sport medicine] clinic with a focus on how to manage
these patients in the emergency department would be more useful. In-house time
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is mostly spent doing floorwork, which has some benefit, but becomes less so
after 4 weeks™.

‘Emphasis will remain on enabling interns to have meaningful patient encounters as
part of a multidisciplinary approach to clinical care. [Paediatric] Residents should
learn the indications for a referral to genetics and also be able to order appropriate
standard genetic testing™.

Another important way of OSP learning supporting experiences relevant for trainees’

own professional contexts is through longitudinal placements, integrative placements

in which trainees work in their own specialty context for at least one day a week®385055,

and placements with a focus on integrated (interprofessional) care’741:49525862_|n such

placements, trainees can learn from different perspectives while remaining part of an

inter/intraprofessional team and stay connected with their own professional context.
‘Placement [OSPs for psychiatrists in medical specialties] emphasized the need for
better collaboration with medical colleagues in managing people with long-term
conditions™.

‘The integration of subspecialties [in Longitudinal Integrated Blocks where
residents move frequently between different settings] also had compelling impacts
on learning. Opportunities to apply learning to a clinical context, compare and
contrast perspectives, and examine a problem through different lenses led to the
construction of knowledge in a way that felt more durable to participants”.

Recommendations are also made to increase learning by integrating specialties into
interdisciplinary models during OSPs. Assessment tools for this way of learning have yet
to be developed.
‘For young residents, working in an interdisciplinary model [emergency department]
implies to practice in an emerging specialty that they might not have chosen. Hence,
there is no official assessment method allowing residents to give a feedback of
their work in the ED™.

Theme 6: Connection between professional contexts

The connection with trainees’ own professional context was considered a crucial factor

for OSP learning.
‘One GP trainee [integrated GP training placement] said: “| was able to balance
the paediatric patients | saw in hospital with those in general practice, allowing a
direct comparison™®.
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Disconnection between trainees’ context and OSPs’ context proved to be an important
barrier to obtain relevant learning experiences that contributed to integrating into one’s
own specialty training®1438394566

‘They felt that a significant proportion of the learning and experiences that they
gained had little relevance to their future role as a general practitioners.

To connect the contexts, nine authors noted the importance for OSP trainees to maintain
contact with their original specialty by involving consultants of their own specialty during
placements™ 53760 for example, or by having release days with OSP trainees learning
amongst their peers and role-models at their own specialty training institute'385052%, Tg
harmonize feedback and assessment, it would be beneficial to have collaboration between
supervisors from both contexts to coordinate training events and to have more regular
communication about trainees141537.385051.535559 |0 addition, the connection between
professional contexts would also be fostered by using assessment forms specific to the
OSP trainees’ context and by discussing the knowledge and skills obtained during the OSP
in the context of the trainee %°,
‘It has been suggested that Family Medicine trainers should also discuss the
knowledge gained in hospitals in the context of primary health care and there
should be some joint teaching seniors from both hospital consultants and family
medicine trainers™,

Learning outcomes

The learning outcomes that were the result of OSPs could be organized into three main
groups: 1) medical competency: obtained medical knowledge and skills, improved
confidence in managing clinical cases, 2) changed attitude towards other specialty and
its patients: increased interest in and more positive attitude towards the OSP specialty
and their patients, deeper perception of the OSP specialty, and 3) improved inter-/
intraprofessional collaboration: established interprofessional relationships and knowledge,
skills, and collaboration acquired from interprofessional relationships during OSP(see
Table 2).
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Learning outcomes of out-of-specialty placements

Example
Medical competency - Medical knowledge ‘Level of comfort in [IM resident]
- Medical skills (communication  dealing with cancer patients and
and patients at end of life was also
physical examination skills) significantly improved [...] No
- Confidence in managing clinical improvements were observed
cases in dealing with the approach

to diagnosis, complications
of treatment, and oncologic
emergencies™’

Changed attitude - More positive attitude ‘IM residents reported that
towards other specialty - Greater interest in other specialty their experience enhanced their
and its patients - Deeper perception of other awareness of geriatrics and left
specialty a lasting impression on how they
would care for older patients™’
Improved inter-/ - Building interprofessional ‘Systems-based practice rotation
intraprofessional relationships helped me [IM-resident] better
collaboration - Learning from interprofessional  understand the resources available
relationships (knowledge, skills outside of the hospital and also
and collaboration) in the hospital including nutrition,

pharmacy, which, in turn, improved
the patient care across the
continuum*

Table 2. learning outcomes of out-of-specialty placements

DISCUSSION

Principal findings

With this study we reviewed empirical evidence on learning in OSPs. This is important as
most postgraduate training schemes worldwide offer OSPs as a large part of the training
programmes. We found that OSPs have the potential to enhance learning that improves
the expertise of OSP trainees in their own specialty, such as medical competency, attitudes
towards other specialties and its patients and inter-/intraprofessional collaboration.
However, this learning is often sub-optimal and there is room for improvement. Our scoping
review revealed characteristic factors specifically relevant for learning during OSPs which
are categorized into six main themes: 1) learning methodology; 2) trainee motivation; 3)
supervisor orientation and commitment; 4) learning climate; 5) organizational aspects and
6) connection between professional contexts. Disconnection between the professional
context of the trainees and that of OSPs was highlighted as a significant factor inhibiting
learning. Supervision and feedback tailored to the OSP trainees’ learning needs was
highlighted as a crucial factor in facilitating learning.
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Supervision and feedback tailored to OSP trainees

Optimal workplace-learning requires the supervisors’ and trainees’ shared responsibility for
the learning process?°?2, 0SPs, however, are unique forms of workplace-learning in which
OSP trainees cross boundaries of their own professional practice into a new community
of practice and supervisors work in their own practice domain. In OSPs, supervisors and
OSP trainees not only have different professional backgrounds with specific socio-cultural
aspects but also different hierarchical positions. Supervisors, who operate in their own
domain, have a superior position®” and OSP trainees, who are considered temporary or
not part of the team, have an inferior position, often ranked lower than the placement’s
own specialty trainees. Consequently, OSP trainees have limited influence on meeting
their educational needs during OSPs. Given the different professional backgrounds,
the hierarchical relationship, and the fact that tailored feedback to trainees is vital to
facilitate learning, it would be particularly important for supervisors in OSPs to realize
and understand the trainees’ professional context and to take responsibility for initiating
discussions with OSP trainees about what they learn or do not learn in supervision®’.

Connecting professional contexts of trainees and OSPs

This scoping review indicates that the development of knowledge and skills obtained
during OSPs will be more advanced if attention is paid to the relevance and the transfer
of this knowledge into the trainees’ own specialty context. Our findings are in line with
theory about workplace-learning and boundary crossing''*2° and fit in with the existing
3-P model of workplace-learning as presented by Tynjala®s (Figure 2). The three P’s in this
model stand for presage, process and product®s. For the learning process to occur, several
conditions must be met, referred to as the presage in de 3-P model, which will eventually
lead to learning outcomes, or the product. If we connect this model to our findings, the
presage consists of learner factors (theme 2 of our results) and the learning context
(themes 3 to 5 of our results). For OSPs however, at least two learning contexts are in place
for OSP trainees: the trainees’ original professional context and the context of the OSP.
OSP trainees can be seen as boundary crossers during OSPs, and the two contexts will
influence the process and the product, as a prior reference frame has a significant influence
on subsequent learning®. Yet, little attention has been given to connecting these two
contexts (theme 6 of our results). This is also reflected in appendix 2, where it becomes
clear that the reviewed articles do not use boundary crossing as a theoretical framework.
To highlight the aspects of boundary crossing and the importance of connecting the
contexts, we adjusted the 3-P model by adding the learning context into the ‘original
professional training context of the learner’ and the ‘learning context of out-of-specialty
placement’ (Figure 2).
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Intraprofessional collaboration

The reviewed literature describes several ways to promote connections with trainees’
specialty context: adjusting OSP schedules into experiences relevant for the OSP trainees’
learning goals®103738495066, |ongitudinal or integrative placements in which OSP trainees
partially work in their own context®%055; and placements with a focus on integrated inter-/
intraprofessional care'”4142525862 \While transitions of responsibility for patients care are
commonplace, communication between current and transferring doctors hardly ever
occurs®. This argues for placements that focus on integrated intraprofessional care,
with activities in which individuals and their context interact in a manner that provides
new knowledge and a new sense of understanding™® and transformation of common
practice™. Through the lens of boundary crossing theory, such manner would include
deliberate use of boundary objects and the promotion of related learning mechanisms:
identification, coordination, reflection and transformation™.

During OSPs, trainees work with professionals who are their future colleagues. However,
intraprofessional collaboration could be addressed more often,"#”52% which has also been
concluded in other studies®2%°. Merlo and Benjamin noted that when anesthesiologists and
surgeons spend time rotating on each other’s services, they develop a mutual respect for
each other’s expertise and foster intraprofessional communication and collaboration®.
The best time to develop and sharpen these skills could be during OSPs®.

Limitations

This study has some limitations. As there was no overarching search term for ‘OSP’, it
proved difficult to build a search string that comprised our eligibility criteria. We have
minimized the likelihood of missing important literature by consulting a specialized
librarian and performing a broad search in various databases. A recurring criticism is
that scoping studies usually do not assess the quality of evidence. In order to improve
credibility, we performed a quality assessment of the included literature to take its quality
into account in our interpretation of the results?6?8, A finding here was the fact that the
included articles were of diverse quality: qualitative articles were largely of good quality,
but quantitative articles were generally of moderate to poor quality. As our research
questions required a qualitative approach, we dealt with this by qualitatively analysing the
articles and coding the findings and the authors’ descriptions of the observed findings. In
this way, we attempted to catch as much information as possible on this sparsely mined
knowledge domain.

Implications for practice and future research

Designing OSPs and maximizing OSP learning should be a deliberate process. Based on
this scoping review, we make the following recommendations: OSPs are unique forms of
workplace-learning and supervisors have an important role in optimizing learning during
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0OSPs, for example by making a clear and visible connection between the specialty context
of the trainee and that of the OSP, by providing feedback tailored to the trainees’ future
profession, by including OSP trainees into formal and informal learning activities, and
explicitly addressing intraprofessional collaboration during OSPs. For an overview of
possible recommendations, see Table 3.

Factors to consider when designing and maximizing learning in OSPs

Learning methodology

Have a clear philosophy on formal and informal learning and teaching
during the OSP.

Have a clear philosophy on whether and how (formal) education is
provided to OSP trainees as temporary team members.

Have a clear view on OSPs’ educational goals.

Trainee motivation

Have trainees understand the educational goals and objectives of
the OSP3637.5363 50 they know what to expect and how to guide their
learning process.

Supervisor orientation
and commitment

Have all supervisors understand the OSP trainees’ context, curriculum
and protocols.

Train all supervisors to give feedback that is tailored to the OSP
trainees’ future profession?®5363,

Pay attention to assessment that is specific to the trainees’ specialty
context, by using assessment tools, for example, that are known by the
supervisors from both contexts®'%° or by developing assessment tools
for intraprofessional learning.

Learning climate

Make supervisors take responsibility for creating a supportive,
collaborative learning climate with regular discussions about what OSP
trainees do or do not learn from supervision®’.

Make all supervisors take responsibility for an attitude of the
inclusiveness of OSP trainees.

Organizational aspects

Provide appropriate resources for OSP trainees.

Pay attention to learning outcomes that address the OSP trainees’
needs in relation to their own specialty*'%%5° and provide exposure to
experiences that are relevant to the OSP trainees.

Connection between
professional contexts

Make a clear and visible connection between the specialty context of
the trainee and that of the OSP .

Connect the professional contexts during OSPs by creating
opportunities for supervisors from both contexts to collaborate in
giving feedback and organizing joint training events'’, or by organizing
integrative placements in which trainees partially work in their own
context®:5055,

Explicitly address the learning of intraprofessional collaboration during
OSPs as OSP trainees will be working with their future colleagues.

Table 3. Factors to consider when designing and maximizing learning in OSPs

The above-mentioned recommendations were made by either trainees or supervisors in the
articles reviewed in this scoping review. In order to determine whether these factors will
actually improve learning during OSPs, further research is needed, including assessment of
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trainees on competencies gained. We conclude that many studies about (evaluating) OSPs
did not apply an educational theoretical framework. Some studies applied workplace-
learning theory, but none of the reviewed studies applied theory about boundary crossing,
although OSPs are one of the scarce moments when visiting trainees cross the boundary
of their own specialty into another specialty. It would be a pity if opportunities to learn
intraprofessional collaboration by boundary crossing would remain unused. We identified
the use of boundary crossing theory as a gap in the existing literature regarding learning
during OSPs. In our experience, boundary crossing theory could fit very well to underpin
the design of OSPs. When evaluating these OSPs, boundary crossing could be used as a
theoretical framework or lens.

Conclusions

For OSPs to be effective, simply ‘sitting in” and ‘working along’ are not good enough. This
scoping review could be a springboard to improve the outcomes of OSPs. The design of
OSPs ideally is a deliberate process in which a clear and visible connection between the
trainees’ specialty context and that of the OSP is embedded in trainee teaching, supervision
and assessment. Intraprofessional collaboration could be addressed more explicitly as a
learning goal. For trainees to fully profit from OSPs, important elements are the following:
trainees and supervisors should clearly understand both the trainees’ specialty context
and OSP’s context; intentional planning of placement schedules should provide exposure
to experiences relevant for OSP trainees; supervision and feedback should be tailored to
the OSP trainees’ educational needs; and there should be a focus on intraprofessional
collaboration as a learning outcome.
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APPENDIX 1. SEARCH STRINGS

PubMed (19-08-2020)

Search string 2020

((((((hospital post[tiab] OR hospital posts[tiab] OR hospital training[tiab] OR integrated 232
training post[tiab] OR integrated training posts|tiab] OR hospital vocational training[tiab]

OR off service[tiab] OR (placement|tiab] AND learning][tiab]) OR training placement|tiab]

OR hospital rotation[tiab]))) AND ((trainee[tiab] OR trainees]tiab] OR vocational
training|[tiab]))) AND ((General practi*[tiab] OR family medicine[tiab] OR primary
healthcarel[tiab] OR primary health care[tiab] OR GP|[tiab] OR learning]tiab])))) OR ((off-
service[tiab] AND resident*[tiab] AND (learning][tiab] OR rotat*[tiab])))

(Trainee*[ti] OR fellow[tiab] OR fellows[tiab] OR intern[ti] OR interns|ti] OR house 159
officer [tiab] OR specialist registrar*[tiab] OR specialty registrar*[tiab] OR foundation
doctor*[tiab] OR (integrated[tiab] AND training]ti])) AND (“Interdisciplinary placement”
[Mesh] OR training post|ti] OR rotat*[ti] OR placement*[ti] OR clinorotation*[tiab] OR
workplace based assessment*[ti] OR hospital post*[ti]) AND (“Learning”[Mesh] OR
“Education, Medical, Continuing”[Mesh] OR “Education, Medical, Graduate”[Mesh]

OR education[subheading] OR learn* [tiab] OR (educat*[tiab] AND medicalltiab]) OR
qualitativeltiab])

(((Trainee*[tiab] OR resident*[tiab] OR fellow][tiab] OR fellows]tiab] OR intern[tiab] 624
OR interns|tiab] OR house officer [tiab] OR specialist registrar*[tiab] OR specialty
registrar*[tiab] OR foundation doctor*[tiab]) AND (“Internship and residency”[Mesh]
OR “Interdisciplinary placement” [Mesh] OR Residenc* [tiab] OR internship* [tiab]

OR traineeship [tiab] OR (hospital[tiab] AND vocational training [tiab]) OR hospital
training [tiab] OR training post [tiab] OR training program* [tiab] OR rotation* [tiab] OR
placement* [tiab] OR fellowship* [tiab] OR clinorotation* [tiab] OR workplace based
assessment|tiab] OR hospital post*[tiab]) AND (“Learning”[Mesh] OR “Education,

Medical, Continuing”[Mesh] OR “Education, Medical, Graduate”’[Mesh] OR learn*
[tiab] OR (educat*[tiab] AND medicalltiab])) AND (“Intersectoral Collaboration”[Mesh]
OR interprofession* [tiab] or intraprofession* [tiab] OR cross-disciplin*tiab] OR
interdisciplin*[tiab])))

(Trainee*[tiab] OR resident*[tiab] OR fellow[tiab] OR fellows[tiab] OR intern[tiab] 54
OR interns|tiab] OR house officer [tiab] OR specialist registrar*[tiab] OR specialty
registrar*[tiab] OR foundation doctor*[tiab]) AND (“Internship and residency”[Mesh]

OR “Interdisciplinary placement” [Mesh] OR Residenc* [tiab] OR internship* [tiab]

OR traineeship [tiab] OR (hospital[tiab] AND vocational training [tiab]) OR hospital
training [tiab] OR training post [tiab] OR training program* [tiab] OR rotation* [tiab] OR
placement* [tiab] OR fellowship* [tiab] OR clinorotation* [tiab] OR workplace based
assessment|tiab] OR hospital post*[tiab]) AND (“Learning”[Mesh] OR “Education,
Medical, Continuing”[Mesh] OR “Education, Medical, Graduate”’[Mesh] OR learn* [tiab]
OR (educat*[tiab] AND medical[tiab])) AND (educational principles [tiab] OR educational
concepts [tiab] OR cognitive apprenticeship* [tiab] OR “Social identification”[MeSH])

boundary cross* 170
off-service 101
(clinical rotation*[tiab] OR rotating residen*[tiab]) AND didactic*[tiab] NOT 103

undergraduate*[tiab]
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PsycINFO 19-08-2020

# Search string

Results

1 learning/ or adult learning/ or collaborative learning/ or cooperative learning/ or 111897
exp experiential learning/ or exp incidental learning/ or intentional learning/ or
observational learning/ or self-regulated learning/ or exp skill learning/ or exp
social learning/ or exp “transfer (learning)”/ or exp verbal learning/

2 (learn* and (medical or clinical)).ti,ab,id. 40753

3  (educat* and medical).ti,ab,id. 36997

4 1or2or3 177115

5 (Trainee* or fellow or fellows or intern or interns or house officer or specialist 32615
registrar* or specialty registrar* or foundation doctor* or (integrated and
training)).ti,ab,id.

6 4and5 5574

7 medical internship/ 506

8 exp medical education/ 24135

9 exp medical education/ or Residenc*.ti,ab,id. or internship*.ti,ab,id. or 117795
traineeship.ti,ab,id. or (hospital and vocational training).ti,ab,id. or hospital
training.ti,ab,id. or training post.ti,ab,id. or training program+*.ti,ab,id. or rotation*.
ti,ab,id. or placement®*.ti,ab,id. or fellowship*.ti,ab,id. or clinorotation*.ti,ab,id. or
workplace based assessment.ti,ab,id. or hospital post*.ti,ab,id.

10 6and9 3230

11 medical.ti,ab,id. 200828

12 5and 11 4842

13 4and9and 12 2109

14 medical internship/ or medical residency/ or psychiatric training/ 8044

15 (Residenc* or internship* or traineeship or (hospital and vocational training) or 73082
hospital training or training post or rotation* or placement* or fellowship* or
clinorotation* or workplace based assessment or hospital post*).ti,ab,id.

16 140r15 77478

17 4and 12 and 16 1160

18 (interprofession* or intraprofession* or cross-disciplin* or interdisciplin*). 29331
ti,ab,id.

19 17 and 18 53
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PsycINFO (19-08-2020)

# Search string Results

1 learning/ or adult learning/ or collaborative learning/ or cooperative learning/ or 111897
exp experiential learning/ or exp incidental learning/ or intentional learning/ or
observational learning/ or self-regulated learning/ or exp skill learning/ or exp
social learning/ or exp “transfer (learning)”/ or exp verbal learning/

2 (learn* and (medical or clinical)).ti,ab,id. 40753

3  (educat* and medical).ti,ab,id. 36997

4 1or2or3 177115

5 (Trainee* or fellow or fellows or intern or interns or house officer or specialist 32615
registrar* or specialty registrar* or foundation doctor* or (integrated and
training)).ti,ab,id.

6 exp medical education/ or Residenc*.ti,ab,id. or internship*.ti,ab,id. or 117795
traineeship.ti,ab,id. or (hospital and vocational training).ti,ab,id. or hospital
training.ti,ab,id. or training post.ti,ab,id. or training program=*.ti,ab,id. or rotation*.
ti,ab,id. or placement*.ti,ab,id. or fellowship*.ti,ab,id. or clinorotation*.ti,ab,id. or
workplace based assessment.ti,ab,id. or hospital post*.ti,ab,id.

7 medical.ti,ab,id. 200828

8 5and7 4842

9 4and6and8 2109

10 medical internship/ or medical residency/ 4938

11 (Residenc* or internship* or traineeship or (hospital and vocational training) or 73082
hospital training or training post or rotation* or placement* or fellowship* or
clinorotation* or workplace based assessment or hospital post*).ti,ab,id.

12 10o0r 11 74339

13 4and 8and 12 2109

14 (interprofession* or intraprofession* or cross-disciplin* or interdisciplin*). 29331
ti,ab,id.

15 13 and 14 111

16 (Residenc* or internship* or traineeship* or (hospital and vocational training) or 17373
hospital training or training post or training program* or rotation* or placement*
or fellowship* or clinorotation* or workplace based assessment or hospital
post*).ti.

17 13 and 16 265

18 17 not 15 250
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ERIC (19-08-2020)

# Search string Results

1 (learn* and (medical or clinical)).ti,ab,tw. 11560
2  (educat* and medical).ti,ab,tw. 23805
3 (Trainee* or fellow or fellows or intern or interns or house officer or specialist 19444

registrar* or specialty registrar* or foundation doctor* or (integrated and
training)).ti,ab,tw.

4  clinical experience/ or on the job training/ or graduate medical education/ 6824
5 exp medical education/ or Residenc*.ti,ab,tw. or internship*.ti,ab,tw. or 86907
traineeship.ti,ab,tw. or (hospital and vocational training).ti,ab,tw. or hospital
training.ti,ab,tw. or training post.ti,ab,tw. or training program*.ti,ab,tw. or
rotation*.ti,ab,tw. or placement*.ti,ab,tw. or fellowship*.ti,ab,tw. or clinorotation*.
ti,ab,tw. or workplace based assessment.ti,ab,tw. or hospital post*.ti,ab,tw.
6 (medical or clinic*).ti,ab,tw. 63634
7 (Residenc* or internship* or traineeship* or (hospital and vocational training) or 11664
hospital training or training post or training program* or rotation* or placement*
or fellowship* or clinorotation* or workplace based assessment or hospital
post*).ti.
8 learning/ or active learning/ or adult learning/ or cooperative learning/ or 76651
experiential learning/ or incidental learning/ or intentional learning/ or lifelong
learning/ or observational learning/ or problem based learning/ or sequential
learning/ or student centered learning/ or “transfer of training”/ or verbal
learning/ or workplace learning/
9 1or2or8 104002
10 3and9 2631
11 4or5 89972
12 10and 11 1146
13 6and 12 704
14 7 and 13 926
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WebofScience (19-08-2020)

# Search string Results

1

TS=(trainee* OR GP OR “general practi*” OR resident* OR fellow OR fellows OR
intern OR interns OR “specialist registrar*” OR “specialty registrar*”)
Indexes=SCI-EXPANDED, SSCI, A&HCI, ESCI Timespan=All years

413795

TS=(internship* OR residenc* OR placement* OR traineeship* OR “vocational
training” OR “hospital training” OR “training post” OR “training program*” OR
rotation* OR fellowship* OR clinorotation* OR “workplace based assessment” OR
“hospital post”)

Indexes=SCI-EXPANDED, SSCI, A&HCI, ESCI Timespan=All years

764314

TS=(medical OR clinic*)
Indexes=SCI-EXPANDED, SSCI, A&HCI, ESCI Timespan=All years

4296205

TS=(learning OR education*)
Indexes=SCI-EXPANDED, SSCI, A&HCI, ESCI Timespan=All years

1472387

#4 AND #3 AND #2 AND #1
Indexes=SCI-EXPANDED, SSCI, A&HCI, ESCI Timespan=All years

10631

o

Tl=(Residenc* OR internship* OR traineeship* OR “vocational training” OR
“hospital training” OR “training post” OR “training program*” OR rotation* OR
placement* OR fellowship* OR clinorotation* OR “workplace based assessment”
OR “hospital post*”)

Indexes=SCI-EXPANDED, SSCI, A&HCI, ESCI Timespan=All years

170328

#6 AND #5
Indexes=SCI-EXPANDED, SSCI, A&HCI, ESCI Timespan=All years

2818

TS=(intradisciplin* OR intraprofessional OR interprofessional OR cross-disciplin*)
Indexes=SCI-EXPANDED, SSCI, A&HCI, ESCI Timespan=All years

13734

#8 AND #7
Indexes=SCI-EXPANDED, SSCI, A&HCI, ESCI Timespan=All years

47

10

TS=(hospital OR (general AND practic*) OR (medical AND clinic) OR (hospital AND

post))
Indexes=SCI-EXPANDED, SSCI, A&HCI, ESCI Timespan=All years

1026318

11

#10 AND #7
Indexes=SCI-EXPANDED, SSCI, A&HCI, ESCI Timespan=All years

795

12

TS=(undergraduate)
Indexes=SCI-EXPANDED, SSCI, A&HCI, ESCI Timespan=All years

73232

13

#11 NOT #12
Indexes=SCI-EXPANDED, SSCI, A&HCI, ESCI Timespan=All years

748

14

(#13) AND DOCUMENT TYPES: (Article)
Indexes=SCI-EXPANDED, SSCI, A&HCI, ESCI Timespan=All years

708
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APPENDIX 3A. JBI CRITICAL APPRAISAL CHECKLIST FOR
QUALITATIVE RESEARCH **

Question Yes No Unclear Not
# applicable
1 Isthere congruity between the stated ~ 7:4251-5355- TR
philosophical perspective and the SRe0cs
research methodology?
2 Is there congruity between the TR )
research methodology and the E2.28.60.63
research question or objectives?
3 Isthere congruity between the 25 S820 22 SOeDC0 &
research methodology and the SRR
methods used to collect data?
4 s there congruity between the 0520 022D &
research methodology and the E23.2850.68
representation and analysis of data?
5 Is there congruity between the A P it
research methodology and the 3585052
interpretation of results?
6 Is there a statement locating the TR TRl o
researcher culturally or theoretically? YRR
7 Istheinfluence of the researcher S22 RLLE22 0222000
on the research, and vice- versa, AR
addressed?
8 Are participants, and their voices, 2RSS0 CRZUSCE
adequately represented? 285052
9 Isthe research ethical according to TR S L0
current criteria or, for recent studies, 535556586063
and is there evidence of ethical
approval by an appropriate body?
10 Do the conclusions drawn in the 17,1538,42,50- 40,5659

research report flow from the analysis,

or interpretation, of the data?

55,58,60,63
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APPENDIX 3B. JBI CRITICAL APPRAISAL CHECKLIST FOR CROSS-

SECTIONAL RESEARCH **

# Question Yes No Unclear Not
applicable
1  Were the criteria for inclusion in 11.1436,37414447.66  34,10.394561
the sample clearly defined?
3,39,47 37,61

2 Were the study subjects and the #10.11143641444566
setting described in detail?

3  Was the exposure measured in 4
a valid and reliable way?

3,4,10,11,14,36,37,
39,44,45,47,61,66

4 Were objective, standard criteria '
used for measurement of the

3,410,11,14,36,37,
39,44,45,47,61,66

condition?

5 Were Confounding factors 4,11,39,41,44 3,10,14,36,37,45,47,61,66
identified?

6  Were strategies to deal with & PTG

confounding factors stated?

5,47,61,66

7  Were the outcomes measured ~ 310111436373941,61
in a valid and reliable way?

4,44,4547,66

8 Was appropriate statistical ATk Al
analysis used?

3,36,37,39,45,47,61,66
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APPENDIX 3C. JBI CRITICAL APPRAISAL CHECKLIST FOR COHORT
STUDIES *

# Question Yes No Unclear Not
applicable
1  Were the two groups similar and recruited  8434° B e SZCRED
from the same population?
2 Were the exposures measured similarly 8 BRI
to assign people to both exposed and
unexposed groups?
3  Was the exposure measured in a valid and  84° B e
reliable way?
4 Were confounding factors identified? 882 AR
5 Were strategies to deal with confounding eSSl eRee
factors stated?
6  Were the groups/participants free of the peasel BECIC
outcome at the start of the study (or at the
moment of exposure)?
7  Were the outcomes measured in a valid 846,48,49,57,64 43,65
and reliable way?
8 Was the follow up time reported and RSTEL
sufficient to be long enough for outcomes 846484965
to occur?
9 Was follow up complete, and if not, were B s Bk
the reasons to loss to follow up described
and explored?
10 Were strategies to address incomplete BRclesTcs E2.CS
follow up utilized?
11 Was appropriate statistical analysis used? 84648495764 &
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APPENDIX 3D. JBI CRITICAL APPRAISAL CHECKLIST FOR SYSTEMATIC
REVIEWS AND RESEARCH SYNTHESES 32

# Question Yes No Unclear Not
applicable
1 Isthe review question clearly and explicitly 2
stated?
2 Were the inclusion criteria appropriate for the 2

review question?

3  Was the search strategy appropriate? 2

4 Were the sources and resources used to search 2
for studies adequate?

5  Were the criteria for appraising studies @
appropriate?
6  Was critical appraisal conducted by two or more 2
reviewers independently?
7  Were there methods to minimize errors in data 2
extraction?
8 Were the methods used to combine studies 2
appropriate?
9  Was the likelihood of publication bias assessed? 52

10 Were recommendations for policy and/or practice ¢?
supported by the reported data?

11 Were the specific directives for new research R
appropriate?
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ABSTRACT

Context

Intraprofessional collaboration (intraPC) between primary care (PC) doctors and medical
specialists (MS) is becoming increasingly important. Patient safety issues are often
related to intraPC. In order to equip doctors well for their task to provide good quality
and continuity of care, intraPC needs explicit attention starting in postgraduate training.
Worldwide, PC-residents undertake a hospital placement during their postgraduate training
where they work in proximity with MS-residents. This placement offers the opportunity to
learn intraPC. It is yet unknown whether and how residents learn intraPC and what barriers
and opportunities exist for learning intraPC during hospital placements.

Methods

We performed an ethnographic non-participatory observational study in three emergency
departments and three geriatric departments of five hospitals in the Netherlands. This
was followed by 42 in-depth interviews with the observed residents and supervisors. The
observations were used to feed the questions for the in-depth interviews. We analysed the
interviews iteratively following the data collection using template analysis.

Results

Hospital wards are rich in opportunities for learning intraPC. These opportunities, however,
are seldom exploited due to various reasons: IntraPC receives limited attention when
formulating placement goals, so purposeful learning of intraPC hardly takes place.
Residents lack awareness for the learning of intraPC. MS-residents are not accustomed
to searching for expertise from PC-residents. PC-residents adapt to the MS-role and
they hardly contribute their PC-knowledge. Power dynamics in the hospital department
negatively influence the learning of intraPC. Therefore an improvement in mindset,
professional identity and power dynamics are crucial to facilitate and promote intraPC.

Conclusion

IntraPC is not learnt spontaneously during hospital placements. To benefit from the
abundant opportunities to learn intraPC, adjustments in the set-up of these placements are
necessary. Learning intraPC is promoted when there is a collaborative culture; hierarchy
is limited, dedicated time for intraPC and support from the supervisor.
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INTRODUCTION

Adverse events resulting from human error are reported frequently in healthcare.’? A
common contributing factor to these events is an ineffective collaboration between
primary care (PC) doctors and medical specialists (MS).3* Frequently reported issues
are deficient communication and information transfer.*® These problems could increase
in many healthcare systems, because of the current tendency to translocate part of
healthcare service provision from hospital to PC-settings.® This involves transitions of
both patients and knowledge, leading to an increased risk of error.34” Therefore, in addition
to being proficient in their professional work, PC-doctors in the PC-setting and MS in
the hospital should be aware of each other’s context, expertise, and roles, and how to
communicate and collaborate intraprofessionally.®®

In order for doctors to be well equipped for their task to provide continuity of care between
primary care and hospital setting, intraprofessional collaboration (intraPC) needs to receive
special attention during postgraduate training '°. This can be realised by intraprofessional
education (intraPE)."" However, the distance, both physical and conceptual, between PC
and MS workplace and teaching environment seems to be a deeply-rooted obstacle to
this strategy.® During postgraduate training, PC-residents and MS-residents do collaborate
around referral to and discharge from the hospital. Their training programs, however,
occur isolated from each other and focus on their own specialty.? In the Netherlands,
learning during PC and MS postgraduate training is predominantly workplace-based. Both
curricula and clinical commitments limit the time PC-residents and MS-residents can work
together.'%"" As a result, the opportunity to build on and learn from and about the strengths
of each other is limited. Since the proximity of different professions in shared educational
and clinical spaces and sufficient time allocation can help to build mutual rapport'?, it is
precisely the proximity what requires specific attention when organising intraPE.

We explored whether and how intraPE could be organized during hospital placements.
In many countries, PC-residents, such as general practitioner residents and elderly care
physician residents (see box 1), undertake a hospital placement during their postgraduate
training.'®'* This hospital ward, where PC-residents and MS-residents work in proximity,
offers the opportunity to learn intraPC through intraPE. Currently, formalized intraPE is
limited, therefore, if learning intraPC occurs, it will be predominantly unintentional.? To the
best of our knowledge it has not been investigated whether and how PC-residents and
MS-residents learn intraPC during these placements.

This study aims to gain insight into the potential of hospital placements for learning
intraPC, by answering the following questions: 1. When and how do PC-residents and
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MS-residents learn intraPC during hospital placements? 2. What are opportunities and
barriers to learning intraPC during these placements?

General Practitioner (GP) Doctor “working in the frontline of a healthcare
system, taking the initial steps to provide care for any
health problem(s) that patients may havel...], including
prevention, diagnosis, cure, care, and palliation”, (Olesen
2000).7

Elderly Care Physician (ECP) Doctor working in long-term care for elderly people
and chronic patients, mostly in a nursing home. In the
Netherlands this is a PC-specialty.’s'”

Primary Care (PC-)setting The first, community-based medical care. PC-doctors are
(among others) GPs or ECPs. The gatekeeping role of PC-
doctors makes them responsible for adequate referral of
patients to hospital care.

Primary Care resident (PC- In this study, PC-residents are GP-residents and ECP-
resident) residents. The postgraduate PC-training involves a 3
year competency-based program.'® PC-residents provide
patient care in the PC-setting (1st and 3th year). During
their 2" year, PC-residents undertake other placements
among which in a hospital (6-9 months) ."”

Medical Specialist (MS) Doctor providing specialist medical care. Mostly offered
in hospital settings, where both inpatient and outpatient
clinics are combined.

Medical Specialist resident (MS- Doctor in training for MS. The postgraduate MS-training
resident) involves a 4-6 year competency-based program. MS-
residents provide patient care in a hospital.

Box 1. Definitions of professionals and settings within the Dutch healthcare system

METHODS

We carried out a constructivist ethnographic study. A constructivist approach acknowledges
that researchers’ background assumptions, disciplinary perspectives and programmatic
efforts along a line of study shape their research processes and conceptual emphases.
Therefore, in our study, particular time and attention was paid to reflexivity throughout
the research process on how our assumptions and perspectives have shaped our data
collection and interpretation. The research group consisted of general practitioners,
educational scientists, a psychologist, an internist, a geriatrician, and a medical student.
All group members were experienced in providing intraPE and/or conducting research into
intraPE in different contexts. This multidisciplinary research group functioned as a form of
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triangulation as it brought together disciplines whose profession and/or training calls on
highly different assumptions and knowledge areas.®?° An experienced psychologist (NL)
and a medical student (MW) performed the observations and interviews. Both researchers
were trained in qualitative methods and analysis. For the ethnographic research, these
researchers were trained during this study by an anthropologist and an educational science
researcher.

Rapid Ethnography

We used a non-participatory rapid ethnographic research approach.?! Particularly
in healthcare and medical education research, ethnographic approaches have been
considered appropriate to study professional groups, sociocultural aspects and the
organization of healthcare and medical education.???® Lingard et al. (2012) describe how
ethnographic research is well-suited for capturing the complexity of the daily practice
of interprofessional education and collaboration.?* Compared to classic ethnographic
research, which focusses on understanding a cultural phenomenon, a rapid ethnographic
research approach prescribes that researchers enter the field with a more well-defined and
focused research question and scope.?23252¢ Rapid ethnography-based methods provide
a means of collecting data within a short, well-defined timeline by using triangulation
of observations, in-depth interviews, and theory.?" In this study, we collected data by
observations in daily practice and in-depth interviews to gain insight into what is already
being done and to explore opportunities and barriers for learning intraPC between PC- and
MS-residents within hospital placements.

Study setting and inclusion

Using purposeful sampling techniques, we sampled emergency departments and geriatric
departments of both academic and regional hospitals, in the Netherlands. After inclusion,
we announced our visit with posters and emailed an information letter with the purpose
of our study including an invitation for the interview to all residents and supervisors.
For the interviews, we applied purposive sampling including snowballing. We sampled
younger and older residents and supervisors and we talked about the results with
participants. This allowed us to gather broad and deep information of learning intraPC
during hospital placements. We excluded residents and supervisors who worked in the
hospital department for less than one month.

Data collection

Data collection through observations and in-depth interviews was piloted by one researcher
(NL). Two researchers (NL, MW) then performed the observations and in-depth interviews.
Prior to our visit, we agreed with the supervisor which moments would be observed. Work-
related activities and settings with potential intraPE moments were observed, for example,
educational sessions, team meetings, mutual consultations, and daily administrative
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work practice. Both researchers were familiar with the context of hospital placements.®
They immersed themselves in the flow of events including informal conversations. We
only performed observations at locations where no patients were involved. To improve
internal reliability, the researchers carried out the first two observations and in-depth
interview together and determined and discussed differences. During the observations,
the researchers made hand-written fieldnotes, that were transcribed the same day. During
short observations, we produced short and direct reports instead of a thick traditional
description.?" The fieldnotes and reports were transformed into descriptive notes and
were used to inform the interview questions. This means that a different set of questions
have been asked of all participants. After the interviews, all field data were anonymised.

The interviews were semi-structured; the interview script (Additional file 2) was designed
by four investigators (NL, MW, CF, NS). The interviews were performed after a couple of
observations, to ensure that the researchers had enough time to read the fieldnotes and
formulate additional questions. The interviews were all conducted in person: 39 in a private
room at the hospital department, and three by phone. Participants were compensated with
a gift card (value €20). All interviews were recorded, anonymised and transcribed verbatim.

Data analysis

Transcripts of the interviews were analysed using a template analysis method.?” We choose
for template analysis as in this way we could handle the large data set more comfortably
than some other methods of qualitative data.?® The use of a priori themes within template
analysis helps focus on themes that need to be incorporated into the analysis. A first
template was developed by NL and MW. The codes of this preliminary template were
derived from the main questions from our interview guide but also arose from inspection
of the data.?”” After each day of observations and interviews, the researchers (NL, MW)
discussed their findings. The first three interviews were coded by two researchers (NL,
MW) leading to an initial coding template. After re-reading our data and discussing our
template we decided to use this template as this would represent the data as fully as
possible. It contained higher level codes (representing major themes) and low to lower-
level codes, representing more specific topics. The next 39 interviews were analysed with
members of our multidisciplinary coding team consisted of NL, MW, MV, CF, NS and EG in
various combinations. NL coded and analysed all interviews to provide continuity. Finally
all 42 transcripts were double-coded by the research team.

The vast quantity of data, compounded by 45 hours of observation and 42 interviews,
made analysing data and finding patterns complex.?® Due to a clear distinction between
three different groups (supervisors, PC-residents, MS-residents) and the use of a template
analysis method in a large research team, we were able to properly analyse the large data
set.?®
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The research group (NL, MW, NS, CF, EG, JdG) discussed the data iteratively; all
inconsistencies in applications of the codebook were discussed and resolved through
consensus. Based on the discussions NL adjusted the template. During the coding
process NL discussed the results with CF who is a researcher in the field of workplace
learning. These discussions helped challenge NLs interpretation of the data and introduce
alternative interpretations. After analysing the interviews, the fieldnotes of the observations
were reread to check for discrepancies between fieldnotes and interview data. The number
of observations and interviews was determined by theoretical sufficiency.?’Data collection
was finished when the research group concluded to have reached ‘meaning saturation’®®
and conceptual depth to answer the research question.?

Ethics

This study was reviewed and approved by the medical ethical review board of the Dutch
Organisation for Medical Education (NERB nr. 983). Written informed consent of all
participants was obtained before participation. In some cases, nurses, (para)medical
professionals and medical students, were visible during the observations and therefore
they were asked for informed consent to be observed, after receiving an information letter
on the day of our observations.

RESULTS

We conducted 45 hours of observations (10-360 minutes per observation) and 42
interviews (18-50 minutes per interview) with 14 PC-residents, 14 MS-residents, and 14
supervisors at three emergency departments and three geriatrics departments of five
hospitals from February to May in 2018 (table 1 and additional file 1).

A prevailing view amongst all PC- and MS-residents and supervisors was that intraPE is
essential and needs explicit attention including dedicated time.

MS-resident1_H3: To me, it (intraPE) is super important, and it should receive much
more attention.

All participants indicated that hospital wards are rich in opportunities to learn intraPC. To
actually benefit from these opportunities interventions are needed. After categorization
of the results, we identified three main themes: 1. Incidental and purposeful learning, 2.
Competing professional roles, 3. Work environment. In relation to these three themes,
residents and supervisors mentioned clear recommendations for the introduction and
implementation of intraPE during hospital placements.



Chapter 3

Participant Total Man Woman Age (range) year of specialty
training

Primary Care residents 14 5 9 32.2 (28-50) years in training: 2

GP-residents 11 4 7 2

EP-residents 3 1 2 2

Medical Specialist residents

ER-residents 14 5 9 30.5 (26-37) years in training: (1-5)
Geriatric-residents 6 2 4 1,1,1,333
Surgery-resident 5 1 4 33555
Internal-residents 1 1 0 1
Hospitalist*-resident 1 0 1 5

1 1 0 1
Supervisors
(Medical Specialists) 14 7 7 49.6 (34-64) 9,6 years (1-18)

supervising experience

Table 1. Participants for observations and interviews
*New specialisation in the Netherlands for generalist doctors within the hospital.
Abbreviations: ER, emergency care; ECP, Elderly care physician, GP, general practitioner

Theme 1. Incidental and purposeful learning
Our data showed that learning intraPC in the hospital ward occurs by two routes: incidental
(implicit learning activities) and purposeful (explicit learning activities).

Learning implicitly and incidental

The majority of intraprofessional learning activities occurred implicitely during daily work
activities. While working, PC-residents learned about the daily hospital-routine: substantive
medical skills, how to best refer a patient to the hospital, and how to formulate an adequate
referral question. PC-residents usually learned these skills from the supervisors in the
hospital department. Supervisors also operated as a role model in intraPC; MS-residents
often copy their behaviour. MS-residents learned about possibilities and limitations in the
PC-setting and referral patterns, mostly from PC-residents. Residents mentioned that the
learning of intraPC mainly occurred incidentally, without conscious reflection.

PC-resident1_H2: ‘Some attention is paid to intraPC, but it is not really high on
the agenda. You do notice that they know PC-residents are walking around and
sometimes get questions f.e. ‘is that possible in the nursing home?’ or ‘how do you
see that as GP?’ or ‘'How would you feel if we discharge such a patient?’ This kind
of interaction happens spontaneously”
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Learning explicitly and purposeful

We observed that intraPE is purposeful and planned in some departments, especially in
departments with a collaborative culture, dedicated time for intraPE and intraPE mindset
from the supervisor (see box 2).

Role of supervisor in purposeful learning
PC-residents indicated that some supervisors consciously stimulate interaction between
PC-residents and MS-residents and encourage PC-resident to show their PC-expertise.

PC-resident1_H5: | always try to share my PC-vision [..] It is a positive thing, that
they really appreciate it that | have a vision as a general practitioner. And | also get
to hear that they (supervisors) really like it that | contribute my PC-opinion. That is
of course stimulating

Supervisors mentioned that they find it difficult to coach and assess the learning of
intraPC for residents from different backgrounds. Their expertise is based on specialist
medical knowledge and skills, and they feel competent in teaching in this area, but offering

A joint intraprofessional team reflection followed directly after the weekly intraprofessional
grand round at the geriatrics department. This form of intraPE occurs every Wednesday from 9
a.m. to 10 a.m.

During the grand round today, 11 participants are participating: supervisors, MS-resident,
PC-residents (general practitioner (GP-resident) and elderly care physician (EP-resident)),

and medical students. Each patient is seen by a PC-resident and a MS-resident together (in
various combinations), the other participants are observing this intraprofessional consultation.
After this grand round, a joint team discussion/ reflection takes place in the handover room.
Everyone is seated around the table. One of the PC-residents (GP-resident) presents a patient,
followed by discussion between the two PC-residents, supervisor 1 and supervisor 3. Supervisor
2 is observing and supervisor 4 occasionally asks questions during this discussion. When

the discussion is about medication for the patient, the GP-resident asks: “is this the regular
medication for this type of complaints (problem behaviour)?” The EP-resident shakes his head
“no”. Supervisor 1 invites this EP-resident to explain the elderly care guidelines of problem
behaviour. EP-resident explains the updated guidelines for problem behaviour (used in primary
care). Supervisor 1 says: “thus, we cannot provide medication for the treatment of problem
behaviour, due to lack of evidence for the effect of medication on problem behaviour”. Supervisor
4 asks the other residents and medical students: “can you follow our thoughts?” The supervisors
invite everyone to ask questions and to share their expertise.

Note observer: The atmosphere is relaxed, there seems to be enough time and space for
questions and education, residents and students are invited to share knowledge and to ask
critical questions. There is room for one’s own opinion and disagreeing with each other, the
atmosphere remains relaxed and respectful.

BOX 2. Fieldnote_R1_H2
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intraPE poses specific demands beyond their primary expertise. In order to provide intraPE,
supervisors feel a need to study new knowledge and skills about collaboration.

Supervisor2_H2: What | mention about just (the use of) theories about collaboration,
we haven't done it before, but lately occasionally. Yes as a doctor, you know very
little about that, we just do it. Sometimes it goes well and sometimes it doesn’t
work. Things like that are, | should delve into it (theory about collaboration).

Placement goals

Both, PC-residents and MS-residents indicated that learning intraPC is essential, but they
are not always aware of opportunities to learn this. Residents are accustomed to operating
and learning seperated from each other and indicate that intraPE is generally not in their
mindset.

MS-resident1_H2: I can ask her (PC-resident) ‘how are things organised in your PC-
setting?’ We do discuss such things, and she tells me a lot about that [...] But really
learning to collaborate, no. We are each on our own island, and you occasionally
ask something about ‘how are things going on your island’.

MS-residents often teach PC-residents about their medical specialty and how the hospital
is organized, but they hardly ask for PC-expertise, with the result that PC-residents
think that MS-residents do not want to learn from them. This means that learning is
predominantly unidirectional.

PC-resident1_H5: Of course | learn a lot from his or her (MS-resident) knowledge
and skills [...] Conversely | have the idea that they learn less from us. And that they
do not really want it either. Then it is a bit of one-way learning.

Residents and supervisors reported that intraPC receives at best limited attention in the
training programs as a competency to be learned during hospital placements. Therefore
the learning predominantly depends on residents’ indivudual mindset for learning intraPC
to formulate learning goals within this domain. Some supervisors would like to oblige
PC-residents to formulate a learning goal for intraPC, but supervisors indicated that they
never oblige MS-residents to formulate such a learning goal.

Supervisor 2_H6: PC-residents have different (training) goals and portfolios than
MS-residents. And they (PC-residents) steer very much on their own learning
objectives. So then you might have to make a standard learning goal for them.
That you say that the collaboration between PC-residents and MS-residents is one
of the learning goals for all PC-residents who come here.
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PC-residents expected attention for intraPC during release days, where PC-residents learn
among their peers at the PC-specialty training institute once a week, but they indicate that
intraPC receives only limited attention.

[question: are learning intraPC and sharing PC-expertise themes during release
days] PC-resident2_H6: Very few actually and that surprised me. | thought that there
would surely be attention (for intraPC), also for the collaboration with the elderly
care physician. But that (intraPC) is actually not discussed at all.

Theme 2. Competing professional roles

The observations and interviews showed that PC-residents often adjust to the role of
MS-resident providing specialist medical care during their hospital placement as if they
are in training for that MS-specialty. The majority of PC-residents hardly ever share their
PC-knowledge and -skills, except when invited.

MS-resident1_H6: The PC-resident steps into our MS-role and that is also what is
(implicitly) expected. It is a fact that they act just as MS-residents; they have to
drop their PC-role to say the least.

SUP2_H3: During handovers, when we discuss the patient’s discharge we don’t
know if a GP can do anything with our suggestions. Then, we should explicitly invite
PC-residents to say how their view is; they don’t do that on their own”

PC-residents, who continued to adapt to the role of MS-resident and barely expressed their
professional PC-identity, sometimes even were not aware of their PC-knowledge and skills.

PC-resident2_H6 And he (MS-supervisor) told me ‘you have to ask hard questions
to the other disciplines like how far will we go in our decisions?” And then | thought,
off course, that is actually something | normally do in primary care. Well, | won't say
that I really forgot it, but | think that | was too much in the MS-role.

PC-residents, who easily switched between MS-role and their professional PC-identity,
were more explicit and proactive in demonstrating their PC-expertise.

PC-resident1_H4: : | also give some kind of information back to the specialists
which they can use. | see myself more as a general practitioner within the ER.
I know something about emergency cases, and | also know a lot about general
practice. With that, | can also put them (medical specialists/MS-residents) in the
right direction.
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Theme 3. Work environment
A prevailing view amongst participants was that learning intraPC between residents is
only possible when a safe work-learning climate and significant practicalities are secured.

Work-learning climate

We observed that the placement of residents within the room during team meetings can
reflect (in)equality. Within some departments, everybody was seated equally in the room.
In other departments, PC-residents were not sitting around the table among other MS-
residents, but sitting or standing in the second rank. The discussion took place at the table
and the second rank (PC-residents) was acting as a kind of spectator. The placement of
residents was affecting the chances for intraPE.

Fieldnote_R2_H4: The medical specialists are sitting at the head of the U-form table,
and the MS-residents are sitting on the sides of the table. The PC-resident is sitting
on the second row, together with undergraduate students. The PC-resident is the
only doctor who have to take place second rank between the students.

Another essential aspect to create a safe work-learning climate is ‘knowing each other’,
for example by having a drink together outside the ward. Residents and supervisors who
know each other informally report that they get in touch with one another more easily,
understand why people react the way they do and are more likely to invest in each other.
Participants mentioned that hierarchy, such as between supervisor and resident, is useful
as it clarifies roles and responsibilities within the hospital. Nevertheless, they indicated
that too much power dynamics in the hospital ward can lead to a lack of respect and
inequality which has a hindering effect on building a relationship to get to know each
other’s expertise. Supervisors and residents mentioned that the way how MS speak about
PC-doctors can be responsible for creating a (un)safe work-learning climate for intraPE.

PC-resident3_H1: Sometimes medical specialists talk about primary care doctors in
a negative way, like it's an inferior specialism. And sometimes | hear such comments
during meetings between shifts, that is of course demotivating.

Participants mentioned that supervisors are in the position to steer power dynamics, and
within some departments, supervisors showed an active policy against unconstructive
power dynamics.

Practicalities

IntraPE can hardly take place when PC- and MS-residents are working in different shifts or
having different offices. Supervisors and residents indicated that the opportunity to meet
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each other is necessary for intraPE to take place. This is possible by sharing physical
space together.

Supervisor2_H5: We are in a set-up in which we sit in a circle (behind computers)
and where you easily pick up things from each other. And then an interesting
(intraprofessional) discussion, a case-based discussion arises spontaneously.

Residents’ and supervisors’ perceived needs

In relation to the above themes, residents and supervisors mentioned clear
recommendations to identify the different workplace activities for learning of intraPC
and to explicitly integrate workplace opportunities: 1. The specific organisation of work
context by creating actual possibilities for learning intraPC, 2. Explicit and purposeful
learning of intraPC during workplace activities, by both PC-residents and MS-residents,
3. Supervisors taking responsibility for intraPE by facilitating constructive work-learning
climate and further professional development in intraPE, 4. IntraPC as a placement goal for
both PC-residents and MS-residents, 5. Empowerment for PC-residents to share their PC-
expertise; 6. Empowerment of MS-residents to ask for PC-expertise 7. Offering placements
for MS-residents in the PC-setting.

Supervisor2_H3: It (intraPE) must be integrated in the placement/work structure.
When it is something optional or incidentally, then it will not work out.

MS-resident1_H6: For example case-based discussions, where we discuss the kind
of cases that we all recognize. And that we also hear their (PC-residents’) side of
the story and also hear from them what they encounter when collaborating with us,
and vice versa. | think that is very important.

MS_resident1_H3: For us (MS-residents), a placement in a nursing home would also
be a very good idea. That is not at all in our training program [...] It can sometimes
be quite difficult if you have no idea at all about how it works in a nursing home [...] |
think it is very good that we make that more transparent and learn from each other.

PC-resident1_H6: | think that we will only get a real collaborative relationship if they
(MS-residents) also come along when | am in the primary care practice.
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DISCUSSION

All participants found intraPC essential for good healthcare and consider hospital wards
rich in opportunities for learning intraPC. However, we also report that these opportunities
are seldom exploited due to various reasons. Firstly, intraPC learning goals are often not
apparent and both, residents and supervisors lack awareness of the intraPC learning
opportunities. When learning intraPC occurs, it is predominantly implicit. Secondly, PC-
residents often adapt to the role of MS-resident and hardly share their PC-expertise. MS-
residents often neglect to search for PC-expertise. Thirdly, too much hierarchy led to
inequity, which had a hindering effect on building relationships and formed a not safe
enough work-learning climate in which residents did not feel free to speak up. Therefore
improvement in mindset, professional identity and power dynamics are crucial to facilitate
and promote intraPC.

Mindset

When learning intraPC occurs between PC-residents and MS-residents, this is mostly
random through informal mechanisms: the learning occurs implicitly, spontaneously
and with little conscious reflection, which is in line with the description of Watkins &
Marsick (1992) about informal and incidental learning.®' To our knowledge, our study is
the first to investigate intraPE during hospital placements. Our findings are consistent
with previous studies on other contexts, which also showed that learning collaborative
competences lack structured implementation and is generally not in the mindset of
medical professionals.’323 Residents are expected to learn during their postgraduate
training, and therefore, it could be expected that they are always on the look-out for learning
opportunities. However, with regard to intraPC, this happens only to a limited extent.

Frequently, mindset is associated with the growth mindset theory from Dweck.3* However,
in social psychology and organizational leadership, mindset is seen as a cognitive filter
through which one looks at the world, a pre-defined reference frame, “used throughout
the totality of an individual or organization’s cognition”.®* Johnston (2019) clearly recasts
a long-standing idea when she states that “excellent medical education occurs in
secondary care settings” and elaborates that primary care has an “inferior status” and is
considered to be much less advanced.” Consequently, MS-residents teach PC-residents,
but they are not accustomed to asking for PC-expertise from PC-residents, maybe not
realizing or appreciating their PC-expertise. MS-residents rarely have placements in PC-
settings. These historical patterns can lead to a mindset for predominantly unidirectional
learning at the workplace. Uhlig et al. (2018) described that, in order to successfully
realize interprofessional collaboration, many deeply-rooted patterns, role cultures and
assumptions must be carefully adjusted.®® Our results underscore that MS-supervisors
and PC-teachers have an important role in creating a mindset for learning intraPC. They
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can do this by formulating placement goals for both PC-residents and MS-residents and
by stimulating two-way learning and conscious reflection.3637

The above implicates that intraPE requires responsibility of all parties involved: PC-
residents, MS-residents, supervisors, teachers and program directors.

Professional identity

In the Netherlands, the purpose of the hospital placements for PC-residents is to gain
expertise in emergency care and diseases that are not very prevalent in a PC-setting, and
to learn intraPC with medical specialists. We found that PC-residents often adapt to the
role of MS-resident. This is useful for learning medical skills and to fit into the hospital
team. However, the majority of PC-residents hardly share their PC-expertise. This is
counterproductive for learning intraPC. At first glance, the PC-resident appears to have little
influence on the dynamics of an expert team within the hospital ward. However, our results
show that also temporary team members can bring a fresh eye to common practices. We
found that PC-residents who expressed their professional PC-identity and easily alternate
between the MS-role and PC-role, created intraPC discussions and bidirectional learning.
Previous literature shows that pre-existing teams are more receptive to the influence of
newcomers when the newcomers are more assertive.*® Proactive PC- and MS-residents
would also rapidly take charge of their intraPC learning process once they are included in
the learning cycle.®' This stresses the importance of empowering PC-residents to express
their professional identity and to proactively share their PC-knowledge and empowering
MS-residents to proactively ask for PC-knowledge.

Power dynamics

The participants mentioned that hierarchy is useful to clarify roles and responsibilities
within the hospital, but too much hierarchy can create inequity. Power is enhanced
through the hierarchies in which residents interact.®® Hierarchy or power dynamics are
barely investigated within intraPE;*® only Meijer (2016) mentioned hierarchy.” In their
study hierarchy did not seem to influence intraPE, which is contrary to our findings. This
discrepancy may be attributed to the fact that their residents only interacted by telephone
and letter; power dynamics may be less prevalent during telephone and letter interaction.
Studies about hierarchy and power dynamics within interPE confirm our findings.*'#2 Baker
(2011) warned that attention should be paid to factors causing hierarchy; otherwise,
interPE can increase competition and unequal power relationships (power dynamics)
between professionals, which has a reverse effect on collaboration.*’ Edmondson (1999)
demonstrated that in working teams learning behaviour, such as sharing perspectives,
asking questions and seeking feedback, is highly dependent on team psychological safety:
“a shared belief that the team is safe for interpersonal risk-taking”.*®* Power dynamics
can have a corrosive effect on psychological safety,* and therefore on learning intraPC
between residents. Meanwhile, informal relations are related to psychological safety.* We

91



Chapter 3

found strong evidence that learning intraPC between residents is influenced by the degree
of equity and informal relations in the hospital department. This has been identified in
earlier studies as well."% Janssen et al. (2017) showed that interaction between residents
and supervisors, in which they take each other seriously, is a crucial factor in intraPE.3?
Meijer et al. (2016) concluded that knowing each other makes learning intraPC between
GP-residents and MS-residents much easier.” Our study shows that equity and informal
relations are promoted by practical issues such as sharing physical space, sitting equally in
the room around the table among others, dedicated time together, having a drink together
outside the workplace and speaking respectfully about each other.

Strengths and limitations

Strengths of this study are the use of four types of triangulation: method, data source,
investigator, and research group triangulation.*> An interprofessional research group
brought together disciplines with highly diverse assumptions and different knowledge
bases,’®?° and triangulation allowed researchers to examine different data sources to
confirm and contrast findings.*® The psychologist for example had a keen eye for the
effects of the possibilities to adjust hierarchy, and the general practitioner focused on
elaborating the importance of sharing PC-expertise.

We consider the variability in nature of the observations as a strength. The short observations
consisted of five meetings below 15 minutes. These were meetings to start the day in an
interprofessional way. Although short, these meetings provided us with very rich observations
with respect to (opportunities for) intraPE. Because our observers were familiar with the
context of hospital placements these could easily recognize relevant activities. Another
strength is the cooperative attitude of residents and supervisors to participate in this
study; we had to cancel some hospitals -that had applied to participate- after conceptual
depth was reached. Because of this cooperative attitude, we could get a rich conception
of the potential of hospital placements for learning intraPC.

We acknowledge several limitations. Our presence, during observations, may have had
an impact on the participant reactivity, which is defined by Paradis and Sutkin (2016) as:
“a form of participant effect that comes from participants’ active engagement with the
research and its aims, leading to behavioral adaptation that aligns with perceived social
norms”.* We think we minimized participants’ reactivity by embedding in the environment
and checking our observations during the in-depth interviews with the participants.z34¢
Observers were dressed in a hospital uniform and we undertook at least four observations
at every hospital department. We noticed that people did interact with us as if we were
new colleagues and continued their actions seemingly uninterrupted, especially when
we revisited departments. Another limitation is that we only performed observations in
locations where no patients were involved. Therefore, a part of informal learning intraPC
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remained outside the scope of our study. By practicing reflexivity in an interprofessional
research group, we think this limitation was reduced as much as possible.

Implications for practice and future research

When organizing the learning of intraPC through placements for residents from different
medical backgrounds, we think the following should be kept in mind: 1. Informal learning
can be planned or unplanned, but it involves at least some conscious reflection.’™ It is
necessary to implement intraPE within workplace-based learning, to make the learning of
intraPC purposeful; 2. The hierarchy must be taken into account, e.g. by sharing a room
and sitting equally around the table, asking for different perspectives, letting PC- and MS-
residents speak first during discussions and then letting supervisors add their information;
3. Supervisors need extra training to be aware of and create learning opportunities and
to create a mindset for learning intraPC. 4. Residents need some extent of professional
identity to be able to show their expertise and for supervisors to steer intraPE. A
professional role-identity is developed from a combination of personal factors, working
environment and role modelling.#*° However, PC role-models are absent during hospital
placements. Therefore, peer-to-peer meetings during placements could be a valuable
alternative.* We recommend release days, where PC-residents learn in dialogue with their
peers about intraPC. Future research is needed to investigate how the development of
professional role-identity can be supported, and how power dynamics can be managed
in a constructive way.

Conclusion

All residents and supervisors indicate that learning intraPC is essential and requires more
explicit attention. IntraPC is not learned spontaneously during hospital placements. Even
in a promising setting where PC-residents and MS-residents work together in the same
department, intraPC receives at best limited attention as a competency to be learnt. MS-
residents are not accustomed to asking for PC-expertise and PC-residents often adapt to
the role of MS-resident and they hardly contribute their PC-knowledge. Hierarchy with lack
of psychological safety at the hospital department negatively influences the learning of
intraPC. We conclude that in order to benefit from the opportunities to learn intraPC during
hospital placements, attention to mindset, professional identity and power dynamics is
needed. Learning intraPC is promoted when there is a collaborative culture (with not too
much hierarchy), dedicated time and goalsetting for intraPC and support from the MS-
supervisor on the ward and PC-teachers during release days.
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ADDITIONAL FILES

Hospital departments: six departments in two academic and three regional hospitals
Academic Regional

Emergency department

Geriatrics department

Geriatrics department

Emergency department

Emergency department

Geriatrics department

Additional file 1. Included hospital departments

Domain Question (example)

General How do you think about learning intraprofessional collaboration during this
hospital placement?

Current situation Can you give an example of intraprofessional education during your current
hospital placement?

Possibilities Do you see possibilities for learning intraprofessional collaboration (between
primary care and medical specialist residents)/within your current rotation?

Obstacles What are the factors that could hinder intraprofessional education within your
current internship?

Specific for a Primary care trainee: to which extent do you act as a medical specialist

discipline resident?

In response to the Questions to clarify what is seen during the observation
observations

End Do you know colleagues who think differently about intraPE than you do?

Additional file 2. Interview guide with starting questions
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ABSTRACT

Context

During postgraduate training, considerable efforts for intraprofessional education are in
place to prepare primary care residents (PC residents) and medical specialty residents
(MS residents) for intraprofessional collaboration (intraPC). Power dynamics are inherently
present in such hierarchical medical contexts. This affects intraPC (learning). Yet, little
attention has been paid to factors that impact power dynamics. This study aims to explore
power dynamics and their impact on intraPC learning between PC residents and MS
residents during hospital placements.

Methods

This study expands on previously published ethnographic research investigating
opportunities and barriers for intraPC learning among residents in five Dutch hospitals.
We analyzed transcripts of observations and in-depth interviews using template analysis. A
critical theory paradigm was employed. Discourse analysis additionally informed the data.

Results

We defined five interrelated themes that describe characteristics of power dynamics in
intraPC learning during hospital placements: beliefs; power distribution; interaction style;
subjection; and fearless learning. Power dynamics operate both within and between the
themes: power distribution between PC residents, MS residents and MS supervisors
seemed to be an attribution affected by underlying beliefs about professional norms or
about other professions; beliefs influenced the way PC residents, MS residents and MS
supervisors interacted; power distribution based on inequity could lead to subjection of
PC residents; power distribution based on equity could lead to fearless learning; and open
interactions enabled fearless intraPC learning.

Conclusions

Power dynamics have an impact on intraPC learning among residents in hospitals.
Constructive power dynamics occur when power distribution is based on equity, combined
with sincere open interactions, actively inviting each other into discussions and enlisting
the support of MS supervisors to foster fearless learning. This can be achieved by creating
awareness of implicit beliefs and making them explicit, recognizing interaction that
encourages intraPC learning and creating policies that support fearless intraPC learning.
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INTRODUCTION

Collaborative practice between primary care (PC) physicians and medical specialists
(MSs) is vital and requires mutual trust and respect.™ In the deep-rooted hierarchical
contexts of hospitals, however, it could be a measure of status for MSs to disrespect lower-
status professionals with impunity,® such as PC physicians.**” Power dynamics based on
traditional hierarchies are inherently present in (intra)professional interaction and learning
processes®®81° and could have an adverse effect on collaborative practices®® leading
to adverse events in healthcare.®'" Often power dynamics are not openly discussed, but
referred to implicitly, contributing to the hidden curriculum.

To prepare primary care residents (PC residents) and medical specialty residents (MS
residents) for collaborative practice, the learning of intraprofessional collaboration
(intraPC) through intraprofessional education (intraPE) is an emerging part of postgraduate
training.?'® For example, hospital placements, where PC residents and MS residents
work together at the same department, provide several opportunities for intraPE."® These
placements occur worldwide. 53741 A Dutch study found that PC residents, MS residents
and MS supervisors mentioned issues with power dynamics that influenced intraPC
learning during hospital placements.® Arabic studies have found that the personal attitude
of MSs can make PC residents experience inferiority of feel inferior, leading to deficiencies
in learning during hospital placements.'?° Canadian studies, furthermore, have found that
more than one-third of the PC residents experience harassment and intimidation arising
from power dominance by MSs and MS residents during hospital placements.?'?? As such,
power dynamics can lead to interpersonal fear.%

Although considerable efforts are being made to design inter-/intraprofessional education
(IPE/intraPE), little attention has so far been given to factors that impact hierarchy and
power dynamics.??* The vast majority of studies about IPE/intraPE focus on programs
or curricula, but omit to critically investigate the impact of power.22° The same holds true
for studies about hospital placements. By not addressing power dynamics, however, an
ambiguous and opaque problem remains in place.?>% To improve the learning climate for
intraPC learning, PC residents, MS residents and their supervisors need to have a better
understanding of the impact of power dynamics.®

Theoretical background

In scientific literature, power and power dynamics seem to be easier to recognize than
to define. Dahl (1957) explains power as a form of control: “A has power over B to the
extent that he can get B to do something that B would not otherwise do”.?” A/B can be
a person, team or organization. King jr. (1968) describes power as the ability to bring
about change? or as the capacity to act or not to act. Raven (2010) defines power as
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a form of interpersonal influence which may be based on various sources: expertise,
information, (formal) position, being a reference, or the ability to exert coercion or reward.?
Bynum (2021), finally, elaborates that power hierarchies/distribution in medical learning
environments are often manifested through knowledge, vulnerability, risk-taking and
influence.™®

Underlying these definitions are philosophical roots of thinking about power. Arendt
(1970) and Foucault (1976) explain that there is not one place or person where power
emerges from, but that it is rather constructed between people and continues to exist as
long as these people stay together.3°3" The interaction of power between people can be
understood as a dynamic process,**3? as an unstable network of practices that spreads
throughout society and may exist within workplaces, institutions, or other places where
people come together. In this article, we use the term “power dynamics” to describe the
way in which power impacts the interaction of two or more people or groups. Power and
power dynamics are essentially neutral, not necessarily negative,®'* and its manifestation
and impact may be constructive or non-constructive.

Prior research demonstrates that the impact of power dynamics between higher status
and lower status individuals may be moderated by psychological safety and perceived
connectedness.® Edmondson defines psychological safety as the extent to which people
view the work/learning environment as being conducive to interpersonal risk-taking, such
as expressing themselves or asking for help, without fear of negative consequences.”?*
It has been shown that an unconstructive manifestation of power dynamics can be
overcome with high psychological safety, even in contexts with strong hierarchies.35%

Research aim

The aim of this study is to explore power dynamics and their impact on intraPC learning
between PC residents and MS residents during hospital placements. The intention here
is to enhance the understanding of the nature and extent of power dynamics on hospital
wards and to pave the way for future constructive collaborative learning and practice.

METHODS

Context and design

Worldwide, during postgraduate training, PC residents undertake hospital placements
in the same departments where MS residents are in training .’ In the Netherlands,
this means that PC residents work four days a week on the hospital ward together with
MS residents; the fifth day is spent with other PC residents at the PC specialty training
institute. This current study expands on previously published research by Looman et al.
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(2020), which investigated opportunities and barriers to intraPC learning between PC and
MS residents during hospital placements.’®

Data collection

In our previous study, observations and interviews were conducted at three geriatrics
departments and three emergency departments of five Dutch hospitals from February to
May 2018. During this study, issues of power and power dynamics repeatedly surfaced in
interviews, even when power was not initially addressed by the interviewer. After fifteen
interviews, we decided to incorporate additional questions to explore this issue deeperin
the subsequent 27 interviews. Previous studies on psychological (un)safety in healthcare
have recommended taking different power status levels into account, and involving the
researcher as an observer in the study setting to observe patterns rather than relying on
participants’ reports only.*> We finally used all 42 interviews for this study and included 24
fieldnote transcripts for triangulation. More information on data collection can be found
in Looman, et al. (2020).

Design

We decided that the issue of power dynamics needed another theoretical framework
than the prior study on opportunities and barriers to intraPC. Due to the current focus
on power dynamics and the sensitivity required for such a topic, we employed a critical
theory paradigm. Critical theory is a research paradigm that focuses on the experience of
people and seeks to understand how social structures shape these experiences.*** Critical
theory is concerned with issues such as power and justice and tries to explain how social
systems function by looking into discourses, ideologies and institutions.**4% In line with
this paradigm, a discourse analysis approach informed our data analyses.*5*¢ Discourse
analysis focuses on the relation between language, practice and power* and assumes
that it is important to analyze power relations from the viewpoint of the participant.*

Data analysis

Transcripts of the interviews and fieldnotes were analyzed employing a template analysis
method.”*® Template analysis can be accommodated to different paradigms,* in this case
critical theory and some discourse analysis elements as an additional way of looking at
the data.*® For example, we used mental models and metaphors to analyze the data on a
deeper level.* Mental models show what people believe about others.* Metaphors can
reveal beliefs or norms that are normally hidden. We used mental models and metaphors
as a discourse analysis approach to explore the power dynamics in our transcripts and
to identify implicit forms of power.

Our data analysis started by selecting the relevant material. We combined an inductive
and a deductive approach for the operationalization of power dynamics. Two authors (NL
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and TW) performed a first round of open coding. NL and TW each independently coded
three transcripts. We discussed the results together. Combining these with sources in the
literature, we made a preliminary template of power dynamics. We used the preliminary
template to select relevant parts of the other transcripts. After that, NL and TW coded six
transcripts individually and compared the similarities and differences. Due to different
professional backgrounds, we had to settle on some definitions. “Team dynamic”, for
instance, was coded when it was negative by NL, whereas TW interpreted it as neutral.
We agreed to use it as a negative term and to use work-climate as a neutral or positive
term. NL and TW made an initial template and discussed this with the extended team:
CF, NS, JdG.

In the second round, NL and TW divided and coded the remaining transcripts individually.
Six of the transcripts were again coded by both and discussed in weekly meetings, to keep
track of differences and similarities. We discussed and settled on differences by meeting
with the whole research team and resolved all inconsistencies through consensus.
Differences mainly concerned whether a quote was to be interpreted as neutral or negative,
or how to choose a slightly different subcode from a larger overarching category (e.g.,
hegemony or distance). Other differences could be traced back to the different backgrounds
of the researchers, in which case we opted for an inclusive approach and kept both codes
(e.g., collaboration and work-climate).

Finally, we double coded the fieldnotes and triangulated these with the findings in the
coding template. We looked for mentions of power in the fieldnotes and compared these
to what the interviewees had said.

Reflexivity

NL is a psychologist and PhD candidate in intraPC/intraPE. Working as an psychologist,
her focus is on the underlying aspects of behavior, interaction and equity between people
in a work environment. TW has a background in education science and philosophy. She is
ateacher trainer and researcher in medical education. She holds an enactivist approach to
learning, focusing on the role of affect and environment in learning. DvA is a geriatrician,
supervisor and researcher in medical education. She focuses on team behavior in the
hospital ward regarding intraPC learning between residents. NS is a general practitioner,
director of primary care specialty training and professor general practice in IPC. Her focus
is on the role of PC residents with regard to intraPC learning. CF is an MD and educationalist
and professor of workplace learning. Her focus is on creating working environments that
stimulate learning for both students and professionals, psychological safety and adaptive
expertise. JdG is an internist, director of postgraduate medical education and professor
of professional performance in PGME. She focuses on hierarchy, psychological safety and
policies that affect intraPC learning.
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RESULTS

Based on our analysis, we defined five interrelated themes that describe characteristics
of power dynamics in intraPC learning between PC residents and MS residents during
hospital placements: A. Beliefs; B. Power distribution; C. Interaction style; D. Subjection;
E. Fearless learning (see Table 1).

Theme Description

A. Beliefs Participants hold certain beliefs about other professions (mental model of
the other) or about existing power systems and standards (professional
norms). This concerns beliefs between PC and MS residents and between
residents and MS supervisors in hospitals.

B. Power distribution Power distribution between PC physicians/PC residents, MSs/MS
residents and MS supervisors appears to be an attribution and can
be based on systems in the organization. Power can be attributed, for
instance, as hierarchical status due to mastery of knowledge. Power
distribution is part of a system as an existing power distance between
medical disciplines (PC and MS) and between supervisors and residents.
Power distribution appears to be an intertwining of attribution and system
factors, such as a skewed power distance in which MSs/ MS residents
have a superior and PC physicians/PC residents an inferior hierarchical/
power status (hegemony).
The distribution of power can be based on either equity or inequity.

C. Interaction style  Power is expressed in how participants talk about and with each other,
what words they use (metaphors, communication style) and whether the
interactions are open and collaborative.

D. Subjection Subjection is a type of behavior of PC residents in terms of not taking
interpersonal risks or withdrawal and ceasing engagement. These
behaviors can occur in a dependency relationship between PC and
MS residents or between residents and MS supervisors, when power
distribution is based on inequity.

E. Fearless learning A pattern of fearless learning is found to emerge in a safe workclimate,
with collaboration being based on equity, proactively inviting each other
to participate in discussions and show the courage to speak up, share
perspectives and take interpersonal risks.

Table 1: Themes that describe characteristics of power dynamics in intraPC learning between PC
residents and MS residents in hospitals

The themes appeared to be interacting. The observations and interviews indicated that
power dynamics (the way power impacts the interaction between people) occurred both
within the themes and between the themes. We described the interrelation between the
themes as main types of power dynamics.
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Figure 1. Main types of power dynamics in intraPC learning

We found five main types of power dynamics in intraPC learning between PC residents and
MS residents in hospitals (see Figure 1): 1) beliefs impact power distribution; 2) beliefs
impact interaction style; 3) power distribution based on inequity impacts subjection; 4)
power distribution based on equity impacts fearless learning; 5) interaction style impact
fearless learning. We will elaborate on these themes and on power dynamics in this

section.
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1. Beliefs impact power distribution

Our interviews revealed that power distribution is influenced by underlying beliefs and vice
versa. Supervisors mentioned that professional norms, such as mastery of knowledge,
determine the level of hierarchical status assigned to PC residents.

“In that case [if the PC resident has little input], he descends in hierarchy. I think
that they measure this [hierarchical status] in discussions, who is saying and doing
what, when and where... PC residents who dare to speak up are rewarded for that;
they are heard more.”

MS_supervisor_D1

Supervisors and residents indicated that the beliefs they hold about each other (mental
model) fuel power dynamics between PC and MS residents. PC physicians and PC
residents are expected to share information for intraPC, but this is not expected of MSs
and MS residents (professional norms). In order to learn intraPC, some MS residents
would like to balance this inequality, but they doubt whether they have support for doing
so. Several MS residents doubted whether they could learn from PC residents. These
beliefs hamper the ablitity to learn intraPC.

“There is an exchange on their side [PC physicians/residents], but conversely there
is no exchange from our [MSs/MS residents] side... | don’t know if people [MS
(residents)] would be interested in that [exchange by MS residents], but | do think
it would be important in an effort to establish proper intraprofessional care.”
MS_resident_D20

“I'm not sure what we may learn from a PC resident... Do you have a suggestion? ...
I do get that PC physicians have limited diagnostics. | can’t quite imagine what we
can learn directly from PC residents.”

MS_resident_D26

2. Beliefs impact interaction style

Our interviews demonstrated that beliefs impact interaction style, and, similarly, that the
way PC residents, MS residents and supervisors talk about and with each other (often in
metaphors) can create/maintain beliefs. Participants mentioned that interaction styles
have a major effect on generating a constructive or unconstructive manifestation of power
dynamics, which subsequently have a conducive or corrosive effect on intraPC learning
(see Table 2).
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Corrosive effect on intraPC learning Conducive effect on intraPC learning

“Handovers are a very good way to exchange
experiences, to exchange learning points. [...]

I do miss that with surgery, but it fits with the
attitude of surgeons and the attitude of internal
medicine. At the internal medicine department,
you're part of the team, but with the surgeons
you're an accessory/ a sidekick/ that works
along [...] There is some alpha male behavior

in there. Surgeons react differently if there’s
another specialism around. It is the kind of
hierarchy | expect from a surgeon. That just
belongs there. Actually, | enjoy the spectatorship,
you know, | like it. | find myself gawking at their
behavior.”

PC_resident_D3

“We assume a lot about what PC physicians can
or cannot do. We have all kinds of beliefs and
we naturally consider ourselves [MSs] better
than PC physicians... Of course, when there is
a PC resident in the group, you have to watch
what you say about why you might think PCs
should have done things differently... | think it's
quite intimidating [for PC residents] sometimes
... What | do when [ notice this, is to expressly
invite the PC resident to say something about
it. Like, ‘this is happening right now, but let’s
ask the PC resident in our midst what he thinks
about it.”

MS_supervisor_D25

“That | don't trust colleagues [PC residents]

“PC residents may think that they’re a bit inferior

unless | know they are trustworthy or | witnessed to the work here. But really, their expertise

it with my own eyes. You just need to have

a healthy kind of suspicion, whilst having to
supervise them (PC residents), to check up on
them.”

MS_resident_D38

could be of use to us as well. Since this is their
hospital placement, they want to learn more
about clinical geriatrics I think...Whilst it would
also be great if it [discussion/ exchange] could
also focus on geriatrics in general practice or
geriatrics in the nursing home.”
MS_resident_D20

“Cardiology can be condescending. That really
seems to be part and parcel of that specialty.

... [ don't think it really matters that I'm a PC
resident. It's just that they’re used to saying ‘here
comes primary [emergency] care again with a
stupid question’... that could affect me in terms
of learning from each other, because you're less
inclined to ask each other questions.”
PC_resident2_D6

“We [MSs] often have an opinion about PC
physicians. When a patient is referred too late
we think: ‘they can’t do anything correctly, they’re
often incorrect, other times they missed it [a
diagnosis], or acted too late. See, here we go
again..’ But we don't get to see everything that
goes well. So we have a distorted image of their
reality. We don'’t know the limitations they have.
But by having PC residents over, you notice that
we start labelling such things differently. We ask
more openly, verify things with them. And so we
engage with them [PC( residents)] respectfully
and more constructively.”

MS_supervisor_D19

Table 2: Interaction style: the way PC residents, MS residents and MS supervisors talk about and

with each other, often in metaphors

Table 2 shows that PC residents, MS residents and MS supervisors have biases and
judgmental beliefs about each other, which could lead to tense interactions that impede
intraPC learning. As supervisors D19 and D25 noted, awareness and recognition of beliefs
could be a first step in balancing power dynamics, followed by a respectful interaction with
careful language and actively inviting each other to participate in discussions.
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3. Power distribution based on inequity impacts subjection

Our data indicated that power distribution between PC residents, MS residents and MS
supervisors is an attribution, e.g., hierarchical status due to mastery of knowledge, and
can be based on systems in the medical context or organization e.g., existing power
distance between MSs and PCs or between supervisors and residents. Power distribution
seemed to be an intertwining of attribution and system factors. We observed that power
distribution based on inequity (hegemony) between PC and MS residents or between MS
supervisors and residents shapes unconstructive power dynamics. Residents sometimes
feel that the PC residents’ voice does not count or is overridden. This can lead to less
interpersonal risk-taking or ceasing engagement or subjection of the PC resident, which
could have a destructive effect on intraPC learning.

“I would be less likely to initiate a discussion about it... | can share my PC guidelines,
but they just get swept off the table. At that point I just think... fine... I'll just act
submissively here and we can do this the way you want to do it.”
PC_resident_D14

“They allowed me to tag along, so | was there to watch and to listen what this one
physician was saying. And then | had to decide whether | would start a discussion
to share my [PC]point of view whilst | could see that this person was not really open
to it.. I didn't believe he was inclined to change his mind. Well, perhaps this was a
bit lazy of me, but let’s just leave it at that.”

PC_resident2_D27

Our interviews revealed that supervisors may experience the power dynamics quite
differently than PC /MS residents. Our observations showed that even with a small power
distance between residents, the MS resident can easily overrule the PC resident, e.g.
by mastery of knowledge. MS residents do not always seem to be aware of the power
dynamics at play, while PC residents may be inhibited or silenced by these dynamics. This
could be a barrier to intraPC learning, see Box 1.

“I'm obviously at the top of the hierarchical ladder, so to what extent can someone
at the top judge whether hierarchy is a factor. | don’t see it as a limiting factor.”
MS_supervisor_D23

“For [PC and MS] residents to go to their MS supervisor: that’s a barrier... that

certainly has to do with hierarchy.”
MS_resident_D33
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Shockroom training (simulation) with MS residents, PC residents, nurses and undergraduate
students; teaching was prepared by a couple of a MS resident and a PC resident:

It seems that the MS residents mainly educate the others. The atmosphere is relaxed and

based on equity. After the simulation, a student asks the PC resident what he would do if this
patient showed up in general practice. PC resident does not seem to get a chance to answer this
question and is overruled by an MS resident who immediately gives an answer, complemented
by another MS resident. A moment later, another intern asks the PC resident why the patient was
so agitated in this case. Two MS residents answer this question directly. Again, the PC resident
does not seem to get an opportunity to answer for himself, although the question comes directly
to him. This hampers the chance of intraPE.

Fieldnote_R1_R2_H1

Joint teaching session (12.30): at the start, 1 PC resident, 6 MS residents and 2 undergraduate
students attend. They are discussing a patient case. The atmosphere is relaxed and the
hierarchy feels rather flat. After 20 min, a supervisor joins the session. Almost immediately after
sitting down, the supervisor comments on the case study about symptoms displayed on the
screen. This is followed by a discussion between 3 MS residents. At 12.55 two more supervisors
join the session. They recognize the patient on the screen and immediately get involved in the
discussion. The atmosphere is still relaxed but the hierarchy feels less flat than before the three
supervisors joined the group. The supervisors intervene quickly and often in the discussion and
take over the lead and the residents become more and more silent, sharing their perspectives
less and less.

FieldnoteR1_H3

Box 1. Two examples of education at the workplace (hospital departments)

4. Power distribution based on equity impacts fearless learning
A prevailing view amongst participants is that a certain degree of hierarchical power
distribution in the medical workplace can contribute to a constructive manifestation
of power dynamics. As long as collaboration is based on equity, hierarchical power
distribution could foster a work climate that contributes to fearless intraPC learning during
hospiotal placements. As the following residents said:

“There is a hierarchy, but everyone can quite easily contact each other. It's clear
who's ultimately responsible. They're not vague about it because that would actually
hinder a good working atmosphere. That [collaboration] just occurs in a very relaxed

way.
PC_resident_D40

“We stand above PC residents, but not in rank or anything. It's more that you're
really above them in terms of knowledge, but not in how you treat each other or
whatever... Look, a PC resident may not treat a neurotrauma, that'’s a difference of
course. It doesn’t make me feel better or higher.”

MS_resident_D7
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Our observations and interviews suggest that equity can be promoted by sharing a
physical space in which everybody literally stands or sits at the same level during patient
discussions.

“Previously, we were hierarchically separated in the handover room, but we made
a conscious decision to have everyone on the same level during the handover, just
to be able to discuss everything face-to-face with each other.”
MS_supervisor1_D5

“I think that’s also one of the reasons that the day-start is always done standing
up, so that everyone is equal.”
PC_resident2_D35

5. Interaction style impact fearless learning

Participants indicated that open interactions enable fearless intraPC learning because
residents and supervisors feel the bravery to speak up in open interactions. Some
supervisors noted, therefore, that they are attentive to asking open questions (collaboration,
inviting):

“Then [asking open-ended questions] you get much more discussion, much more.
It's also much safer... That's why we pay so much attention to it. And when the
department head is a bit adamant, that’s annoying. Then it's done, and everyone
keeps quiet. Yes, that kills the discussion and decreases the [intraPC] learning
effect... We know by now how big the consequences are, so we're very careful
about that.”

MS_supervisor_D1
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The handover room is an uncluttered area with three posters on the wall. One poster lists
conversation rules:

Handover discussion rules:

-Let each other talk and listen to each other’s arguments

-Be open to each other’s opinions

-Remain rational and fight arguments based on content

-Discuss on the basis of equality

The posters are there as a reminder, and it is noticeable that people comply with these rules, as
can be seen in the interaction below:

Three supervisors discuss the admission of a patient to Medium Care (MC), and this patient is
bedridden and may need to be admitted to a nursing home with more care. A PC resident joins
the discussion non-verbally (nodding, shaking, frowning etc.) before saying: “This is a fragile
patient who can’t make decisions for herself; she has no overview and was already bedridden
before admission. Maybe it's my PC perspective, but I'd say: where’s the gain in this [admission
to MCJ]? You're not going to do all that, are you?” Supervisor 3 says “This is indeed a cascade, and
I recommend consulting the general practitioner first. MC is not a meaningful option: it has no
medical benefits, and so we should indeed not suggest that.” With input from the PC resident, the
plan was adjusted from MC to consultation (intraPC) with general practitioner.

Fieldnote_R1_H2

Box 2. Handover based on open interaction at the geriatrics department

Participants mentioned that MS supervisors can play an important role in managing
power dynamics and creating a safe work-climate for intraPC learning. To promote
fearless learning, some supervisors indicated that they have made policy changes to
create a speak-up culture. One supervisor gave an example of an active policy against
unconstructive impact of power dynamics at their department:

“We have a very clear speak up-culture in our department. That has grown over
the last years. Everyone treats each other with respect. We find that extremely
important. If you don't, you're really put back in your place here. And that goes for
both residents and bosses. To cite an example, two years ago, a colleague [MS]
was barking at a resident in the hallway. And the emergency room doctor here told
him, “You'll never do that again, or I'll have you fired on the spot.’... There should be
no threshold for consultation.”

MS_supervisor1_D5

Another way to promote fearless intraPC learning in the hospital ward is to start the
workday or team-meeting with a personal briefing or by registering a smiley face that
reflects the person’s mood. Participants indicated that sharing thoughts, feelings and
learning goals could support the connection between teammembers and balance power
dynamics.
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“Yes, we consciously chose this [as a start to team-meetings] because studies have
shown that employees feel more valued and you also get better team bonding when
you first pay attention to whether everyone is fit and if there’s anything we need to
take into account.”

MS_supervisor1_D42

DISCUSSION

Many calls have been made in previous studies to examine and address the influence
of power on intraprofessional learning?2645. To our knowledge, this is the first study
specifically investigating power dynamics and their impact on intraPC learning between PC
and MS residents during hospital placements. Our data showed five themes that describe
characteristics of power dynamics: A. Beliefs; B. Power distribution; C. Interaction style; D.
Subjection; E. Fearless learning. These themes were found to be interrelated, and power
dynamics among residents and/or supervisors occur both within and between the themes.
We report five main types of power dynamics in intraPC learning between PC and MS
residents in hospitals: 1) beliefs impact power distribution; 2) beliefs impact interaction
style; 3) power distribution based on inequity impact subjection; 4) power distribution
based on equity impact fearless learning; 5) interaction style impact fearless learning.

Beliefs and interaction

Our data suggest that beliefs feed into power and into the way professionals talk about
and with each other, and that the nature of the interaction, conversely, create/sustain
beliefs, both at the individual and the group level. Our findings are in line with previous
studies in other fields, such as organizational psychology and neuroscience, showing that
all types of interactions have emotional subtexts® and are contagious,**+%¢ a form of
social influence in which individuals directly alter each other’s brain activity,* attitudes,
cognitions, emotions and behaviors.5"525556

Such contagion has a profound effect on power dynamics, collaboration quality®? and
team outcomes.®®5" We found that expressing negative beliefs and attitudes about
another profession could lead to an unconstructive manifestation of power dynamics
that negatively impact intraPC learning. At the same time, our data indicate that changing
the form of interactions by consistently applying conversation rules or other regulations
could already have a transformative effect on intraPC (learning) in hospitals as it opens
the door to candid discussions. Prior studies demonstrate that the contagiousness of
positive interactions, based on curiosity, trust, dignity and confidence,**%%7 can lead to
better collaboration,*%2 better learning®® and fewer conflicts.® A powerful first step in
changing the impact of power dynamics is to change how we talk. This stresses the
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importance of residents and supervisors being aware of their attitudes and beliefs and
the way they express themselves, and recognizing which type of interaction encourages
intraPC (learning), making the implicit explicit.

Interaction style and fearless learning

This study indicates that a constructive manifestation of power dynamics can occur when
hierarchical power distribution is combined with open interactions and collaboration based
on equity. This is consistent with prior research revealing an inextricable link between open
interactions and psychological safety.*? In contrast, we found that a lack of equity and open
interactions, e.g., when PC residents feel that their voices do not count or are overruled,
can lead to their ceasing engagement or subjection, which is detrimental as sharing
perspectives and speaking up are essential for intraPC learning. If open interactions were
to be applied as merely a technical skill without really being prepared for discussion, the
underlying biasses and attitudes will still create power dynamics.

While PC residents may be obstructed by power dynamics, our study shows that
supervisors and MS residents are not always aware of the impact of these dynamics
being at play. Even with the power distance between residents being small, MS residents
could easily and unintentionally overpower PC residents. One possible explanation for
this is the interrelation between hierarchical status and perceived psychological safety’:
higher-status MS residents appear to feel safer and hence more comfortable speaking
up®® than lower-status PC residents.

A powerful way to foster psychological safety and fearless learning is by acknowledging
each other’s opinion,*%® by sharing mutual attention®® and by actively reducing inequity.36%
This study yields practical suggestions on how this can be done between PC and MS
residents and supervisors: purposefully inviting each other to participate in discussions,
asking open-ended questions, being open to other perspectives and criticism, having a
functional distribution of power roles combined with consultation based on equity and
consistently sharing thoughts and feelings in a personal briefing during team-meetings.

Fearless learning in action

As healthcare and residency training have a strongly hierarchical nature with associated
strong professional norms,>7%°%0 sustaining fearless intraPC learning on the hospital ward
could be easier said than done®. Previous studies suggested the need for a profound
cultural change to enforce psychological safety and fearless learning,*?¢' the need for
identifying specific supervisor behaviors that can minimize power dynamics, and the
need for shaping interventions and organizational changes that will cultivate fearless
learning among residents”8¢ on the hospital ward. This study, however, indicated that
effective change could already be achieved by smaller interventions that are quite easy
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to implement. Participants noted that supervisors can play an important role in managing
power dynamics for the purpose of fearless intraPC learning and participants mentioned
various policy changes to balance power dynamics and to support fearless intraPC
learning (see implications for practice).

Implications for practice

To manage power dynamics and to facilitate fearless intraPC learning between residents
in hospitals, the following ideas might be helpful: i) Invite each other purposefully into
discussions and be attentive to listening and asking open-ended questions as a team. Put
a poster on the wall with clear conversation rules and (if necessary) consistently remind
each other of these agreements during team meetings; ii) Implement an active policy of
treating everyone with respect and counteracting unequal power dynamics. Talk to each
other about disruptive behavior; iii) Share physical spaces in which people literally stand or
sit at the same level during team meetings; iv) Start workdays or meetings with a personal
briefing or have staff register emotions by selecting a smiley face that reflects someone’s
mood; v) Be aware of the beliefs and the way residents and supervisors talk with and
about each other and recognize which type of interaction encourages intraPC (learning),
making the implicit explicit; vi) Distribute power roles and responsibilities functionally and
collaborate on the basis of equity.

Representing the residents’ and supervisors’ perspective is important for understanding
the influence of power dynamics on intraPC learning between residents in hospitals,
and it becomes crucial when the goal is to balance these power dynamics in order to
foster fearless intraPC learning. This study describes a phenomenon that is often more
implicit than explicit, however, this study also demonstrates that not all beliefs, biases and
practices are “hidden”; some are perceptible, taken for granted and part of the traditional
culture passed down to the next generation. Collaboration during postgraduate training
sets the tone for quality of future intraPC. IntraPC learning goes beyond learning new
skills and empowering residents, it is a matter of creating a culture of sincere equal
collaboration. A deeper understanding of power dynamics and their impact could be useful
to open the door to culture change and to further improve intraprofessional collaboration.

Limitations

We recognize that there may be more types of interactions between the themes, for
example between beliefs and fearless learning or between interaction style plus power
distribution that may promote subjection, but these did not emerge from our study. Some
interviewees were very open about power struggles, while others were holding back. As
this research was part of a larger project which had a broader scope than power dynamics
alone, we may have missed depth or an opportunity to break through interviewees'
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hesitations. As the analysis shows data saturation, however, we feel confident about our
results.

Triangulation with observations, moreover, helped to gain insight into who were holding
back and to get ideas about why this might be the case or what was actually happening
in the workplace. Still, it is important to remember that power is a taboo subject, and it
may have been difficult for interviewees to really speak up.

Future research

Further research is needed to determine whether and how the listed implications for
practice will help to improve fearless intraPC learning. Future studies could focus on using
a phenomenological approach in the interviews to really understand the interviewees'
perspective. As the topic of power dynamics remains a taboo subject, we recommend
focusing on trust before the interview and including metaphors to get an idea of actual
beliefs. Based on our experience, we recommend triangulation with observations, because
this could be helpful in understanding whatever is not mentioned in interviews.

Conclusion

Power dynamics have an impact on intraPC learning between residents in hospitals.
Power distribution between PC residents, MS residents and MS supervisors seems to
be an attribution affected by underlying beliefs about professional norms or about other
professions. Beliefs influence the way PC residents, MS residents and supervisors interact.
Power distribution based on inequity could cause PC residents to be subjected, and power
distribution based on equity could lead to fearless learning. Open interactions enable
interconnection and fearless intraPC learning. We conclude that the manifestation of
power dynamics could be constructive for intraPC learning during hospital placements if
power distribution is based on equity, combined with sincere open interactions, actively
inviting each other into discussions and enlisting the support of MS supervisors to foster
fearless intraPC learning. This can be achieved by creating awareness of implicit beliefs
and by making them explicit, recognizing interaction that encourages intraPC learning and
creating policies that support fearless intraPC learning.
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ABSTRACT

Context

The COVID-19 pandemic created a worldwide public health emergency, in which
hospitals created new COVID departments and doctors from different disciplines had
to work together. In the Netherlands, a large proportion of doctors in these departments
were residents. With knowledge of the disease developing only gradually, the influx of
COVID-19 patients called for adaptability, innovative work behavior, and intraprofessional
collaboration (intraPC) between residents and between residents and medical specialists.

Research goal: This study investigates how the delivery of COVID-19 care in hospital
settings affected the adaptability and learning intraPC of residents.

Methods

Sixteen semi-structured interviews were conducted with residents and medical specialists
from various disciplines who worked at a COVID department or Intensive Care Unit (ICU)
during the COVID pandemic in the Netherlands, focusing on adaptability and intraPC
learning. Data was analyzed using template analysis.

Results

We identified four themes that influenced learning during COVID care: collective uncertainty,
social cohesion and a sense of safety, the need for adaptive performance and intraPC
learning. During the first wave, collective uncertainty about the unknown disease and the
continuation of the crisis urged residents to adapt in order to take care of patients with
a disease that was as yet unknown. The combination of collective uncertainty, social
cohesion and a sense of safety, and the presence of different disciplines in one department
promoted residents’ intraPC learning. However, intraPC learning was not always the matter
of course due to the scope of the crisis and the huge numbers of new patients.

Conclusion

Collective uncertainty affected the residents’ adaptability. The combination of collective
uncertainty, social cohesion, and the presence of different disciplines in one department
promoted the residents’ intraPC learning. An important facilitating factor for both
adaptability and intraPC learning is a high level of social cohesion and safety. The physical
and psychological proximity of supervisors is an important factor contributing to a safe
learning environment.
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BACKGROUND

When the COVID-19 pandemic created a worldwide public health emergency [1, 2] an
enormous influx of extremely ill patients with an unknown disease urged hospitals to
suspend plannable care and create new COVID departments. In order to cope with and
care for patients with an unknown disease, many doctors from different disciplines had
to work together in unknown workflows, with unknown colleagues, and sometimes in new
roles. As worldwide knowledge of the coronavirus disease developed only gradually, this
required medical professionals to show adaptability and innovative work behavior, for
example, in revising existing protocols and creating new ones and in collaborating with
doctors from other disciplines. The COVID-19 pandemic thus accelerated the need for
doctors to adapt and collaborate in a complex, rapidly changing situation [3].

To adapt to new circumstances, doctors should acquire, integrate, and develop new
knowledge and skills in order to solve new problems in their daily work practice while
maintaining or improving quality of care [4-7]. This ability is called adaptive expertise or
adaptive performance [8, 9]. Professionals with high levels of adaptability demonstrate
flexible, innovative, and creative competencies in the domain in which they work [8, 10]. This
flexible work behavior helps them adapt to change [11]. The adaptability of professionals
is influenced by factors at three different levels: 1) learner/practitioner characteristics,
e.g., domain-specific knowledge, skills, regulation processes, and past experiences [9];
2) task characteristics, e.g., complexity, autonomy, and error-learning [9]; and 3) group/
team and organizational characteristics, e.g., support from colleagues, supervisors, and
the organization, team learning, and innovation climate [11].

Adaptability alone, however, is not sufficient to guarantee quality of healthcare: it is
impossible for doctors to provide comprehensive care as a single professional [12, 13],
and particularly during a pandemic, good collaboration among doctors is necessary for
them to be able to handle the complexity of care [12, 13]. During the COVID pandemic,
doctors from different disciplines were collaborating, which is called intraprofessional
collaboration (intraPC) [13]. In the Netherlands, a large proportion of doctors working in
COVID departments were residents.

Adaptability and intraPC are not only important during a pandemic, but they are
essential competencies for (future) doctors as, with increasing numbers of patients with
multimorbidity and rising diagnostic and therapeutic possibilities, the complexity of care
is always on the rise [5]. Medical schools, therefore, are trying to find ways to teach their
residents adaptability and intraPC skills [9, 12]. See also Box 1.

137



Chapter 5

During the COVID-19 pandemic, residents and doctors not in training (both referred to as
‘residents’ henceforth) in the Netherlands often worked at COVID or Intensive Care Unit
(ICU) departments. The aim of this study is to gain insight into the adaptability and intraPC
workplace learning of residents during the COVID-19 pandemic in the Netherlands. Our
intention here is to learn lessons for the development of adaptive expertise and intraPC
learning in postgraduate training in non-crisis settings.

In the Netherlands, medical graduates can continue their careers in medicine in different ways
[14]. Most of them apply for a job as ‘doctor not in training’ or apply for a medical residency
program. In the position of a ‘doctor not in training’ they work as doctors under supervision of
a medical specialist but do not receive education as part of a training program. When admitted
to a medical residency program, they become ‘doctors in training’ and they will be trained to
become medical specialists. Their primary way of learning is Workplace Learning (WPL) [14,
15].

Box 1 Explanation of career paths as graduated doctors

METHODS

We carried out a qualitative study using semi-structured, in-depth interviews from March
2020 up until April 2021. Within this time-span, the COVID-19 pandemic showed three
waves in which a large number of patients were admitted to hospital care.

Context

During the first wave of the pandemic in the Netherlands, plannable care was suspended
to deal with the massive influx of COVID patients, with the result that Dutch hospitals
consisted chiefly of COVID and ICU -departments at that time. These departments were
primarily supervised by medical specialists from disciplines related to COVID care (e.g.,
internist). These supervisors supervised both residents and medical specialists from
disciplines unrelated to COVID care (e.g., gynecologists) that also worked at the COVID
and ICU departments. In this article, we will refer to this last group of medical specialists
as “guest doctors”.

Reflexivity and ethical approval

Using an interpretivist research paradigm [16], we focused on understanding multiple
and diverse interpretations of reality. This perspective makes it especially important
to pay attention to reflexivity throughout the research process [17], which we did by
questioning how our assumptions and perspectives had shaped our data collection,
analysis, and interpretation during monthly meetings with all members of the research
team. The multidisciplinary research team was valuable during these discussions, as it
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provided an opportunity to triangulate knowledge and expertise from different professional
backgrounds: educational science (LB, CF, WK, MB, MvdH), psychology (RvdG, NL), and
medicine (NS, JdG).

The ethical review board of the Dutch Organization of Medical Education (NVMO) approved
the study under NERB number 2020.4.4.

Respondents

Fitting an interpretivist research paradigm [16], we chose a multi-perspective view on the
learning of residents [17]. Therefore, we were interested not only in the perspectives of
residents, but also in those of supervisors and guest doctors from several disciplines,
in order to generate richer data with respect to the adaptability and intraPC learning of
residents during COVID care.

Through the Dutch Association of Medical specialists and the Junior Specialists
Association, one of the authors (MB), who works as an educational scientist for the
Federation Medical Specialists (FMS), obtained an overview of doctors who had given their
verbal consent to be approached for research purposes. These doctors worked at a COVID
or ICU department in the Netherlands. This list was used for purposive sampling, in order
to recruit a diversity of residents and supervisors in different positions and disciplines and
working in different hospitals [18]. An information letter and an informed consent form
were sent by email to potential respondents by one of the researchers (LB or RvdG). After
we had included our first respondents, we used snowballing techniques to further diversify
our sample of respondents. Data collection was completed when the research group
concluded that they had reached meaning saturation to answer the research questions
[19].

Data collection

We conducted semi-structured interviews. A preliminary interview guide, designed by
the research group based on literature, was piloted by two researchers (LB and NL) and
adjusted afterwards (see Additional file 1 for the final interview guide used). As we were
pursuing data saturation of respondents’ perspectives about a similar experience, we
decided to focus primarily on respondents’ experiences of the first wave in all interviews.
In addition, we asked respondents who provided care in the first and second waves about
differences between both waves.

Two researchers (LB and RvdG) performed the interviews as a duo. Due to the COVID
measures in place at the time, the interviews were conducted in an online (secured)
environment. Each respondent signed the informed consent form prior to the interview.
None of the respondents was compensated for their participation. All interviews were
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audio-recorded and later transcribed. Names and other personal data were not transferred
to these transcripts.

Data analysis

Transcripts of the interviews were analyzed using template analysis [20]. This method fitted
our research question because it allowed us to combine a solid theoretical foundation with
interpretations that were identified from the data. Based on the research question and
the literature, four codes were determined a priori: adaptability, intraPC learning, individual
factors, and context factors. The initial template was further developed through coding
of the first transcripts by LB and RvdG and discussions with the research group. After
this, the coding process continued iteratively, with the template being adjusted if this was
deemed necessary based on the discussions. LB and RvdG both first coded the transcripts
independently and subsequently discussed them together. After all transcripts had been
coded, a final coding template was established through discussion within the research
team.

RESULTS

We conducted sixteen interviews (25-50 minutes per interview) from November 2020
to May 2021 with nine residents, five supervisors, and two guest doctors (Table 1).
Respondents worked at nine hospitals all over the Netherlands.

After coding the results, we identified four themes that influenced learning during COVID
care: i) collective uncertainty, ii) social cohesion and a sense of safety, iii) the need for
adaptive performance and iv) intraPC learning (see Additional file 2 for the final coding
template).

Collective uncertainty

The outbreak of the pandemic was very sudden. Within a very short time span, hospitals
had to rearrange their care systems to take care of the massive influx of patients with an
unknown disease and with knowledge and treatment developing only slowly. As a result,
many changes in schedules, working hours, and locations took place in a short period
of time. Residents mentioned that uncertainty about these preconditions was one of the
most stressful aspects of their work during the pandemic. Due to the sudden, massive
outbreak of an unknown disease, no one knew exactly what to expect and what needed
to be done to deal with the crisis. Residents said this was the first time their supervisors
and other medical specialists could not answer all their questions.
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Respondent  Position Original discipline Academic (A) vs. non-
academic (nA) hospital

1 Resident (not in training) Emergency A

2 Resident (not in training) Internal medicine A

3 Resident (not in training) Internal medicine nA

4 Resident (not in training) Surgery nA

5 Resident Sports medicine nA

6 Resident Geriatrics nA

7 Resident Internal medicine nA

8 Resident Cardiology nA

9 Resident Cardiology nA

10 Supervisor Internal medicine A

11 Supervisor Sports medicine nA

12 Supervisor Anesthesiology nA

13 Supervisor Internal medicine nA

14 Supervisor Geriatrics nA

15 Guest doctor Anesthesiology A

16 Guest doctor Cardiology nA

Table 1. Description of the respondents

“That bit of security, that there is always my supervisor, my back-up, who will know
if I don't know, that dropped away to some extent.” (R7, resident)

This collective uncertainty led to a change in roles and hierarchies. Respondents described
situations in which a resident had more COVID knowledge than his/her supervisor.
Related to this were changes in the decision-making process: everyone’s input was taken
into account, and as nobody knew the right course of action all ideas were taken into
consideration. Respondents also mentioned that, as they were under great pressure to
act, they learned to make decisions more quickly than usual. Due to these changes in
dynamics, residents were now involved in (management) processes that were usually
carried out by medical specialists only.

“It didn’t matter much anymore whether that literature was put forward by a resident
or a staff member [...], but you did take each other seriously because neither of you
really knew that much about the matter. It was all discussed very quickly.” (R12,
supervisor).
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Social cohesion and a sense of safety

Respondents described that they experienced a pleasant working atmosphere and a great
sense of team spirit in the COVID and ICU departments during the first wave. This was
evident in the distribution of tasks and the allocation of patients amongst doctors, which
appeared to be taking place in a more organic fashion than in times of non-crisis. A high
level of social cohesion was the evident result of working together under pressure with
one common goal: providing the best possible care for COVID patients.

Furthermore, residents mentioned that they experienced a safe learning climate while
providing COVID care. Several changes in the way supervision was organized appeared
to be related to their experience of safety. First, supervisors were physically more
present than in the usual non-crisis situation. Second, supervisors explicitly mentioned
that they were available for questions. Third, residents observed that, with supervisors
admitting that they also felt insecure about how to deal with COVID patients, they showed
themselves to be vulnerable. Residents indicated that they felt more comfortable asking
any question as no one knew the answer, which was articulated by all doctors. In non-
crisis situations, residents feel inhibited by the idea that supervisors will judge their level
of knowledge based on the questions they ask. During the pandemic, it made sense that
even supervisors had no knowledge of the disease, and residents, therefore, dared to ask
anything they wanted to know.

“So it was just said out loud by everyone: ‘Yes guys, this is a weird situation [...],
and we [medical specialists] don’t know what's the matter with all these people
either. But we've heard about this, so let’s give it a shot.” That really helped me a
lot.” (R7, resident)

The need for adaptive performance

As COVID was an unknown disease, there were as yet no guidelines and protocols regarding
COVID care. Respondents mentioned that the lack of guidelines and protocols urged them
to develop and implement these themselves, involving them, unlike before the crisis, in
policy development. Another way in which the respondents’ adaptive performance was
stimulated, was by their actively creating an overview to keep the situation manageable.

“I made guidelines, went through the procedure with the nurses, made a notice
board for the hallway with the important phone numbers and who does what where,
and listing the medication that we still gave at the time.” (R6, resident)

Residents attributed their ability to adapt to the new situation to various aspects:

previous work experience, clinical reasoning skills, personality, and the social cohesion
that prevailed during the pandemic. Being able to adapt allowed them to deal with the
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uncertainties that came with the pandemic. It was valuable for them to realize that they
could manage their work during a crisis situation, which boosted their self-confidence and
benefited their professional development.

“So many things | was dealing with. At first, it was just like ‘Wow, I'm really doing
this!". (R6, resident)

COVID care specifically accelerated the need for developing new knowledge and skills, thus
developing a flexible attitude from all doctors. Supervisors explained that residents need a
flexible attitude even in non-crisis situations because they often encounter new situations.

“I think that, because of their age, residents aren’t that stuck in their ways yet, and so
they find it a lot easier to step out of their comfort zone. In a sense, they’re always
out of their comfort zone, as they're still learning. They’re new to the hospital, and
so they’re used to dealing with new things all the time.” (R13, supervisor)

Some residents indicated that they had explicitly learned to set their own boundaries and
that their career choice had been confirmed by working as a doctor at a COVID or ICU
department during the crisis. They also noted that once they had become familiar with the
disease and its methods and protocols, the work itself was relatively easy, and routines
developed quickly. Some residents, therefore, worried that working in COVID care for a
long period of time would limit their possibilities for learning.

“l am a bit afraid that | didn’t acquire as much medical knowledge as | should have at
that point in my training program [...]. | saw so many [COVID patients], your learning
curve does end at some point. | just missed a lot of training moments for dealing
with other internal patients.” (R8, resident)

Respondents who worked in ICU or COVID departments during both the first and the second
wave mentioned that team dynamics changed after the first wave. Collective uncertainty
decreased because more knowledge of COVID-19 and its treatment had become available.
When plannable care was gradually taken up again and medical specialists returned to
care in their own departments, COVID care was run primarily by residents, with some
supervisors as a backstop. This caused the level of social cohesion to decrease.

“During the second wave, things were very different because the regular care
had to continue as well. So then we [residents] were essentially responsible for
all COVID care in all the COVID departments that were up and running [..]. The
medical specialists were back to their own wards and their routines. So that's when
it stopped being a collective activity.” (R3, resident)
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IntraPC learning

The majority of participants mentioned that the presence of doctors from different
disciplines in one department was beneficial for intraPC because this made it easy for
them to consult someone with specific expertise. Residents appeared to ask mostly
medical questions to their supervisors during (formal) supervision moments; they asked
the easier or more practical questions to other residents. In addition, residents indicated
that they also collaborated with residents from other disciplines and learned from them
by having conversations about their background, expertise, experience, and ideas, which
mainly took place during the quieter moments.

“Because of the different backgrounds, we purposefully asked questions to certain
people. And so, as | had worked in an emergency care department for a year, the
internal medicine resident approached me sometimes, saying ‘How do you think |
should handle this in the emergency room?’ And | said ‘Well, this way and that’. So
your background and previous experience were deliberately used.” (R1, resident)

The interviews revealed that intraPC between residents mainly occurred in specific
situations. One internist in-training, for example, explained how she consulted a
gynecologist in-training when she encountered a pregnant COVID patient.

Intraprofessional consultations on specific cases, such as a pregnant COVID patient, did
take place, but due to lack of time and protective equipment, doctors did not (or no longer)
visit patients together. In this regard, some mentioned that guest doctors were more
inclined to simply refer their patient to a doctor from an appropriate discipline rather than
consult that doctor to broaden their intraprofessional knowledge and ability by taking care
of that patient themselves.

Similarly, respondents indicated that guest doctors at the ICU and COVID departments only
called upon residents on rare occasions and that the questions they asked were mostly
about practicalities, such as “where do | report this in the electronic patient file?”. In this
sense, there appeared to be limited reciprocity regarding the exchange of domain-specific
knowledge between residents and medical specialists.

“l asked the anesthetists [supervisors] like ‘Well, would you show me how to use an
ultrasound when placing an IV. | would like to learn that’. And the other way around
it was more like ‘Well, you do it because | don’t know how to’. But not like ‘Diabetes,
that'’s interesting, can you tell me a little more about it?’ No, there wasn't really any
curiosity like that.” (R7, resident)
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Some characteristics of the COVID situation appeared to impede intraPC learning: the high
pressure and pace of COVID care, the reduced opportunities for providing care together
and the suspension of joint education sessions. This last characteristic was related to
the limited availability of protective equipment and to COVID-related constraints such as
the limited presence of doctors on the ward. Some respondents mentioned that they were
assigned to patients and got so involved with these patients that they hardly ever spoke to
colleagues; they “just did their job”. These respondents explained that they looked up the
necessary information themselves or consulted their own network outside the hospital.

“It was something you did, as you didn’t interact much with the others. We didn’t
meet anymore at all. [...] You had to do it yourself as a doctor, to find all the
information you needed. There just weren't any other moments.” (R16, guest-doctor)

Working in the same department during the COVID crisis appeared to have had a reinforcing
effect on post-crisis collaboration. Respondents mentioned that they communicated more
easily and openly with colleagues from other disciplines they had met during COVID care,
even though they had returned to their own wards.

“The neurosurgery people, for example, | didn’t know those people at all because
you never meet them normally. But at the COVID department | had worked with this
guy for four weeks. And now when | call the department and | happen to speak to
him on the phone, | just say “Hey [name], how are you?” That makes it so much
easier to work together.” (R2, resident).

DISCUSSION

This study aimed to gain insight into the adaptive performance and intraPC learning
of residents during the COVID-19 pandemic. The first wave of the pandemic was
characterized by a collective uncertainty among all doctors involved and a high level of
social cohesion and a sense of safety on COVID and ICU wards. The collective uncertainty
forced supervisors and residents to adapt as they had to find solutions and create an
overview within an unpredictable crisis situation. The experience of being able to adapt to
uncertain, changing circumstances appeared to increase the residents’ self-confidence.
The combination of collective uncertainty, a high level of social cohesion and a sense of
safety, and the presence of doctors from different disciplines within COVID departments
also promoted residents’ intraPC learning. Though this was not always the matter of
course: due to the scope of the crisis and the huge numbers of new patients, it was
sometimes difficult to collaborate with other doctors and learn from them.
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Our study showed that the urgency of caring for extremely ill patients with an unknown
disease created collective uncertainty and prompted supervisors and residents to adapt.
This is in line with prior studies which have shown that adaptability is characterized by
coping with stressful situations or emergencies and dealing with uncertainty and changing
circumstances [21, 22]. In the first wave, residents working on COVID or ICU departments
faced stressful, uncertain circumstances and provided care to large numbers of COVID
patients within a limited time span. This turned out to be conducive to their learning
process. The residents’ adaptive expertise appeared to be particularly stimulated by their
growing domain-specific knowledge of COVID-19, the task complexity involved in COVID
care, and their working with supportive colleagues who stimulated team learning, which
is in line with earlier studies [9, 11].

In the subsequent waves, more knowledge of how to manage the disease had become
available, and working practices had been laid down into protocols. After the first wave,
therefore, doctors worked in COVID care with increasing efficiency, turning COVID care
into a routine task. Working towards mastering COVID care by performing all necessary
actions to the best of their ability and becoming “routine experts in covid care” appears
to be beneficial for residents in the short term because this pushes them to perform with
the greatest efficiency and effectiveness. In the longer term, however, when the innovation
dimension was excluded or undervalued, opportunities for developing adaptive expertise
reduced [9]. In addition, our results showed that, after the first wave, the large flow of
patients and especially the performance of what had now become routine tasks appears
to have led to a decreased motivation to work in the COVID department and no longer
appealed to the adaptability. This supports previous research [23].

The collective uncertainty among first-wave doctors not only promoted adaptability but
also contributed to intraPC learning. Previous research has shown that there are many
barriers to intraPC learning, such as a high level of hierarchy in the workplace, lack of
awareness of intraPC learning opportunities, and unidirectional learning [24, 25]. The
presence of different disciplines in one location, therefore, does not necessarily result
in intraPC learning [24]. Our research showed, however, that the presence of different
disciplines in one COVID /ICU department led to lower thresholds to collaboration and
encouraged residents to consult intraprofessional colleagues, both during and after the
first wave.

We found two possible explanations for this. One possible explanation is that the
combination of collective uncertainty, psychological proximity, and an extraordinary degree
of social cohesion during work in the same department in a pandemic crisis stimulates
cross-boundary teaming [26]. Our study shows that this creates a strong team spirit, which
positively influences interpersonal relationships. IntraPC turned out to have improved after
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the pandemic, with respondents reporting that their thresholds for initiating interactions
with intraprofessional colleagues, with whom they had worked with in the same COVID /
ICU department, decreased once they had returned to their own workplaces. This could
foster future intraPC learning.

Another possible explanation could be the occurrence of constructive power dynamics
in COVID departments. Power dynamics describe “the way in which power impacts the
interaction of two or more people or groups” [25, 27] and can either have an constructive
or nonconstructive manifestation and, consequently, a corrosive or conducive effect
on intraPC learning [25]. Our study shows that different constructive power dynamics
were at work in COVID/ICU departments, such as everyone’s shared lack of knowledge
of COVID-19, the distribution of roles and responsibilities based on equity without any
inter-discipline supremacy, sincere and equal collaboration, and everyone’s accessibility
for consultation. Positive power dynamics are a major contributor to a culture of sincere
equal intraPC. However, our research also showed that intraPC learning could be limited
by the high workload and various practical limitations.

Most COVID /ICU departments in the first wave were considered a safe psychological
working and learning environment, which promoted both the adaptability and the intraPC
learning of residents. Previous research already showed that a supportive learning climate
affects learners’ motivation, self-confidence, and overall moral and academic achievements
[28-30]. Our study shows that the perceived psychological safety was facilitated by
the proximity of supervisors in two ways: physical proximity and, more importantly,
psychological proximity. Physical proximity occurred because most supervisors were
available on site rather than on call, and psychological proximity occurred because
supervisors repeatedly instructed residents to approach them with questions and were
explicitly transparent about their own clinical uncertainty regarding COVID patient cases.

Such psychological proximity bridges the hierarchical gap between residents and
supervisors and influences the residents’ perception of clinical uncertainty. Although
recognizing and coping with clinical uncertainty is part of the doctors’ job, being able to
accept and deal with uncertainty is something many find challenging [31]. Mutual trust and
psychological proximity can make it easier for residents to stretch themselves beyond their
comfort zone. The pandemic “forced” supervisors to show themselves to be vulnerable
by admitting that they were uncertain as well and did not have all the answers. Residents
appreciated this vulnerability, as it confirmed to them that it was okay to feel uncertain
and to ask questions. Prior research confirms that supervisors’ willingness to engage
collegially with residents and disclose their own vulnerabilities leads to enhanced mutual
trust, which fosters learning [32]. As most postgraduate training programs consist of
short rotations, in which opportunities for developing supervisor-trainee trust relations
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are scarce, it is recommended to explore ways to foster a culture of trust [32]. Our study
provides a valuable complement by providing implications for practice, based on learning
during COVID, for learning during postgraduate training in non-crisis settings.

Implications for practice
In facilitating the enhancement of adaptability and intraPC learning during postgraduate
training, we believe the following ideas might be helpful.

First, create a safe learning environment by investing in social cohesion and team spirit,
being easily approachable to other disciplines, and responding respectfully to questions.
Show the human factor and stimulate the dialogue.

Second, create a culture in which everyone can express themselves freely and in which
supervisors can express clinical uncertainty, for example, by being transparent, open,
vulnerable, and honest.

Third, deliberately apply two modes of supervisor proximity: physical proximity and
psychological proximity. Be close and accessible to residents as a supervisor. Listen to
their questions and also encourage them to find their own solutions, perhaps with their
intraprofessional colleagues.

Fourth, proactively change perspectives. Put yourself in the shoes of another discipline
or role by switching positions (your discipline and another one, or as a resident and as a
supervisor) and experience and learn from each other’s perspective by working in each
other’s role.

Fifth, learn from uncertainty. Train your flexibility and adaptability, by doing new things,
by simulating situations with many uncertainties in which supervisors and residents
learn together in situations where protocols and guidelines could not be applied, or by
participating in parts of the care process with which you are unfamiliar.

Strengths and limitations

A strength of this study is its three types of triangulation: a) data source triangulation:
triangulation in perspectives on the residents’ learning was established by interviewing
residents, supervisors, and guest doctors; b) investigator triangulation: all interviews and
the coding process were performed by two researchers, thus combining two perspectives
to generate a thorough analysis; and c) research group triangulation: our research was
conducted in a multidisciplinary team, with the different professional knowledge domains
and backgrounds operating as a form of triangulation [17].
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A limitation of our research might be the time gap between when care was provided during
the pandemic and when the interviews were held: some respondents were interviewed
in December 2020, while the first COVID wave started in March and ended in May 2020.
This may have resulted in recall bias and incomplete respondents’ stories. The scale of
the pandemic, however, made it impossible to conduct interviews earlier on.

Conclusions

Collective uncertainty affects the adaptability of residents. The combination of collective
uncertainty, social cohesion, and the presence of different disciplines in one department
can promote residents’ intraPC learning. An important facilitating factor for both
adaptability and intraPC learning is a high level of social cohesion and safety, as this was
experienced during first COVID care wave. The physical and psychological proximity of
supervisors is an important factor contributing to a safe learning environment.
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ICU: Intensive Care Unit

WPL: Workplace Learning
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ADDITIONAL FILE INTERVIEW GUIDES

Interview Guide for Residents

Categories

Introduction

Primary questions

Would you introduce yourself?

- Which residency program are you

taking?
- What is your work experience?

Can you tell us about your activities at
the COVID/ICU department from March

2020 onwards?

(Possible) supplementary
questions

o What else did you experience?

Alternatives

¢ You mentioned [...], could you
clarify that?

e Can you give an example of
that?

Individual
development and
adaptability

How did your activities in the COVID/ICU
department influence your professional

development?

Were there things that you needed to do
differently than in the normal situation?

If so, what was different?
- How did you deal with these
differences?

- Did you come up with new activities

or solutions yourself?

Who or what was helpful when
performing things differently?

Who or what was hindering when
performing things differently?

Were there any times when you were

surprised by your own activities?

What were the supervision
arrangements?

In sum: what was helpful for developing
expertise during the first wave? And

what was hindering?

¢ What kind of knowledge/skills/
abilities were required from
residents?

¢ Did you have any previous
experience with radical change
or unpredictable situation? If
so, did these experiences help
you in the current situation?

o Did you come up with things
yourself, or were you not
allowed to do so?

Alternatives:

 You mentioned [...], could you
clarify that?

e Can you give an example of
that?

* What was enabling?

e What was hindering?

¢ Do | understand correctly that

?

e It is important to you that ...?
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Categories

IntraPC learning

Primary questions

Can you tell us about collaboration with

colleagues during COVID care?

What did you like or dislike about this?
Did you experience any differences in
collaborating with different colleagues?
- Differences between disciplines?
- Differences between residents/

supervisors/guest doctors?

- Differences with the normal situation?

What did you learn from collaborating

with colleagues from different
disciplines?

- Did colleagues challenge you to
perform differently and/or learn new

things?

- Did you challenge colleagues to
perform differently and/or learn new

things?

Who or what was helpful during
collaboration with colleagues?

Who or what was hindering during

collaboration with colleagues?

(Possible) supplementary
questions

o To what extent do you
recognize these intraPC
activities from the normal
situation?

 Did the crisis influence the
degree of connection with
colleagues?

 Did the crisis impact your
outlook on learning and/or
collaboration?

Alternatives

¢ Do you have similar
experiences in your
collaboration with other
disciplines?

¢ You mentioned [...], can you
clarify that?

¢ Do you have an example of
that?

e What was your contribution?

e Why do you think that is
important?

First vs. second
wave

This category was
added in a final
version of the
interview guide

In previous interviews, we heard that
there were differences between the
first and second waves. How do you

experience this?
- How do you explain these
differences?

e What is the biggest difference
according to you?

¢ Do you have an example of
this?

Future

What lessons could be learned from your Alternatives

experiences during COVID care?

How could other residents acquire the
same knowledge/skills/abilities when

working in regular care?

¢ You mentioned [...], can you
clarify that?

e Can you give an example of
this?

e How do you envision this?

¢ Did | understand correctly that
.2

To conclude

Is there anything that you would like to
add or change in response to everything

we discussed?
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Interview Guide for Supervisors and Guest Doctors

Categories

Primary questions

(Possible) supplementar
questions

Introduction

Could you introduce yourself?
- What is your medical specialism?
- What is your experience with supervising
residents?

What were your tasks and responsibilities with regard
to guiding residents? To what extent did this differ
from your normal tasks?

What were the tasks and responsibilities of residents
during COVID care? How did this differ from the
regular situation?

Alternatives

e You mentioned [..],
could you clarify that?

e Can you give an
example of that?

Individual
development
and
adaptability
of residents

What did you see residents do during the first wave?
What was different in this compared to before?

Did you see any differences between residents during
the first wave? What differences?

How did the residents’ practices differ from one
another?

In what ways did residents deal with this new way of
working? What do you think this depended on?

To what extent did you play a role for the residents in
your department during the first wave? What role?
Was there a difference between residents from your
own discipline and residents from other disciplines?
- What appeal did these residents in your
department make on you (and your fellow
supervisors)?

Have you learned anything from residents? What?
How did you experience this?

Do you think some competencies received more
attention during the first wave than before? In case of
change, how did this come about?

What did this mean for the residents’ development
and supervision?

Are there any competencies that did not get much
attention during the first wave and that need to be
given more attention now?

Have you wondered about something residents did
during the first wave? What did they do? How did you
experience this?

o Why did this happen in
this way?

e What kind of
knowledge/skills/
abilities were required
from residents?

e How did residents
deal with these new
experiences/practices?

e What helped residents?

Alternatives:

¢ You said [...], could you
explain that further?

¢ Could you give an
example?

e What is conducive in
this?

e What is hindering it?

Concluding question:

e Do | understand
correctly that...

e It is important for you
that...?
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Categories

Primary questions

(Possible) supplementar

questions

IntraPC How did residents collaborate with other disciplines at e Could you tell me more
learning of your department during the first wave? about that?
residents ¢ To what extent do you
To what extent did you play a role in collaboration recognize this during
among residents or with other physicians in your IPC in non-crisis time?
department during the first wave? What role? e During the crisis, did you
Was there a difference in this between residents experience a difference
from your own discipline and residents from other between collaboration
disciplines? of doctors from
different disciplines?
How was the collaboration between you and the What difference?
residents you supervised during first wave? To what e To what extend did
extent was it different from before? the environment
(colleagues,
What do you think helped residents in collaborating supervisors, physical
with other physicians during the first wave? Who or location, etc.) contribute
what was supportive in this? to the professional
development of
What do you think was difficult or got in the way for residents?
residents in collaborating with other physicians during e Did this differ during
the first wave? Who or what could have helped them?  crisis than before crisis
times? If so, in what
Did you also learn things from residents in terms of way?
collaborating with physicians from other disciplines
during the first wave? If so, what? (How did you Alternatives:
experience this?) e You said [...], could you
explain that further?
e Could you give an
example of that?
o What was your role?
* Why do you think that is
important?
Concluding question:
e Do | understand
correctly that...
e |t is important for you
that...?
Firstvs. In previous interviews we heard that there were » What is the biggest
second wave differences between the first and second waves. How  difference according to
This category do you experience this? you?
was added How do you explain these differences? ¢ Do you have an example
in a final of this?
version of

the interview
guide

156



Adaptability and learning intraprofessional collaboration of residents during the COVID-19 pandemic

Categories Primary questions (Possible) supplementar
questions
Future What lessons could be learned from your experience  Alternatives
as a supervisor during COVID care? e You mentioned [...], can
you clarify that?
How could other residents acquire the same e Can you give an
knowledge/skills/abilities when working in regular example of this?
care? e How do you envision
this?

¢ Did | understand
correctly that ...?

To conclude s there anything that you would like to add or change
in response to everything we discussed?
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ABSTRACT

Background

To preserve quality and continuity of care, collaboration between primary-care and
secondary-care physicians is becoming increasingly important. Therefore, learning
intraprofessional collaboration (intraPC) requires explicit attention during postgraduate
training. Hospital placements provide opportunities for intraPC learning, but these
opportunities require interventions to support and enhance such learning. Design-
Principles guide the design and development of educational activities when theory-driven
Design-Principles are tailored into context-sensitive Design-Principles. The aim of this
study was to develop and substantiate a set of theory-driven and context-sensitive Design-
Principles for intraPC learning during hospital placements.

Methods

Based on our earlier research, we formulated nine theory-driven Design-Principles.
To enrich, refine and consolidate these principles, three focus group sessions with
stakeholders were conducted using a Modified Nominal Group Technique. Next, two
work conferences were conducted to test the feasibility and applicability of the Design-
Principles for developing intraPC educational activities and to sharpen the principles into
a final set of Design-Principles.

Results

The theoretical Design-Principles were discussed and modified iteratively. Two new
Design-Principles were added during focus group 1, and one more Design-Principle was
added during focus group 2. The Design-Principles were categorized into three clusters:
1) Culture: building collaborative relations in a psychologically safe context where patterns
or feelings of power dynamics between primary and secondary care physicians can be
discussed; 2) Connecting Contexts: making residents and supervisors mutually understand
each other’'s work contexts and activities; and 3) Making the Implicit Explicit: having
supervising teams act as role models demonstrating intraPC and continuously pursuing
improvement in intraPC to make intraPC explicit. Participants were unanimous in their
view that the Design-Principles in the Culture cluster were prerequisites to facilitate intraPC
learning.

Conclusion

This study led to the development of 12 theory-driven and context-sensitive Design-
Principles that may guide the design of educational activities to support intraPC learning
during hospital placements.



Designing the learning of intraprofessional collaboration among medical residents

INTRODUCTION

The increasing number and complexity of patients with multimorbidity results in shifting
healthcare system demands.’® Consequently, a growing number of patients needs to be
seen by multiple physicians from primary care (e.g., family physicians in the primary care
setting) and secondary care (e.g., medical specialists in the hospital setting).* Meanwhile,
the tendency is to provide healthcare for patients in a primary care setting whenever
possible, leading to increased patient transitions.5 As both complexity and transitions
in care are related to a risk of error, it is important to share knowledge and to provide
coherent and coordinated care to prevent adverse events “%° Therefore, intraprofessional
collaboration (intraPC) between primary and secondary care physicians is becoming
increasingly important. ' There are, however, misunderstandings and paradigm conflicts
between primary and secondary care physicians'#'%, such as imbalance in authority, power
conflicts, lack of knowledge of each other’s roles and boundary friction when delivering
patient care. These can negatively impact collaborative care and therefore negatively
impact patient care and safety.’™'¢ As proficient intraPC is vital to maintain quality of

care,'2131520 and to preserve continuity of care,”'#222 intraPC learning requires attention
14,2324

Previous studies have shown that primary care (PC) and secondary care (SC) residents
are predominantly trained in isolation from each other and that they do not tend to build
professional relations with each other due to clinical commitments, logistical challenges
and curricular limitations. 2526 A distinctive moment when PC residents and SC residents
do meet is during hospital placements where PC residents work at the same hospital
department as SC residents. ?” Hospital placements are a regular element of postgraduate
training programmes of PC residents and occur worldwide.?”-%2 Prior studies have shown
that these placements provide numerous opportunities for intraPC learning?>273, but that
these opportunities require specific interventions to support and enhance learning.?”

To date, evidence of the characteristics and the process of designing and developing
educational activities, specifically targeting intraPC learning during hospital placements,
is lacking. Hospital placements are complex settings that are affected by many factors,
including stakeholders from different professions with their interpersonal dynamics,
different interests and delicate collaboration.3*%¢ The development of feasible and
applicable intraPC educational activities in such a complex context requires a systematic
approach that integrates (learning) theory and involves relevant stakeholders to align
theory with local practical contexts.?¢% To this end, a design-based research approach is
useful to first, formulate theoretical Design-Principles based on literature, and second, to
enrich and align these Design-Principles with the practice context in close collaboration
among researchers and stakeholders with different areas of expertise.?53°4° Theory-
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driven and context-sensitive Design-Principles can serve as guidance for educational
activities®”#142 as Design-Principles can provide prescriptive theoretical and practical
understanding.*?

This study aims to develop and substantiate both theory-driven and context-sensitive
Design-Principles to guide the development of intraPC educational activities during
hospital placements.

METHODS

This study is part of a Design-Based Research project. Characteristic of Design-Based
Research is the discovering, designing, developing and evaluating activities in a systematic
and iterative way to solve complex problems in practice.?340 The starting-point for our
Design-Based Research is an educational problem for which no or only a few validated
principles (guidelines or heuristics) are available to guide the design and development
of educational activities. Informed by prior research and review of relevant literature,
researchers in collaboration with practitioners design and develop feasible and applicable
educational activities by carefully studying successive versions (or prototypes) of activities
in their contexts.354043 While doing so they reflect on their research process with the
purpose of producing Design-Principles.?>443 Design-Principles are typically used as
heuristic guidelines to improve educational practice.3540

Design

Within Design-Based Research, three phases can be distinguished: (1) a preliminary phase,
(I1) a prototyping phase and (lll) an assessment phase.* In the previous part of our Design-
Based Research project (phase ), we gained knowledge of what and how residents actually
learn during their hospital placements and what intraPC learning improvements are
needed, based on a literature review and observations and interviews with PC residents, SC
residents and supervisors.'?’ In the present study (phase Il), the research group developed
nine theoretical concepts of Design Principles: Design-Principles-Draft 1. In focus group
sessions and work conferences with various stakeholders, Design-Principles-Draft 1 was
enriched and consolidated into a final set of validated theory-driven and context-sensitive
Design-Principles. An overview of this process is shown in Figure 1. The third, assessment,
phase is outside the scope of this paper.

We considered an iterative process of focus groups and work conferences an appropriate
method for capturing the ideas, perceptions, feelings and circumstances of stakeholders.*®
We used focus group sessions with a Modified Nominal Group Technique (NGT)* to
discuss, enrich, refine and consolidate Design-Principles. NGT makes use of a prioritizing
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Draft 1:
9 theoretical
DesignPrinciples

Draft 2:
11 Design-Principles

WC 1 with
stakeholders
Draft 3:
11 Design-Principles &
5 educational activities

Draft 4:
12 Design-Principles

12 Design-Principles &
oprationalization

WC 2
with stakeholders

Draft 5:

7 educational intraPC
activities

Final set of 12
theory-driven &

contex-sensitive
Design-Principles

Figure1. overall process overview. FG= focus group, WC= Work Conference

process. Variations to this prioritization process are often used in research to fit the
purpose and setting of a specific study, which is called a modified NGT. %° We have
chosen for individual online prioritization of the design principles after finishing the third
focus group session %% We performed multiple focus group sessions with a combination
of the modified NGT method as the one described by Seidel and the one described by
Sendergaard**5° (see Figure 2).

Additionally, work conferences with stakeholders and patients as experts were organized
to design prototypes of educational intraPC activities based on the Design-Principles to
check feasibility and applicability in practice and to further sharpen formulation of the
Design-Principles. An expert work conference has previously been described as a research
method® for generating creative ideas.>>%

Study setting and participants
Focus group sessions with NGT
We conducted three focus group sessions in the Netherlands. To enable direct interaction
with and observation of the participants, the focus groups were led by a moderator and
an observer* (FG1: two psychologists (independent researcher and NL), FG2, FG3:
educationalist and psychologist (CF and NL)). We included residents, medical directors,
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supervisors and educationalists from both primary and secondary care specialty training
(see Table 1) with at least six months experience working at a hospital ward and/or
coaching residents during hospital placements and/or teaching or investigating intraPC
learning. We included six to nine participants per group.+*>’

Work conferences

We conducted work conferences with stakeholders from the Netherlands and Belgium
which included residents, supervisors, educationalists, policy makers and researchers
from primary and secondary care specialty training and patients/caregivers. The invited
patients/caregivers had experience as patients or caregivers as well as experience in
medical education, and so they were able to bring in the patient/caregiver’s perspective
in keeping with medical education. The work conferences were moderated by members
of the research team and an independent educationalist.

The participants of both the focus group sessions and the work conferences were invited
through the research team’s network, making use of purposive sampling >*® Heterogenous
groups were used to gather information from different perspectives and interests across
all the disciplines involved®“® and to avoid bias that could arise in homogeneous groups ¥’

Procedure

Focus group sessions

Prior to the focus group session, we sent an information letter stating the purpose of our
study together with a preparatory assignment to all participants. The assignment was to
think about relevant aspects of intraPC learning experiences. For an overview of the focus
group session process, see Figure 2.

Phase 3 Online individual
(discussio prioritization

Phase 1
(silent)

Moderators
open

eIntroducti « Compare Design- ¢ Inventory * Review each (3 eDichotomous
on round Principless-Draft X with of ideas, Design-Principle prioritization
® Brief preparation assignment one by with group of Design-
explanatio « Formulate new Design- @Iz e Interaction Principles via
n of Principles if necessary * Alteration/ Mentimeter
purpose « Refine and reformulate modification until *Final
*Making Principles consensus opportunity
R2iicial o Linguistically alter * New Design- o
ts feel at description Principles-Draft suggestions
ease written down on
L ) \__ screen )

Figure 2. Process overview of focus group session with modified NGT structure

The Design-Principles (Drafts) were shown and shared on the PC screen. In phase 1
(silent phase), participants were asked to compare Design-Principles-Draft (1/3/4) with
their preparation assignment and assess whether their outcome met any of the Design-
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Principles. We asked the participants to refine, reformulate and alter the description
of Design-Principles to increase the adequacy of the Design-Principles and possibly
to formulate a new Design-Principle if they felt this was necessary. After this phase,
participants were invited to contribute their ideas to the group one by one (phase 2). Next,
in phase 3, the participants reviewed and discussed each Design-Principle and altered it
until the group reached consensus about its formulation.

The Design-Principles-Draft outcome of the previous group was presented to the next
group (see Figure 1). The researchers (CF and NL) explained the Design-Principles-Draft
and gave a process summary of the previous focus group. The present group then re-
edited the outcome of the previous group until consensus about the formulation of
Design-Principles. Data was gathered until the last group reached a consensus about
the formulation of both the Design-Principles and the oprationalizations. As described by
Kidd et al. (2000), this process can be seen as a content validation process because each
group judges the credibility of outcomes derived from the previous group.>®

Finally, Design-Principles-Draft 5 was sent to all focus group participants by Mentimeter©
as member checking. Participants prioritized each Design-Principle dichotomously as
‘must have’ or as ‘nice to have’ and they could comment the final set of Design-Principles.

Work conferences

At the start of each work conference, we presented the results of our previous studies and
Design-Principles-Draft 2/5. Next, we divided the participants into pairs and asked them
to create ideas for educational activities based on the Design-Principles and think what
conditions were needed for applying them. Activities might include, for example, workplace
learning activities at the hospital ward, activities during release days where residents learn
with colleagues from their own discipline or with intraprofessional colleagues, or training
activities for supervisors, etc. Then, the participants discussed their ideas in groups of
four, chose the most promising idea and elaborated this further. Finally, the ideas were
discussed in groups of seven to eight until consensus was reached on the most promising
idea(s). After that, the groups of seven to eight participants developed prototypes of
educational activities for intraPC learning. During this process, the patients/caregivers
provided feedback on the activities. For an overview of the work conference process, see
Figure 3. At the end of work-conference-2, participants were asked to rate three quotes
on a 10-point scale to check the feasibility and applicability of the Design-Principles.
The quotes were about 1. feasibility of Design-Principles to design intraPC educational
activities, 2. clarity of the way Design-Principles were formulated, and 3. applicability of
Design-Principles in real life.
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Figure 3. Process overview of two work conferences

Data analysis

Data collection and analysis occurred iteratively, and the data were discussed both
between the moderator and observer and, within the research team, between the different
steps of the process.* An iterative process was used while building and enriching Design-
Principles. The data gathered in the individual steps (focus groups and work conferences)
and throughout the whole process, functioned as a logbook to describe the process of
the development of Design-Principles, to illustrate how the Design-Principles came about.
It is common within Design-Based Research to integrate one interim outcome into the
next step of the development process.?® Supplemental data gathered during the focus
group sessions (by audio-recordings and transcripts) and work conferences were reread
to substantiate the formulation and content of the Design-Principles and to capture non-
verbal communication, interaction between participants and atmosphere.

Ethical considerations

This study was approved by the Ethical Review Board (ERB) of the Dutch Organization for
Medical Education NERB dossier number: 2020.1.4 . Written informed consent for the use
of the audio recordings and gathered data was obtained from the participants.

RESULTS

We conducted three focus group sessions taking between 77-99 minutes per group with
a total of 23 participants; the first was conducted live at the Radboud University Medical
Center in February 2020; the second and third focus groups were conducted online via
Zoom during the Covid pandemic in October and November 2020. The online prioritization
survey was completed by 20 out of 23 focus group participants in December 2020.

We conducted two work conferences (120 resp. 180 minutes per conference) with a total
of 58 participants (10 resp. 48); the first was conducted live at the Radboud University
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Medical Center in March 2020; the second was conducted online via Zoom in February
2022. The online survey questions for validation of Design-Principles were completed
by 43 out of 48 participants in work-conference-2. For an overview of participants’
characteristics, see Table 1.

Participant characteristics Focus groups Work conferences

Male Female Male Female

Secondary Care Residents 6 (2 4) 7 (2 5)
Geriatrics 3 (1 2) 3 (2 1)
Internal medicine 1 (1 0) - - -
Paediatrics 1 (U 1) 2 (0 2)
Hospital physician 1 (0 1) - - -
Surgery - - - 1 (0 1)
Neurology - - - 1 (0 1)
Primary Care Residents 5 (0 5) 8 (1 7)
General Practitioner 2 (] 2) 4 (0 4)
Elderly care Physician 3 (O 3) 4 (1 3)
Secondary Care Supervisors 4 (0 4) 8 (1 78)
Geriatrician 2 (0 2) 3 (0 3)
Internist 1 (0 1) 1 (0 1)
Elderly care physician 2" care 1 0 1) - - -
Paediatrician - - - 3 (1 2)
Geriatrician- pharmacologist - - - 1 (0 1)
Primary Care Teachers Supervisors 5 (O 5) 11 (3 8)
General Practitioner 4 (0 4) 7 (1 6)
Elderly care physician 1 (U 1) 4 (2 2)
Educationalists 3 (1 2) 8 (1 7)
Researchers/policy makers = = = 8 (1 7)
Patients/ Caregivers - - - 8 (3 8)
Total 23 (3) (20 58 (12)  (46)

Table 1. Participants in three focus group sessions and two work conferences

Design Principles

The initially theory-driven Design-Principles-Draft 1 consisted of nine Design-Principles
divided into three clusters: Design, Practical Aspects and Culture. Two new Design-
Principles (4 and 8) were added during focus group 1, and one more Design-Principle
(Zero) was added during focus group 2. The remaining Design-Principles 1, 2, 3, 5,6, 9,
10 and 11 and the operationalizations were discussed, modified and linguistically refined
in all focus group sessions and work conferences. In general, participants were in full
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Design Principles

0 The patient is the starting-point for working and learning

1 Build relations with intraprofessional (primary-secondary care) colleagues
PC and SC residents and supervisors invest in building equal interpersonal relations
founded on mutual respect and appreciation.

Operationalization:

Getting to know each other informally, building primary-secondary care collaborative
relations.

Investing in formal primary-secondary care collaborative relations and investing in getting
to know each other’s work areas.

2 Apply the principle that, in a intraPC partnership, we are all different but operate on a
basis of equity
Supervisors and PC and SC residents create a safe learning and working environment in
which culture, equity and differences in work relations can be discussed

Operationalization:
A safe working and learning climate (psychological safety), in which everyone feels free to
raise questions or make contributions without this having any negative consequences.
‘(Learning how to) collaborate intraprofessionally’ on the basis of equality and respect.
Recognizing historical patterns and feelings of differences in power and culture and
opening these up for discussion.

3 Facilitate learning together by working together
Those responsible for curricula ensure that the physical workplaces and work schedules
facilitate daily collaboration and mutual learning between PC and SC residents.

Operationalization:
Facilities: physical time and space for encounters.
Create time and space for supervision and team reflection and joint education.

4 Facilitate the acquisition of knowledge of one another’s work contexts and activities to
promote good collaboration.
Those responsible for training programmes facilitate residents in getting to know each
other’s contexts, interests, needs, (im)possibilities, activities and necessities so as to
improve collaboration for quality care

Operationalization:
For example by having SC residents do placements in primary care.

5 Collaborate on patients and pay deliberate attention to two-way learning from different
perspectives.
Supervisors, teachers and residents make sure that joint workplace learning places the
patient at the centre as seen from each other’s (PC and SC) perspectives and curiosity.
Supervisors, teachers, designers, and residents make sure that form and content
do justice to the perspectives and the expertise of both PC and SC residents and
supervisors.

Operationalization:
Proactive two-way learning and making intraPC learning explicit.
PC residents contribute their own experience and knowledge to secondary care.

6 Purposely discuss intraPC collaboration during daily work activities.
Residents and supervisors utilize everyday work meetings and patient transfers etc. for
talking about and reflecting on intraPC explicitly.
Operationalization:
Explicitly implement a mindset for developing intraPC (awareness) and make sure that
‘learning intraPC’ is embedded in the workplace.

Culture

Connecting Contexts

Making the implicit explicitW
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Design Principles

7 Supervisors themselves engage in intraPC as role models.
By their own actions, supervisors can teach residents aspects of intraPC. Aware of the
residents’ work contexts, supervisors should stimulate residents to engage in intraPC.

Operationalization:

Provide exposure to intraPC learning activities in placement workplaces.
Trainers/supervisors are active role models for intraPC.

SC trainers/supervisors are aware of PC residents’ work contexts.

Trainers/supervisors have the knowledge, skills and attitudes to coach residents in intraPC
and connect with both contexts.

8 The training team engages explicitly in intraPC with the aim of delivering quality patient
care and achieving continuous quality improvement.

Operationalization:

The training team regularly reflects on its own intraPC approach and its effect on care and
undertakes to work on areas for improvement

(case discussion, 360 degree feedback, patient satisfaction, discussion of complications,
feedback to residents upon placement completion).

9 Bodies responsible for specialty program goals define intraPC as a competency that
every doctor should have.
Formalize competencies and attainment targets relating to intraPC in the national, local
and individual training plans of all specializations.
Operationalization:
Pay explicit attention to intraPC by PC and SC residents (in the workplace, the educational
institution, the curriculum and peer groups on release days).
Focus on purposely intraPC learning (placement host)
Facilitate getting to know each other’s expertise and roles and ways of collaboration
(placement host and curriculum).

10 Supervisors, teachers and residents work to ensure that every resident knows how to
engage in intraPC upon completion of their training.
Regular discussion and assessment of residents’ intraPC progress by supervisors.

Operationalization:
Supervisors and residents utilize scheduled training meetings and assessments to discuss
and evaluate intraPC.

11 Residents transfer intraPC lessons and apply them in their own work contexts.
SC supervisors and PC teachers encourage Pc and SC residents during placements to
discuss how intraPC lessons can be translated, transferred, transformed and integrated
into their own work activities.

Operationalization:

Facilitate conversations between PC and SC residents as well as between each of these
groups with their peers.

Connect both contexts by making explicit links between residents’ placement experiences
and their own work contexts in PC and SC settings.

Making the implicit explicit

Table 2. Final set of twelve Design Principles for learning intraPC during hospital placements
categorized into three clusters, entitled: Culture (Zero, 1, 2), Connecting Contexts (3, 4) and Making
the Implicit Explicit (5-11). The Design-Principles consist of two parts: ) a title, describing the design
principle (the dot on the horizon) and a subtitle, describing how the Design-Principles aim can be
achieved; ii) an operationalization, describing what could be done to achieve the Design-Principle aim.
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agreement that these principles needed to be translated into their own local practices in
order to make Design-Principles applicable and appropriate to all stakeholders involved.

Our study resulted in a final set of twelve Design-Principles for intraPC learning during
hospital placements categorized into three clusters, entitled: Culture (Zero, 1, 2), Connecting
Contexts (3, 4) and Making the Implicit Explicit (5-11) (See Table 2). The majority of Design-
Principles consisted of two parts: i) a title, describing the design principle (the dot on the
horizon) and a subtitle, describing how the Design-Principle aim can be achieved; ii) an
operationalization, describing what could be done to achieve the Design-Principle aim.

The Culture cluster

The Culture cluster included three Design-Principles (zero, 1, 2) that focused on the central
role of the patient (zero) and on building collaborative relations based on equity between
PC and SC physicians (2) and on building a safe learning environment where traditional
power and culture differences between PC and SC physicians can be discussed (3). All
FG participants agreed that Design-Principle-zero should be the starting-point of intraPC
learning.

‘The Design-Principles should start with Design-Principle-zero such as “this is
about good care for patients”. To get an SC physician on board, the patient needs
to be prominently positioned in the Design-Principles, | think. [..] The patient is
involved in everything we do: it's all about the patient, and we will use these design
principles for the benefit of patient care, so the patient should be the foundation.’
SC supervisor_FG2

Design-Principle-2 was initially formulated as ‘There is a safe learning environment where
culture and power differences can be discussed.’ During all three focus group sessions,
several SC participants initially commented that it was unnecessary or too severe to
include power differences in the Design-Principles because, in their view, there were no
power differences at play, only cultural differences. The PC participants, however, explicitly
mentioned that they did experience power differences between PC and SC on a regularly
basis. During the discussions in all FGs, participants unanimously agreed that Design-
Principle-2 should focus on equity in working relations. The original Design-Principle-2 was
finally adapted and entitled: Apply the principle that, in a intraPC partnership, we are all
different but operate on a basis of equity and sub-titled: ‘Supervisors and residents create
a safe learning and working environment in which culture, equity and differences in work
relations can be discussed’. The operationalization was finetuned by FG3, focusing on
a safe working/learning climate, respect, and the recognition and discussion of power/
cultural differences.
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One SC resident said, “Power differences” sounds very weighty to me. | think
it's enough just to mention cultural differences.” An SC supervisor nodded in
agreement, whereas a PC supervisor and resident both rose in their chairs and
responded with disapproval. Fieldnote_FG1

‘There are definitely certain power relations at play’. PC resident_FG2

‘I notice that many PC physicians and residents struggle with the power differences
with [SC physicians in] the hospital. PC supervisor_FG2

‘Of course, there’s a lot of complaining about primary care, like “they’re all dullards”.
I think it's not very conducive if you hear that every day. [..] It's about respect,
appreciation and equality’ SC resident_FG3

‘Could we then just call it differences [...] we're all different yet equal in
collaboration’ SC supervisor_FG2

Participants also emphasized the importance of building relations in the Design-Principles
(1), as this was vital to establishing equal and mutual intraPC.

‘Building relations is important, but this is sometimes avoided in the hospital.
Without building relations, there can be no [equal] collaboration, but rather one-
way cooperation with someone wanting something and the other person having
to doit” SC resident1_FG3

‘First build relations, and then make sure that we work with each other on an equal
basis’ SC resident2_FG3

The Connecting Contexts cluster

The Connecting Contexts cluster includes two Design-Principles (3, 4) that involve
connecting and aligning primary and secondary care by mutual learning and collaboration
between PC and SC residents and supervisors (3) and by acquiring knowledge of each
other’s work contexts and activities (4). FG participants noted that mutually sharing each
other’s contexts and activities was essential to learning how to align PC and SC and
provide continuity of care. FG1 formulated a new Design-Principle (4), which was further
refined by FG2 and FG3 into: Facilitate the acquisition of knowledge of one another’s work
contexts and activities to promote good collaboration.
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‘I'm in favour of mutual exchange [of placements] because then you [SC residents]
also know where your patients are going to and coming from and how that
[referral] goes.’ PC resident_FG1

‘When I've seen a patient in the hospital and want to transfer him properly to
primary care, what exactly does a PC physician need to know from me [SC
physician] in order to continue to properly manage care? This is something I'd
like to know’ SC resident_FG2

During work-conference-2, many participants identified referral and discharge letters as
a useful opportunity for intaPC educational activities, See box 2.

Title education Learning from referral to and discharge from the hospital
Education goals Sharing and getting to know each other’s perspective on:
1. discharge from ward or outpatient department to home or nursing
home

2. referral from primary care to hospital
Being able to write appropriate referral and discharge letters with
knowledge of the different perspectives (PC and SC physicians)

Live, online, hybride Live at the hospital ward during daily work or education session
Participants PC residents, SC residents, SC supervisors

Preparation for Every participant selects a referral and/or a discharge letter and bring
participants these anonymized letters to the joint discussion session.
Practicalities Allocated time: e.g. 30-45 minutes a month during workplace learning

or during an educational session in the ward.

Method PC and SC residents and supervisors discuss referral letters and
discharge letters. E.g. 2-3 referral letters and 2-3 discharge letters
during a session.

Start: Present a patient case and read the letter.

Dialogue: Based on the letter, participants discuss the goals of the
referral and discharge letter, participants give each other feedback and
share their perspectives.

E.g. referral: Is the referral question clear and is the referring
perspective clear?

E.g. discharge: Is the question of the PC physician addressed properly
in the discharge letter? Do the treatment recommendations fit the PC
context?

Debriefing: what would you do differently after this discussion.

Design Principles 0,345,6,8

Box 2: Prototype of educational activities for intraPC learning developed based on the Design-Principles
during work conference 2
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The Making the Implicit Explicit cluster

The Making the Implicit Explicit cluster included seven Design-Principles (5-11) that
involved interventions for intraPC learning both on the job and off the job explicit and
intentional: paying deliberate attention to different perspectives (5) and intraPC during
work activities (9), the encouragement of a ‘practise what you preach’ role model function
from supervisors and the supervising team by demonstrating and continue advancing
intraPC (7, 8), setting intraPC learning goals and competency profiles (9), and evaluations
and assessments of intraPC during daily work (10, 11).

On Design-Principle-5 (Collaborate on patients and pay deliberate attention to two-way
learning from different perspectives), the FG3 participants discussed sharing professional
expertise, emphasizing the importance of proactively contributing PC knowledge during
hospital placements to make SC physicians and residents aware of the possibilities and
impossibilities in the PC setting.

‘SC physicians do not know very well what the struggles or impossibilities are in
primary care. This is also where the comments arise [by SC physicians about PC
physicians]. | would say PC residents bring PC knowledge and experience into
the secondary care setting, structurally.” SC supervisor_FG3

Design-Principle-10 (Work to ensure that every resident knows how to engage in intraPC
upon completion of their training) indicated that intraPC should be assessed as an
important competency in various activities in the workplace. Residents in FG3 mentioned,
however, that self-assessments are likely to produce socially desirable answers that,
hence, will fail to achieve their purpose. It is important for intraPC assessment to be linked
to the existing assessment policies and tools in the training programme, by discussing
and evaluating intraPC during regular supervision meetings, for example.

‘Testing and assessing intraPC is difficult, I think. If we can fill in the questionnaire
with socially desirable answers, that's a risk. To me, talking and learning about
intraPC is more important than us going back to filling out assessments because
that will fail to achieve the goal.’ SC residents_FG3

In order to facilitate intraPC learning among residents, the FG1 participants noted that
the supervising team should also keep training themselves in intraPC based on the DPs.
Therefore, a new Design-Principle (8) was added (The training team engages explicitly in
intraPC with the aim of delivering quality patient care and achieving continuous quality
improvement). FG3 participants, furthermore, noted that the supervising team should
reflect on both the process and the outcome of intraPC.
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‘You can only teach residents about intraPC if we ourselves, as a supervising
team, also work and collaborate as an interprofessional team according to certain
principles. Before we facilitated intraPC learning in our department, we first
reflected in our team “how do we collaborate [with primary care] as a department,
what goes well, what improvements are needed and how are we going to work

m

on/achieve that.” SC Supervisor_FG1

In the next round, FG2 participants indicated the importance of having role models:
individual supervisors demonstrating intraPC as physicians and departmental teams
demonstrating continuous development in intraPC as a team. Since supervisors
themselves may not yet be so adept at intraPC, FG participants emphasized that there
should be space for supervisors to continue to learn intraPC themselves.

“Supervisors can teach residents aspects of intraPC based on their own actions”,
I like that. You rely on supervisors who are intraPC collaborators themselves.
And that [doing intraPC] is the starting-point for teaching other people. These
Design-Principles don't say that supervisors have to do it all perfectly, but it's just
a starting-point to talk about intraPC with residents’. Educationalist_FG2

Design-Principles relevancy and applicability

Online prioritization with Mentimeter© and online poll quotes resulted in quantitative data
consisting of individual dichotomous prioritization of the Design-Principles and lists of
10-point scales.

Both the focus group discussions and the online prioritization surveys revealed that the
participants unanimously agreed that the Design-Principles belonging to the Culture theme
(zero, 1, 2) are ‘must haves’, and should be considered as prerequisites for successful
intraPC learning. Regarding the Design-Principles in the Connecting Contexts cluster and
the Making the Implicit Explicit cluster, participants differed in their prioritization, that
depended strongly on the pre-existing workplace conditions.

The online poll quotes using a 10-point scale (1-10) to check the feasibility and applicability
of the Design-Principles resulted in the following mean scores: |) ‘The Design-Principles
are feasible for designing intraPC educational practice’, mean score: 7.2. Il) ‘The Design-
Principles are clearly formulated’, mean score: 7.6. lll) ‘The Design-Principles are applicable
in my daily work’, mean score: 7.3.

Some educationalists and policymakers mentioned that they do not design their own
education, but that the Design-Principles are nevertheless useful for them to verify whether
intraPC educational activities meet relevant characteristics.
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‘the Design-Principles help to reflect on whether all essential characteristics have
been addressed.’ Policy-maker_WC2

DISCUSSION

In this study, we developed a set of twelve theory-driven and context-sensitive Design-
Principles for learning intraPC between PC and SC residents during hospital placements.
The Design-Principles were categorized into three clusters: Culture, Connecting Contexts
and Making the Implicit Explicit. The Culture cluster focuses on building relations based
on equity allowing space to openly discuss traditional power dynamics and cultural
differences between PC and SC physicians. The Connecting Contexts cluster focuses
on connecting primary and secondary care and having PC and SC residents understand
each other’s work contexts and activities. The Making the Implicit Explicit cluster focuses
on residents deliberately paying attention to intraPC learning on the job and off the job,
and on having supervisors demonstrate and continually advance intraPC, also known as
‘practise what you preach'.

In a prior study, Kilty et al. described essential baseline conditions for learning in a clinical
environment during postgraduate training.®® Our study provides a valuable complement
to this study by providing Design-Principles specifically aimed at designing intraPC
learning between PC and SC residents during hospital placements. Our findings on the
importance of a safe culture to enable intraPC learning is in line with prior studies.®®®' With
the Design-Principles in the Culture cluster, moreover, we have formalized the creation of
a culture of equal collaboration and learning in which power dynamics between PC and
SC physicians can be discussed. Our study revealed that Culture cluster Design-Principles
are prerequisites for intraPC learning in hospitals.

Power dynamics

Throughout the development of our Design-Principles, the topic of power dynamics
emerged strongly and was consequently embedded in the final set of Design-Principles.
Power dynamics are often present in education and interprofessional collaboration®2%
in PC residents’ hospital placements’®%%¢ and can demotivate residents ¢’ Nonetheless,
minimal attention has been given to these dynamics in medical education research. 196268
As a result, power is underexposed when developing educational activities.®? In Design-
Principle-2, power differences are addressed on both levels: differences between PC and
SC physicians and those between residents and supervisors. Power dynamics between
PC and SC physicians persist tacitly, with PC often seen as having a lower status.'s"
During all focus group sessions, power dynamics and the imbalances in their impact
were confirmed when SC residents and supervisors opted to remove ‘power differences’
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from the Design-Principles (Design-Principle-2) because they felt that these were merely
cultural differences. The PC participants, however, explicitly mentioned that they often
struggled with power differences with SC physicians. We hypothesize that these different
experiences of power dynamics can be attributed to the difference in their impact: lower-
status individuals appear to be more troubled by power dynamics than higher-status
individuals. This complexity should be taken into account when designing intraPC
educational activities, for example by recognizing historical patterns and feelings of
differences in power and culture and opening these up for discussion.

Mutual and transformative learning

Participants mentioned that alignment of PC and SC and improvement of intraPC can
be achieved if both PC and SC physicians get to know each other's work contexts and
activities. This can be facilitated by exchanging residents between each other’s settings.
Sampson® already demonstrated that educational activities across PC and SC silos could
be used to modify behaviour and increase understanding. Gébel et al.”® opted for feedback
between PC and SC physicians through frequent meetings to support intraPC. These
observations are affirmed and further developed in our study, particularly as formalized in
Design-Principle-3: ‘Facilitate learning together by working together’ and Design-Principle-4:
‘Facilitate the acquisition of knowledge of one another’s work contexts and activities to
promote good collaboration’.

After the hospital placements, PC and SC residents have to transfer acquired knowledge,
skills and insights concerning intraPC into their own (or future) work context. From the
boundary crossing theory perspective, this can as add to transformative learning, with
both parties creating new ways of working in connection with each other.”" Transformative
learning requires that members of two communities of practice work and learn together.
This could be complex during hospital placements as only PC residents cross boundaries
of their own practice into a new community of practice, SC settings, often resulting in
unidirectional learning. PC residents learn predominantly unidirectionally from SC residents
and supervisors. ? For transformative learning to take place transfer to the own community
of practice is required. Design-Principle-11, was developed to bridge both communities
of practice and promote transformative learning. In Design-Principle-11, we formalized
mutual transformative learning by having regular discussions facilitated by SC supervisors
and PC teachers. During educational activities, these discussions could explicitly address
the factors that influence transformation leading to profound changes in intraPC or new
jointly constructed intraPC practice.

Practise what you preach supervisor (team)

Participants in our study called for an active role of the entire supervising team in
demonstrating and providing intraPC learning. This is in line with theories of workplace
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learning. 727 Workplace learning processes are mostly unintentional, spontaneous and
happening more or less unconsciously as a result of residents’ daily work activities, rather
than as a results of highly structured teaching programmes. > We speak of professional
learning in the workplace when spontaneous and often unconscious learning processes
are connected to conscious reflection and interaction. ”® Hospital placements are a
special kind of workplace learning. For a long time, physicians were trained by way of
apprenticeship models, granting residents legitimate entry into a community of practice.
74 Our wider understanding of apprenticeship has recently undergone a change”: where
the old apprenticeship models stressed immersion learning by simply gaining experience
through exposure, new apprenticeship models stress that residents also learn from their
role models how to think and reflect on the job. Supervisors, therefore, should take the lead
as role models in intraPC and reflect on their own performance as a team and residents
themselves should also play an active role in facilitating their own intraPC learning process.

Implications for practice and future research

We have chosen to use Design-Principles as a guideline, a heuristic, which is a commonly
used definition. 7¢77 As Bakker’® describes it, this is ‘something to consider and try out,
with the common sense understanding that no two situations will be identical and that
adaptation to local circumstances is always necessary.’ 7?5 This means that Design-
Principles should not be taken as prescriptions, but rather as guidelines that are meant to
be achieved in a particular setting, supported by goals.”®”” Our theory-driven and context-
sensitive Design-Principles were developed to guide the design of intraPC education
between PC and SC residents during hospital placements, but we believe they could be
adjustable in other contexts as well. Although participants of our work conferences found
the Design-Principles clear an feasible for designing intraPC educational activities, our
study was conducted as prototyping phase in Design-Based Research. Future research
could further assess applicability of the Design-Principles in educational practice in order
to complete the Design-Based Research approach.

Off course the Design principles will be assessed in phase Il (assessment phase) of the
Design-Based Research. In a next study, we will investigate the educational interventions
based on the principles. Beyond that, these Design-Principles can to be taken into account
in the reflection and feedback cycles when assessing residents. For instance, including
patients and caregivers in providing feedback to residents, how patient-centred care was
provided by the resident, explicitly indicate, ask for and discuss cultural aspects of intraPC
experienced by the resident, explicitly ask for learning from mistakes, utilize scheduled
training meetings and assessments to discuss and evaluate intraPC etc.

By working with stakeholders, we were able to verify that the Design-Principles are
attractive and user-friendly to those who have to work with them. In this regard, it is
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important to be aware of certain language used in Design-Principles. As Cahn’® argues,
curriculum developers often intend to create education with conceptual and logistical
barriers in mind but tend to overlook the semantic element of language.” Certain
words could (un)consciously send messages that undermine the value of specific team
members. This could expose any power dynamics even more explicitly and take the focus
away from the collaboration’® one is striving to improve. The importance of language and
nuance emerged during our study, as participants paid explicit attention to the wording of
sentences and the description of words. As one FG2 participant said, ‘I like that, it's very
much about language. That's actually at the basis of everything we do, to come up with a
new common language that everybody understands.’

We think that the description of the development of Design Principles, together with
stakeholders, researchers and patients/caregivers, provides a demonstration of a method
that could be used for approaching complex educational challenges. As such, the design
principles themselves could be used to guide intraPC educational activities. Furthermore,
the description of developing these principles could be used as a method for approaching
educational challenges such as enhancing collaboration between physicians.

Strengths and limitations of the study

A strength of this study is the start with solid theoretical data and the use of focus
groups and work conferences, where rich and in-depth data emerged from the interaction
between participants from different areas of expertise and different communities
of practice.®® Another strength is that this study focuses on both refining and testing
context-sensitive Design-Principles and designing practical prototypes of activities in an
iterative process.3¢% In Design-Based Research for education development, researchers
often serve as developers of educational activities.””®" Their active involvement in
learning and teaching procedures, engaging with stakeholders, manifests scientific and
educational value.”®® Furthermore, the process of developing Design-Principles can
also be informative. Another strength is the transferability of design principles to a wide
range of hospital placements. Although postgraduate training varies considerably both
within and across countries and cultures, there are also strong similarities: postgraduate
training around the world is predominantly workplace-based; residents in training for PC
or SC physician undertake placements in their own specialty and additionally in other
specialties. It is common worldwide for PC residents to spend a majority (months or years)
of their training in the hospital 382, Most training programs for SC residents also consist
largely of out-of-specialty placement in various hospital departments of other specialties
worldwide®®, During these placements, residents work with residents from other PC and
SC specialties in the same hospital ward and have the opportunity to learn intraPC. Since
these placements have similar practices, such as patient-centred workplace learning, the
existing power dynamics and cultural differences between specialties, the need to get to
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know and understand each other’s work contexts and supervisors who continue to develop
intraPC as role models, we think the Design-Principles will be relevant to a broad range of
international postgraduate training.

Our study also has limitations. This study was conducted in the Netherlands with reference
to the Dutch postgraduate training programmes. Even though many countries operate
similar hospital placement programmes and settings, we did not uncover global principles.
We do, however, argue that the Design-Principles may be adapted in countries where
the placement setting is somewhat different. Every postgraduate training programme
must, therefore, keep its own particularities in mind when implementing these Design-
Principles in its own setting and when evaluating their application. By providing rich
context descriptions with our focus group sessions and work conferences and by including
professionals and residents from different professional backgrounds as well as patients/
caregivers, this study provides guidelines (Design-Principles) that are transferable to a
wide range of hospital placements or other medical workplace learning environments.*®

Conclusion

To facilitate intraPC learning during hospital placements, designing activities on various
levels is needed: 1) Culture: building collaboration based on equity in a psychologically
safe learning/working environment where patterns or feelings of (in)equality, power
dynamics, and cultural differences can be discussed; 2) Connecting Contexts: making
residents and supervisors understand each other’s work context and activities by mutual
learning and exchanging residents in each other’s settings; 3) Making the Implicit Explicit:
by consciously focusing on residents’ intraPC learning and by having supervisors act as
role models demonstrating intraPC and continuously pursuing intraPC improvement as
a team.
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